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Meeting of the Governing Body 
 

To be held on Tuesday 25 February 2014 1.45-3.30pm in the Industry Centre, 
Colima Avenue, Sunderland Enterprise Park, Sunderland SR5 3XB. 

 
 

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 

17 December 2013 
   
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 Report from the Quality, Safety and Risk Committee  Enclosure 
 A Sullivan 
 
8.2 Francis Report/ Quality Action Plan      Enclosure 
 A Fox 
 
8.3      Safeguarding Adults Annual Report     Enclosure 
 A Fox 
 
9. Items of Governance and Assurance 
 
9.1 Annual Governance Statement      Enclosure 

Deborah Cornell 
  
9.2      Quality, Safety and Risk Committee Terms of Reference  Enclosure 

A Fox 
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9.3      Audit Committee Terms of Reference     Enclosure 
           Pat Taylor       
        
10. Items for Discussion and Assurance 
 
10.1   Sunderland Financial Report       Enclosure 

C Macklin 
 
10.2   Planning Round 2014/15:        Verbal 

    Debbie Burnicle 

 

10.3   SCCG Assurance Report January 2014    Enclosure 

    Debbie Burnicle 

10.4   Director of Public Health Report  -      Enclosures 
     

 Domestic Violence Health Needs Assessment 

 Improving Health overview 

 Plan on a page        
          Nonnie 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 on 7 January 2014 
 
11.3 Confirmed minutes of the Audit Committee meeting held  Enclosure 
  on 5 November 2013. 
 
11.4 Confirmed minutes of the Health  and Wellbeing Board   Enclosure 

held on 22 November 2013.    
 
12 Any other business 
 
13 Date of next meeting 
 Tuesday 25 March 2014 1.45-3.30pm in the Hetton Centre, Welfare Road, 

Hetton le Hole, DH5 9NE. 
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Governing Body 

 

Minutes of the meeting held on Tuesday 17 December 2013 

The Millennium Centre, The Oval, Concord Washington, NE37 2QD. 

 

Present: Dr Ian Pattison (Chair) 
 Prof Mike Bramble, Secondary Care Clinician 
 Mrs Ann Fox, Director of Nursing, Quality and Safety 
 Mr David Gallagher, Chief Officer 
 Dr Iain Gilmour, Elected GP Member, Clinical Vice Chair 
 Mr Chris Macklin, Chief Finance Officer 
 Mrs Aileen Sullivan, Lay Member PPI 
 Mrs Pat Taylor, Lay Member for Audit and Vice Chair 

Dr Val Taylor, Elected GP Member 

In Attendance: Mrs Debbie Burnicle, Director of Commissioning and Reform 
                          Ms Deborah Cornell, Head of Corporate Affairs 
                          Nonnie Crawford, Director of Public Health, Sunderland City Council 
                          Mr Neil Revely, Executive Director of People Services, Sunderland  
                          City Council 
                          Mrs Jan Thwaites, minutes 
 
Presentation from the Washington Locality  

A presentation was given to the Governing Body and members of the public by the 

Washington locality team. 

The team presented the CCG Plan on a Page which described what they planned to 

achieve.  The following 3 key areas were highlighted: 

 Unique Care – multi disciplinary meetings were held quarterly in practice to 
which all nursing staff and receptionists were invited. Funding had been 
received for 5 practices in the Washington area to employ a social worker 
which, it was hoped would lead to less admissions. 
 

 Health input into schools –As part of the Personal Social Health Education 
(PSHE) for 12-13 year olds, sessions had been arranged with a local school 
to raise awareness of reasons for attending appointments with GPs.    

 

Discussions were held on various subjects, such as mental and sexual health, 

confidentiality and consent and it was hoped that the sessions would be taken 

up by further schools in the Washington area. 
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 Accident and Emergency – Leaflets had been developed with money received 
from an Innovation fund bid to help change patients mind set in relation to 
A&E attendance and reduce waiting times. The leaflets were available in GP 
surgeries and would be given to new patients on registration.   
A&E attendance figures would be assessed and where patients had attended 

inappropriately, their GP would contact them and to clarify if they had 

requested a GP appointment prior to their attendance. Gaps in access to GPs 

would also be looked at with a capacity and demand audit taking place in 

March 2014. 

 

2013/137 Welcome and Introductions 
 
 The Chair welcomed everyone to the meeting and a round of 

introductions took place. 
 
2013/138 Apologies for Absence 
 
 Apologies were received from Dr Geoff Stephenson, Medical 

Director, Dr Henry Choi, Elected GP member, Dr Gerry McBride, Dr 
Jackie Gillespie, Elected GP member and Gloria Middleton, 
Executive Practice Manager Lead.  

 
2013/139 Declarations of Interest 
 
 There were no declarations of interest. 
 
2013/140 Minutes of the meeting held on 22 October 2013 
 
 Some minor amendments were required to the previous minutes of 

22 October 2013. Subject to these amendments the Governing 
Body AGREED the minutes as a true and accurate record. 

 
2013/141 Matters arising from the minutes and action log 

 2013/70 – Due to the timing of the annual report being presented to 
the Safeguarding Adults Board, the report was not yet available. 
This action was to be kept on the action log and rescheduled for 
February 2014. 

 The following items were on the agenda: 

 2013/93, 2013/104, 2013/110(1), 2013/130(1). These items would 
be removed from the action log. 

 2013/110(2) – An update would be provided on the SCCG roles 
and responsibilities as category 2 responders in emergency 
planning at the meeting in February 2014. 
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 2013/122(1) An update on the Assurance Framework would be 
taken to the Governing Body meeting in April 2014. 

 2013/122(2 and 3) The actions had been completed and were to be 
removed from the action log. 

 2013/124 (1 and 2) The actions had been completed and were to 
be removed from the action log. 

 2013/126 It was agreed to change the delegated limits to identify 
roles and not individuals. This item was to be removed from the 
action log.  

 2013/130(2) Discussions with the Area Team of NHS England in 
relation to Specialised Commissioning were ongoing. The action 
was to be kept on the action log and an update to be provided at 
the Governing Body meeting in February 2014. 

 

2013/142 Notifications of items of any other business 

  
 There were no items of any other business notified. 
  
 
2013/143 Question Time 
  
 Andrew Riley (BMS) asked if the CCG were open to joint working 

partnerships with the pharmaceutical industry. 
 The Chief Officer responded to say that the CCG were open to 

such partnerships but in a commissioning capacity only. He also 
advised   he would be happy to speak with Andrew regarding this 
after the meeting.  

  
2013/144 Report from the Quality, Safety and Risk Committee (QSRC) 
  
 The report gave a summary of the key issues discussed by the 

committee and provided assurance on work being undertaken to 
address quality and safety issues.  

  
 Assurances on the following areas of work were noted: 

 Patient story - it was highlighted that the CCG was developing an 
approach through the Quality, Safety and Risk Committee. 

 Action: The Director of Nursing, Quality and Safety to develop a 
strategy around patient stories. 

 NHS Call to action – an event had been well attended at the 
Stadium of Light in October 2013.  
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 The Keogh report – the actions highlighted in this report had been 
mapped against the CCG Francis Report Action Plan to ensure 
they were being addressed.   This had also been done for the 
Berwick report findings which praised the excellent work the NHS 
had undertaken. 

 The CCG Francis Report Action Plan was on the agenda for this 
meeting. 

 Meditech – assurance had been gained from City Hospitals 
Sunderland (CHS) that no patient safety issues had been identified. 

 Healthcare Acquired Infection (HCAI) report – a microbiologist from 
CHS had delivered a presentation on HCAIs at the Time in Time 
Out (TiTO) session in November 2013. A full plan had been 
developed which would be monitored and updated regularly. The 
future agendas for the HCAI Improvement Group were discussed.  

 The minutes of City Hospitals Sunderland, Spire Hospitals and 
South Tyneside NHS Foundation Trust quality review groups had 
been received. 

 A meeting had been held between the Chair of the CCG, the Chair 
of the QSRC, Head of Corporate Affairs and the Director of 
Nursing, Quality and Safety to review the work of the committee. 

 The terms of reference had been amended and some areas of 
business had been removed from the agenda. Additional work 
around care homes had been included. 

 At a recent informal meeting of the QSRC a session had been held 
on the subject of safeguarding. Northumbria Police, the Local Area 
Team and a number of CCG staff had attended.  

 In response to a question regarding quality review group minutes 
from Northumberland Tyne and Wear NHS Foundation Trust 
(NTW), it was confirmed that minutes were generally received as 
part of the quality documentation although on this occasion a report 
had not been submitted. 

 In relation to patient stories, it was noted that the data collection 
process should be broadened to include specialised 
commissioning.  

 It was noted there had been 5 unexpected deaths at NTW and it 
was confirmed these had been reported as serious incidents and 
were Sunderland patients 

 In relation to the roles and responsibilities of the CCG around 
controlled drugs further clarity was required. 

 Action: The Chief Officer was asked to seek clarity on the roles 
and responsibilities for the CCG in relation to Controlled Drugs. 
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 The Governing Body NOTED the contents of the report. 

2013/145 CCG Francis Report Action Plan 

 An updated action plan and progress against the recommendations 
outlined within the Francis report was presented to the Governing 
Body.  It was noted the action plan incorporated recommendations 
from both the Berwick report and the Keogh review. 

 No key issues were highlighted at this point.  It was noted that the 
plan would continue to be updated to incorporate recommendations 
from future reports. 

 Action: An additional column was to be added identifying both the 
Berwick and Keogh recommendations and also to clarify the 
current status of ongoing actions. 

 The action plan was a standing item on the QS&RC agenda for 
information and would be submitted to the Governing Body on a 6 
monthly basis for an update and assurance.   

In relation to the unannounced visits to CHS, it was confirmed that 
the CCG were to use their existing programme for visits at the 
moment. 

 A request was made for the use of acronyms to be used 
appropriately, this was agreed. 

 The Governing Body RECEIVED the report. 

  

2013/146 Transition Assurance Document  

 The document was presented to provide assurance that all of the 
quality and safety issues identified in the handover from NHS South 
of Tyne and Wear to Sunderland CCG had been captured and 
addressed. 

 It was noted that there was a gap relating to Continuing Healthcare 
(CHC) annual reviews and it was confirmed this would be picked up 
as part of the contracting process. 

 The Chief Finance Officer informed the Governing Body of the 
change to CHC restitution claims where the funding had been 
moved from CCGs to NHS England (NHSE). If any cases had been 
agreed they would need to be “unpicked” and sent to NHSE. This 
would create a significant amount of work for the CCG and North of 
England Commissioning Support (NECS). Any monies set aside for 
CHC cases would not be coming back to Sunderland also NHSE 
would not be picking up any additional cases. The CCG would still 
be required to identify which cases required payment.  

 The Governing Body RECEIVED the report. 
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2013/147 Communications and Engagement Strategy 

   

The Communications and Engagement Strategy had been 
approved by the shadow Governing Body in October 2012 as part 
of the authorisation process. The strategy had been reviewed to 
ensure it was fit for purpose. 

 The key areas of the strategy were described including the 4 
overarching aims, vision and values and working with partners and 
the engagement cycle which explained how the CCG would 
engage and involve people in commissioning decisions.  

 

It was explained that NECS had developed the media relations 
section of the strategy.   The whole strategy had been presented to 
QSRC but committee members noted that further work was still 
required particularly in relation to the engagement strategy. 

 

A question was raised in relation to the lack of identified outcomes 
for the engagement section and a lack partnership working shown 
in the document.  It was noted that the CCG should be shown to be 
more proactive in this area. It had also been noted that action plans 
were required to support the implementation of the strategy.  

It was explained that the membership to the Communications and 
Engagements Steering Group was under review and invitations to 
engage with the Group would be sent out to the Local Authority 
(LA) and City Hospitals Sunderland.   

 

It was noted that further work was needed to strengthen the patient 
engagement element and this was being addressed through a 
further engagement event early in the New Year.  

Action: An update on the Strategy was to be brought back to a 
future Governing Body meeting for formal approval in March 2014. 

The Governing Body REVIEWED the strategy and APPROVED it 

as a working document 

  

2013/148 SCCG Organisational Development Plan 2013-15. 

 The report provided the Governing Body with the final 
Organisational Development plan for 2013-2015.  The report 
detailed achievements to date and outlined key CCG strategies to 
support the delivery of identified priorities.  
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 Action: The leads for communications and governance require 
updating. 

 The Governing Body APPROVED the SCCG Organisational 
Development Plan. 

 

2013/149 CCG Assurance Framework Update 

 The update provided the Governing Body with assurance against 
the delivery of the CCG Operational Plan and explained a number 
of changes to the monthly report. This included: 

 The introduction of trends 

 Inclusion of proxy data 

 The inclusion of flags to illustrate measures not included 
in the overall domain 

 Summary of changes to actual performance 

 Progress against the likely achievement of the CCG 
Quality Premium. 

  

 It was noted that proxy measures were a method used to determine 
outcomes when the ability to measure the exact value was not 
available. 

 Key risks were identified as A&E 4 hour waits, Cancer 62 day 
waits, Healthcare Associated Infections and Astro PU prescribing 
costs.  

 A section had been included for the first time in the report showing 
the current position against the quality premium framework. The 
CCG had achieved £1,015,679 of the quality premium although 
some risks for year-end delivery may result in a deduction of 
£680k. 

 With regards to the quality payment in 2014/15 not being part of the 
CCG allocation, it was confirmed that there would be a 2% non-
recurrent spend available. 

 In relation to the wording on page 9 of the report under the Clinical 
Governance section, it was explained that this had been completed 
as per current guidance from the National Institute for Health and 
Care Excellence.  

 In response to a question raised concerning emergency 
readmissions to City Hospitals Sunderland, it was confirmed some 
cases that had been taken into account could be exempt from the 
figures. It was also noted that this did not account for readmissions 
to a different speciality and the audit cycle should be revisited.  
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 It was explained that future reports to the Governing Body would 
include an overall risk rating which would provide a clear 
understanding of progress and monthly trends.  

 The Governing Body NOTED the position against the balanced 
scorecard and progress to date against the CCG Operational Plan. 

 

2013/150 Operational & Strategic Planning 2014/15 – 2019/19.  

 The report updated the Governing Body on the planning process 
which had led to the development of the operational plan.  

 Key issues were highlighted which included the recent National Call 
to Action activity which outlined the requirement for consistent 
engagement with the public, partners and staff on the future of the 
NHS.  

 A CCG story had been developed describing our vision, values and 
strategic objectives.  This was available to view on the CCG web 
site. The story had been presented to a range of stakeholders to 
enable discussion on potential gaps and proposals. The process of 
collating ideas on how providers could assist in the delivery of the 
CCG draft priorities had been concluded at the end of November 
2013. 

 It was confirmed that the Chief Finance Officer had refreshed the 
financial strategy but this could not be finalised until the resource 
allocations were known. 

 Key messages from the interim planning guidance were 
highlighted. 

 The priorities for 2014/15 and 2016/17 would be discussed as part 
of the Executive Development session to be held on 14 January 
2014.  A  Governing Body development session was planned for 
the 28th and 29th January 2014 to review the Strategic 
Commissioning Plan in light of the financial allocations and final 
planning guidance. 

 

The Governing Body NOTED the planning process and were  
      reminded of the development session on the 28th and 29th 

      January 2014 to provide direction in developing the new 
Strategic Commissioning Plan. 

 

 

2013/151 Sunderland Financial Report 
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 The Governing Body were presented with a more detailed report on 
the financial position as at Month 7 of 2013. The report listed key 
issues, assurances on the year to date as well as the forecast 
position and risks to delivery.  

 The CCG reported a year to date surplus of £9,927k in line with the 
planned forecast out turn surplus of £16,988k. A risk was identified 
that if the CCG had a surplus greater than the forecast figure this 
would be lost to the local health economy.  The Programme Cost 
year to date position of £9,853k was shown against an under spend 
of £9,910k. 

 Overspends were reported against a number of acute contracts 
due to over performance.  This also included overspends on non-
contract activity services. 

 Prescribing was reported with an over spend of £1,375k based on 
month 5 prescribing data. The over spend on GP prescribing was 
based on a phased yearly budget. If the budget was in line with 
Prescription Pricing Authority guidance, the reported overspend 
would be reduced by £400k. 

 In relation to the Better Payment Practice Code, the CCG was 
reporting achievement of  all four indicators against the target of 
95%. 

 With regards to the cash management target from NHS England, 
the CCG achieved 4.16% of draw down from the bank at the end of 
October 2013. 

 It was identified that an additional £1.1m had been received from 
NHS England for winter planning.  Plans were being discussed as 
to how this money could be used.  

 A question was raised relating to specialised services and whether 
there was an update available. In response it was explained that 
there had been a number of meetings held with the Area Team to 
discuss this and what the risks to the CCG were.  An update on this 
would be given when further clarity was received.  

 Action: The Chief Finance Officer to update the Governing Body at 
its meeting in February 2014. 

  

2013/152 Health and Social Care Integration 

 The paper set out the vision for the integration of health and social 
care in Sunderland.  The paper had been previously presented and 
agreed at the Health and Wellbeing Board. The document 
illustrated the joint approach with the Local Authority which would 
be fundamental to future planning and would bring together social 
and community care.  
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 It was confirmed by the Chief Officer that this would be explored in 
more detail at the Governing Body development session to be held 
on 28th and 29th January 2014.  

 A point was raised as to the integrated IT systems which would 
allow information sharing.  It was noted that this issue would need 
to be resolved to allow this to happen.  

 The outcomes to achieve integrated working were described which 
included supporting people to live at home and a reduction in the 
number of people admitted to long term care.  

 The Chief Officer noted that there were 4 areas that required 
addressing to ensure this works, these included: 

 Hearts and minds 

 Language 

 IT 

 Finance 
 

 A good example of this was given referring to the Multi Agency 
Safeguarding Hub (MASH) whereas staff were more informed 
when going into care homes. 

 It was noted that the CCG and Local Authority must agree jointly 
how the integrated transformation money should be used for the 
benefit of Sunderland residents.  The budget for this was thought to 
be approximately £24m for Sunderland 

 The Governing Body RECEIVED the report.  

  

2013/153 Director of Public Health Report 

1) Domestic Violence Health Needs Assessment 
2) Improving Health overview 
3) Plan on a page 

   

This item was DEFERRED to the Governing Body meeting on 25 

February 2014 to allow a full discussion to take place. 

  

2013/154 Chief Officer’s Report 

 The Chief Officer’s report was RECEIVED. 

 

2013/155 Confirmed minutes of the Executive Committee meeting held 
on 5 November 2013. 
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 The confirmed minutes of the meeting held on 5 November 2013 
were RECEIVED. 

 

2013/156 Confirmed minutes of the Audit Committee meeting held on 23 
July 2013. 

 The confirmed minutes of the meeting held on 23 July 2013 were 
RECEIVED. 

 

2013/157 Confirmed minutes of the Sunderland Health and Wellbeing 
Board held on 20 September 2013. 

 The Confirmed minutes of the meeting held on 20 September 2013 
were RECEIVED. 

 

2013/158 Any other business 

 There were no further items of business and the Chair closed the 
meeting at 16.05pm. 

 

2013/159 Date and time of the next meeting 

 Tuesday 25 February 2014 at The Industry Centre, 1 Colima 
Avenue, Sunderland Enterprise Park, Sunderland, SR5 3XB. 

 

Signed: ---------------------------------------------------------------------------------- 

 Dr Ian Pattison 

Date:  ---------------------------------------------------------------------------------- 
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NHS SCCG Governing Body Action Log      

 NHS Sunderland CCG Governing Body Action Log 25 February 2014  
 

Minute Reference Action Point Lead Timescale 

2013/70 
Safeguarding End 
of Year Report 
2012/13 

Safeguarding Adults Annual report to be brought 
to the Governing Body meeting for assurance. 
 
 

A Fox 
 
 
 

Scheduled for 
agenda in February 
2014. 
 

2013110 
Director of Public 
Health update 

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

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

2013/122  
Governing Body 
Assurance 
Framework 

An update of the Assurance Framework to be 
taken to the Governing Body meeting in April 
2014. 

D Cornell 
 
 
 

Scheduled for 
agenda in April 2014. 

2013/151 
Sunderland 
Financial Report 

The result of discussion with Area Team in 
relation to Specialised Commissioning to be 
brought to the Governing Body in December. 

C Macklin Scheduled for 
agenda in February 
2014. 

2013/144 
Report from 
Quality Safety & 
Risk Committee 

The Director of Nursing, Quality and Safety to 
develop a strategy around patient stories. 

A Fox Scheduled for 
agenda in February 
2014. 

2013/144 
Report from 
Quality Safety & 
Risk Committee 

Chief Officer to take the issue forward on roles 
and responsibilities for the CCG in relation to 
Controlled Drugs. 
 
 

D Gallagher Scheduled for 
agenda in March 
2014. 
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NHS SCCG Governing Body Action Log      

 2013/145 Francis 
Report and Action 
Plan 

An additional column to be added to identify the 
Berwick and Keogh recommendations and to 
clarify the RAG ratings. 
 

A Fox Scheduled for 
agenda in March 
2014. 

2013/147 
Communications 
and Engagement 
Strategy 

Sunderland Communications and Engagement 
Strategy to be brought back to a future Governing 
Body meeting following update. 

A Fox/ D Gallagher Scheduled for 
agenda in March 
2014. 

2013/148  SCCG 
Organisational 
Development Plan 

The Leads for Communications and Governance 
to be updated. 

D Burnicle An update to be 
provided at the 
Governing Body 
meeting in March 
2014. 



 

 
Item: 8.1 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
Governing Body Meeting  

25th February 2014 

 
Report Title 
 

Minutes of Quality Safety & Risk Committee 
held on 6th December 2013 

 
Purpose of report 

 
To highlight the Risks and Assurances brought 
to the attention of the Quality, Safety and Risk 
Committee held on 6th December 2013 
 

 
Key issues, assurances and risks 
 

 
Francis 2 report 
 
Key assurances: 
There are currently 83 actions in the report and 
61 of these are already achieved and are 
therefore green.  
 
HCAI 
Key assurances: 
Robust action plan and governance 
arrangements in place.  
 
Key risks: 
Patient safety and performance due to CDI rates 
above trajectory. 
 
Safeguarding 
 
Key risks: 
Risks highlighted within minutes, but supported 
by mitigating actions  
 
Winterbourne View Progress Report –  
 
Key assurances 
Good progress continues in addressing the 
required reviews and subsequent discharge 



from LD hospital of people on the WV list. . 
 
CHSFT  
Key Assurances: 

 Increased incident reporting rates 
 

 

 Actions are being taken to improve 
achievement of SI deadlines 

 Increasing Friends & Family Test 
response rates 

 GPs now getting ICE results following 
Meditech problems 
 

Key Risks: 

 A&E 4 Hour Wait 

 Cancer 62 Day Waits 

 HCAI performance  

 Continued issues with Meditech system 
including the problems around timeliness 
of discharge reporting and accessing 
data needed as CQUIN evidence. 

 Poor performance against national 
performance against deadlines initial 
reporting of Sis and RCA report 
completion.  

 
STFT  
Key Risks: 

 Lack of information regarding incident, 
complaints, claims and workforce etc. 

 Delays in reporting of pressure ulcers 
(mitigating actions now in place) 
 

NTW   
Key Risks: 

 IAPT recovery rates 
 
NEAS 
Key Assurances: 

 Improvement in the performance of GP 
Urgents 

 Clarity re: NEAS implementation of 
Liverpool Care Pathway Guidance 
 

Risks: 

 Concerns re: delayed 
handovers/handover process. 

 Lack of clarity regarding reporting of > 2 



hour handover delays as SIs. 

 Delays in Mental Health Transfers 
Sunderland commissioners are adding 
resources to try to mitigate this risk.  

 
Care Homes 
Key Assurances  

 Strategies in place with the Local 
Authority. 

 A number of baseline Clinical Quality 
Assessments audits carried out as part of 
a planned audit programme.   

 
 
Key Risks  

 Lack of assurance around clinical quality 
outcomes in all care homes.  

 Concerns in care homes detailed in 
report.  

 

 
Recommendation/Action Required 

 
To note 
 

Sponsoring Governing Body member  
(where relevant) 

Aileen Sullivan, Governing Body Lay Member 

Report Author 

 
Sue Goulding, Head of Quality, and Patient 
Safety 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 
      

Any relevant legal/statutory issues Yes 

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

642 – Meditech at CHSFT 
645 – MRSA 
652 – Ambulance handovers 
644 -  C Difficile 
647 – A&E access 
670 – Safeguarding multi-agency working 
667 – Quality of care in Nursing Homes 
673 – Safeguarding lack of secure portal 
669 – Safeguarding training 
674 -  Safeguarding  - Looked After Children 
675 – A&E patient safety issues  

Any information governance 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 
 
 
 
 

 

 

 

 

 

 

 

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, where relevant 

 
Any impact on patient outcomes? 
 

Yes 

 
Has there been member/stakeholder 
engagement if needed?   
 

Stakeholder engagement at QRG meetings 



 

 
 

Sunderland CCG Quality, Safety and Risk Committee 

Friday 6 December 2013, 10.00 a.m. to 1.00 p.m.  

Wearmouth room Pemberton House  

Present:   Mrs Aileen Sullivan,  Lay Member for Patient Public Involvement NHS 
SCCG (Chair)  

 Dr Henry Choi, Clinical Effectiveness lead, NHS SCCG  

 Professor Mike Bramble, Secondary Care Consultant NHS SCCG, 
arrived 10.50am  

 Mrs Debbie Cornell, Head of Corporate Affairs, NHS SCCG  

 Mrs Ann Fox, Director of Nursing Quality and safety, NHS SCCG  

 Mr David Gallagher, Chief Officer, NHS SCCG  

 Dr Jackie Gillespie, Medicines Optimisation Elected GP, NHS SCCG 
arrived 10.45  

 Mr Ian Holliday, Head of Joint Commissioning, NHS SCCG  

 Dr Geoff Stephenson, Medical Director, NHS SCCG arrived 10.50am 

 Mr Matt Thubron, Deputy Head of Contracting, Performance and 
Business Intelligence, NHS SCCG 

 Dr. Zahra Irannejad, Chief Pharmacist, NHS SCCG  

  

In Attendance: Mrs Sue Goulding, Head of Quality Patient safety, NHS SCCG  

 Mr Alan Cormack, Contracting Manager Joint Commissioning, NHS 
SCCG  

 Mrs Eleanor Hardy, PA, NHS SCCG (minutes) 

 

No: Agenda Item  

2013/128 Welcome and Introductions  

  

 AS welcomed those present to the meeting and a round of introductions 
was made.  

  

2013/129 Apologies for Absence  

  

 Mrs Julie Whitehouse, Patient Experience Officer, NHS SCCG 
Mrs Deanna Lagun, Head of Safeguarding, NHS SCCG 

  

2013/130 Declarations of Interest  

  

 There were no declarations of interest.   

  



2013/131 Minutes From Previous Meeting held on 11 October 2013 (Enclosure 
1)  
 

a) Accuracy  
 

  

 The following amendments were asked to be made:  
 
Page 9. Paragraph 2. “When a patient is sent from A&E to Washington 
the report can be accessed immediately after the patient had left the 
department” 
 
The minutes of the meeting held on 30 August 2013 were then agreed as 
an accurate record of the meeting. 
 

b) Matters arising not on the agenda  
 

Page 17, in regards to assurances gained around the Management of 
Breast Services, Henry Choi reported the Consultant from the Queen 
Elizabeth Hospital had moved across to City Hospitals Sunderland on a 
permanent basis and the situation was much improved.    
 
Ann Fox advised she had sought and received assurances from City 
Hospitals Sunderland Medical Director regarding the continuity of care in 
breast surgery with the Breast Nurse.  

  

2013/132 Action Log  

  

 All actions updated on the action log attached to these minutes.  
 

  

2013/133 Patient Experience and Patient Voice   

  

Verbal  Patient Story  

  

 Ann Fox advised the Patient Story Process had not been brought to this 
meeting as it was an evolving piece of work. When the process is 
complete it will be brought back to SCCG Quality Safety and Risk 
Committee early in 2014. This is a key piece of work with South Tyneside 
CCG and South Tyneside Foundation Trust and conversations are in 
place with Sunderland CCG and City Hospitals Sunderland around using 
the same Patient Story process.  
 
David Gallagher advised he was aware of a Sunderland Councillor who 
would like to share her patient story at a future SCCG QSRC.  
 
It was agreed that JW and SG would offer involvement of the 
Councillor in the development of the process above and offer the 
opportunity to share her patient story at a future meeting. 
Action: JW/SG 



 
The Committee agreed that it was important to understand the reasons 
why a patient would like their story to be presented and what the 
expected outcomes of this would be.  
 
Ann Fox advised that Sunderland CCG were working with CHS and STFT 
to secure their involvement in the Care Connect Pilot; when this goes live 
Sunderland Commissioners will be able to access additional patient 
experience information.    

  

2013/134 Patient Safety   

  

Enclosure 2 Mid Staffs (Francis 2 Action Plan)    

  

 Sue Goulding presented the above report to the Quality Safety and Risk 
Committee.  
 
Purpose of Report  
Robert Francis QC report (following a non-statutory inquiry) was 
published in February 2010. The second (statutory) inquiry was published 
on 06 February 2013 and makes 290 recommendations for action, 16 of 
which relate directly to commissioners. 
 
A draft Francis action plan was first presented to the QSRC in October 
2013 which was agreed. This is an updated action plan to reflect progress 
since then. 
 
Key issues Assurances and risks  
 
The Francis action plan has been developed to incorporate 
recommendations from both The Berwick report and the Keogh review. 
While there are no key risks identified at present, this will be a live 
document which will be updated to incorporate recommendations from 
future reports. 
 
There are currently 83 actions in the report. Assurance is provided by the 
fact that 61 of these are already achieved and are therefore green. Work 
continues against the remaining actions and regular updates will be given 
to the committee to provide ongoing assurance. 
 
Points noted were:  

 Actions within the Francis 2 Action Plan that had come from other 
Safety Reports should include the title of the report they had 
originated from.  

 Some of the actions were rag rated green but referred to another 
action which was rag rated amber  

 “Ongoing” was used frequently as the timescale for some actions – 
target date is required and consistency with timescales 

 Not all abbreviations were included in the glossary at the end of the 
document  



 
Aileen Sullivan and Sue Goulding to discuss outside of this meeting 
and amend the action plan to reflect the above comments.  
 
The Quality Safety and Risk Committee acknowledged the vast amount of 
work undertaken and the assurances gained.  
 
The Quality Safety and Risk Committee received the report  

  

Enclosure 3 HCAI Highlight Report   

  

 Ann Fox presented the above report to the Quality Safety and Risk 
Committee. 
 
The purpose of the report was to provide a highlight report regarding 
HCAI for year to date 25 November 2013 
 
Key assurances: 
Robust action plan and governance arrangements in place ( evidenced by 
the minutes and action plan attached) 
 
Key risks: 
Patient safety and performance due to CDI rates above trajectory. 
 
The SCCG Quality Safety and Risk Committee was asked to note the 
content of this report, gain assurance from the action plan (appendix 2) 
minutes of the meeting held 9th October 2013 (appendix 2a) and seek 
clarification where required. 
 
Ann Fox reported as a result of the recent Independent Review 
recommendations at City Hospitals Sunderland, it had been agreed that 
the HCAI Improvement Group would be held bi-monthly and on the 
alternate month a HCAI RCA Panel meeting would be held which would 
focus on CDI cases to be appealed against. 
 
Geoff Stephenson advised it was important to get the message across to 
the GP Community regarding HCAIs in understanding how this infection 
reoccurs. Dr Chris Settle, the Senior Microbiologist at City Hospitals 
Sunderland provided a presentation on HCAIs at the SCCG TiTo session 
on 13 November 2013 which had been well received.  
 
Zahra Irannejad reported SCCG Medicines Optimisation Team (MOT) 
had recruited a Pharmacist who will be focusing on CDI issues in relation 
to medicines. The MOT now has the resources to work jointly with 
practices where there had been CDI Cases  
 
Tackling HCAI in the North - a regional shared webinar is scheduled to 
take place on Friday 20 December. Managerial and clinical staff with a 
role in tackling HCAI / infection control in their health community had been 
invited to take part.  



 
The Quality Safety and Risk Committee received the report  

  

Enclosure 4 Safeguarding Highlight Report   

  

 Ann Fox presented the above Report to the Quality Safety and Risk 
Committee on behalf of Deanna Lagun.  
 
The purpose of this report was to advise the Committee of current 
safeguarding adult and children activity, associated risks and mitigating 
actions. 
 
Key issues, assurances and risks 
 

 Continued sick leave of Named GP Safeguarding Children 

 Audit & Quality Assurance  

 Training 

 Serious Case Reviews 

 Management Reviews 

 Domestic Homicide Review 

 MASH Development 

 Child Death Overview Panel 
 
Risks and mitigating actions are outlined in section 3 of the Highlight 
report.  
 
Ann Fox reported there was currently a vast amount of work being 
undertaken in Sunderland in regards to vulnerable babies which included 
maximising lessons learned from Serious Case Reviews.  
 
Henry Choi noted in regards to GP Level 3 Safeguarding Training, he felt 
that not all GPs were providing reports for Child Protection Conferences 
when requested to do so.  Henry Choi felt this was an educational issue.  
Ann Fox advised that GP Level 3 Safeguarding training compliance was 
good and this may be about GPs using some of the named professionals 
for support.  
 
The Quality Safety and Risk Committee received the report 

  

2013/135 Quality in Commissioned Services    

  

Enclosure 5 Winterbourne View Progress Report  

  

 Alan Cormack presented the above report to the Quality Safety and Risk 
Committee.  
 
The purpose of this report was to update the Quality Safety and Risk 
Committee on “Transforming Care” issues. 
 



Key issues, assurances and risks 
 
Good progress continues in addressing the required reviews and 
subsequent discharge from LD hospital of people on the WV list. 
 
The Committee was recommended to: 
 

i. note the update on progress in delivering the Transforming Care 
programme 

ii. expect further reports as future work progresses  
iii. agree that the CCG should sign up to the Driving up Quality Code 

alongside Sunderland City Council 
 
There were no risks identified.  
 
Alan Cormack highlighted Key points: 
  
For local areas to take the agenda forward there will be a strong 
presumption in favour of pooled budget arrangements and local 
commissioners will have to offer justification where this is not the case. 
There will be promotion and facilitation of joint and integrated 
commissioning arrangements. Sunderland is well placed in this regard. 
 
If people do not need to be in hospital (the phrase used is “inappropriately 
placed”) commissioners have to support them to move to community 
based support no later than 1 June 2014 - before if possible. There were 
no Sunderland people in that situation. 
 
The number of individuals being cared for in hospital has reduced 
significantly. 
 
Organisations which provide support for people with learning disabilities 
are being asked to sign up to a new initiative named “Driving up Quality 
Code” to ensure they aim beyond minimum standards in order to improve 
the lives of people in their care. The code sets up 5 key areas that 
indicate the areas of good practice.  The code is voluntary but providers 
that sign up will be making a public commitment to the principles of the 
code.   
 
Ann Fox queried what assurance we had as a CCG for those patients 
whose care (mainly forensic) is currently commissioned by NHSE Area 
Team and who may also, as a result of transition, become the 
responsibility of the CCG. 
 
Alan Cormack described his regular liaison in this respect with the 
specialist forensic team and it was agreed that information be 
included in the next Transforming Care report to this committee. 
Action: Alan Cormack  
 
The Quality Safety and Risk Committee received the report and agreed 



in principle to sign up to the Driving up Quality Code alongside 
Sunderland City Council 

  

Enclosure 6 Confidential Report into Premature deaths of people with learning 
disabilities (CIPOLD)  

  

 Alan Cormack presented the above report to the Quality Safety and Risk 
Committee.  
 
The purpose of this report was for information and comment.  
 
Key issues, assurances and risks 
 
The report highlights research into the generally poor health and 
premature deaths of people with learning disabilities. 
 
The Committee was recommended to:  

i) note the contents of this report 
ii) expect a further report when the regional work has been 

completed 
 
Alan Cormack highlighted Key points:  
 
Researchers found that men with learning disabilities died on average 13 
years sooner than men in the general population and women with 
learning disabilities died, on average, 20 years sooner than women in the 
general population. 
 
Appendix B Annual Health Check Data –it was of interest that Gateshead 
numbers had reduced. In Sunderland, much effort has gone into 
increasing the number of health checks by GPs but this will not show until 
the 2013/14 numbers are available. 
 
The full report had been presented and discussed at a Regional Group 
meeting hosted by NHS England.  A small working group had been 
formed which will report into the learning disabilities network at a future 
date. The Regional Network will be looking at performance information in 
more detail and Alan will report back to this Committee when that group 
has completed its task. 
 
The Quality Safety and Risk Committee received the report. 

  

Enclosure 7 Autism Self- Assessment  

  

 Alan Cormack presented the above report to the Quality safety and Risk 
Committee.  
 
The purpose of the report was to inform the committee of the submission 
of a Sunderland self- assessment for Autism Services. 
 



Key issues, assurances and risks 
 
A second national RAG rated self-assessment in respect of Sunderland 
has been completed and submitted to DH. Generally it is a positive 
picture - the local working group is tasked with improving the RAG ratings 
 
The Committee was recommended to: 

i note the progress made so far in responding to the national 
strategy 

ii expect a further report following feedback on the self-
assessment 

 
Alan Cormack highlighted key points:  
 
The information in the 2nd Self-Assessment Exercise (Appendix A) is from 
Sunderland Local Authority; SCCG contributes to this information. The 
assessment raises awareness of good services in Sunderland which has 
a high autism population.   
 
SCCG funds a diagnosis service which is provided by Northumberland 
Tyne and wear (NTW.) This service was commissioned across the three 
South of Tyne CCGs. During 2012/13, 37 Sunderland people accessed 
this service. An information pack is given to each individual, the content of 
which continues to develop as trends become apparent.  
 
The Sunderland Local Autism Working group secured funding for 
awareness training for GP Practices and soon will be implemented.  It 
was noted there was currently a low uptake of training in Sunderland.  
Geoff Stephenson felt this was because the training was for a full day and 
this was not always feasible for GPs and Practice Staff.  To get the 
message across to the GP community, the training needs to be tailored to 
the needs of GPs for example to be delivered in one of the TiTo sessions.  
 
Alan Cormack to meet with Gloria Middleton regarding establishing 
the best way of engaging with GPs in the training programme 
 
The Quality Safety and Risk Committee received the report. 

  

Enclosure 8 Integrated Quality Report  

  

 Sue Goulding presented the above report to the Quality Safety and Risk 
Committee.  
 
The purpose of this report was to provide Sunderland CCG with a 
quarterly assurance report relating to clinical quality, and provide 
assurance that actions are being undertaken with providers where 
necessary. The report covers information and issues made available for 
the month of November.  Where possible additional regional or national 
data is included. 
 



CHSFT Assurances: 

 Increased incident reporting rates 

 Actions are being taken to improve achievement of SI deadlines 

 Increasing Friends & Family Test response rates 
 
CHSFT Risks 

 The level of pressure ulcers remains a concern. 

 Lack of assurance that any lessons learnt from incidents and 
complaints in A&E during Q3 & Q4 of 2102/13, during increased 
winter pressures have been acted upon.  Awaiting deep dive 
information. 

 Poor performance against timeliness of STEIS reporting and 
completing SI reports within national deadlines. 

 Lack of assurance that complaints are being responded to within 
timescales agreed with complainants. 

 Lack of information re sickness absence, staff turnover rates etc. 
 
STFT Risks: 

 Lack of information regarding incident, complaints, claims etc.  

 Lack of information re sickness absence, staff turnover rates etc. 
 
NTW Risks: 

 IAPT recovery rates 
 
NEAS Risks: 
NHS 111- no national governance processes to manage incidents which 
involve Out Of Area calls. 
 
The Quality, Safety and Risk Committee was asked to:  
 

 Note the content of this report  

 Consider any further actions that should be taken forward with 
providers 

 Identify areas of further development within primary care 
 
Sue Goulding highlighted key points:  
 
City Hospitals Sunderland  
Discussions with City Hospital Sunderland (CHS) around SIs that are still 
open are on-going.  CHS are going to provide a list of open SIs for the 
monthly Quality Review Group meetings.  
 
CHS confirmed at the Quality Review Group on 15 November 2013 that 
two never events from 2012 had been downgraded to SIs.  
 
Pressure ulcers are the highest type of incidents reported by CHS. 
Actions are underway to improve the achievement of SI deadlines. 
 
An Internal business case at CHS is being developed to try to secure 



funding for a number of SI facilitators to support the authors of SI reports 
to produce them in a timely manner.  
 
Aileen Sullivan raised the question was there a concern regarding CHS 
not reporting Sis?  
 
Geoff Stephenson advised there has been a significant improvement from 
CHS in reporting SIs.  However it had been established CHS did not have 
the resources to undertake the subsequent investigations resulting from 
this improved reporting and identify learning quickly, hence a business 
case is being presented for funding internally in CHS.  Updates on 
progress will be monitored by the CHS Quality review group and the 
SCCG SI Panel. 
 
Aileen Sullivan raised the question regarding the unexpected deaths in 
maternity.  Was this a maternal or neonatal death. Sue Goulding advised 
this was a neonatal death. 
 
Patient Experience – in regards to complaints Sue Goulding felt there was 
some information missing.  There was lots of statistics but no patient 
stories.  David Gallagher felt the information regarding the number of 
complaints was useful but it would be helpful to as a proportion of activity 
to know if the numbers are increasing or decreasing with changing activity  
- Matt Thubron to look into this 
 
Friends and Family – the variation by ward in response rates and scores 
was noted.  Sue Goulding to meet with Julie McDonald to establish 
the reason for this. 
 
Commissioner visits; Ann Fox reported that CHS already have a schedule 
of unannounced department/wards visits.  If the members of the Quality 
Safety and Risk Committee wish they can be involved. Ann Fox would 
request the dates/times from Joy Akehurst then the Committee could 
agree which member (s) would attend on which date.   It was noted that 
the data in the Friends and Family data may help to inform which ward to 
visit.  – Ann Fox to circulate dates of CHS ward visits to the Quality 
Safety and Risk Committee  
 
CQC Intelligence Monitoring Report – it was noted out of the 5 “risks” 
identified for CHS, 2 had been elevated, one of which is “do you think the 
hospital staff did everything they could to control your pain?”  This would 
be discussed at the CHS QRG. 
 
South Tyneside Foundation Trust (STFT) 
STFTs performance against the national SI deadlines is discussed at the 
SCCG/STCCG SI Panel and with the provider at the STFT Quality 
Review group meeting.  
 
Sue Goulding will include STFT Acute Service information in all 
future Integrated Quality Reports so that organisational culture 



information is made available. 
 
North East Ambulance Service (NEAS)  
Quarter 2 Monitoring table for CQUIN – one risk identified in regards to 
NHS 111. NEAS not aware of any governance process to manage 
incidents which involve Out of Area Calls.  NHS 111 Regional Clinical 
Lead is to escalate this to the National Governance Group for clarification. 
AF noted this has been a long standing national issue. 
 
Northumberland Tyne and Wear (NTW)   
The most common serious incident reported is unexpected deaths.  More 
understanding around this is required.  AF reported that the Safety 
Director for NTW had provided significant assurance to the STCCG 
Quality Patient Safety and Risk Committee regarding management of this 
issue. 
 
Chart 26 - SIs reported within 2 working days of incident occurring 
(Sunderland residents) is the deaths in the community that NTW were not 
aware of ( hence the delay in reporting).  NTW are reporting on the day of 
death when they are aware this has happened.  
 
Chart 27. 45/60 day reports Exception Report (involving Sunderland 
Patients) – Ian Holliday to raise the delays in submitting RCA reports 
within the deadline at the NTW Contract meeting 
Michelle Turnbull has the action plan developed by NTW 
 
Patient Led Assessment of the Clinical Environment (PLACE.)  This is the 
first set of information for NTW.  There were some concerns in regards to 
food and hygiene; it was felt that this was because there was not a 
registered dietician involved.  This has now been rectified and improved 
results are expected next year.  
 
NTW have established an internal PLACE Group to monitor and report on 
the appropriateness of the PLACE Process.  The NTW PLACE Group 
terms of Reference and Process Flow Chart has been provided to 
commissioners and Action Plans can be provided on request.  
 
The NTW internal dashboard demonstrates full compliance and NTW are 
keen to share this with commissioners.  
 
NHS Outcomes Framework (draft.) For patient safety, NTW are better 
than the National average apart from minor harm.  This appears to be due 
to NTW reporting all incidents however all of these incidents are resolved 
at a local level and are included in commissioners monthly patient safety 
reports.  
 
NTW are better than the England average in clinical effectiveness apart 
for 7 day follow up, however they are above the target of 95%. 
 
NTW Quality Dashboard - this highlights some areas of 



underperformance i.e. clinical supervision training and seclusion training.  
This is a live dashboard which will be provided to commissioners on a 
monthly basis.  
 
IAPT data – the number of people who have depression and/or anxiety 
disorders who receive psychological therapies – this has moved to green. 
 
Ian Holliday has asked NTW to have this information on a Sunderland 
level and continue to receive drafts of the dashboard. 
Ian Holliday to pursue all information for Sunderland  
 
Ann Fox advised Ian Holliday she would be happy as part of the quality 
perspective to be involved in discussions with South Tyneside CCG 
regarding contracting arrangements and how information will flow.  
 
The Quality Safety and Risk Committee received the report. 

  

 Minutes of Quality Review meetings  

  

Enclosure 9 City Hospitals Sunderland NHS Foundation Trust, 18 October 2013 

  

 Sue Goulding presented the above report to the Quality Safety and Risk 
Committee.  
 
The purpose of this report was to highlight any risks and provide 
assurance to the Quality Safety and Risk Committee. 
Assurances: 

 GPs now getting ICE results following Meditech problems 

 Level of patient experience activity 
 
Risks: 

 Continued issues with Meditech system including the problems 
around timeliness of discharge reporting and accessing data 
needed as CQUIN evidence. 

 Poor performance against national performance against deadlines 
initial reporting of Sis and RCA report completion.  

 HCAI performance against trajectories 

 Lack of assurance around workforce as paper not available for 
QRG. 

Sue Goulding advised assurance has since been given in regards to 
workforce.   
 
The Quality Safety and Risk Committee received the report. 

  

Enclosure 10 North East Ambulance Service (NEAS) NHS Foundation Trust, 9 
September 2013 

  

 Sue Goulding presented the above report to the Quality Safety and Risk 
Committee.  



 
The purpose of this report was to highlight any risks and provide 
assurance to the Quality Safety and Risk Committee regarding 
community services provided by the Trust. 
 
Key issues: 

 Terms of reference for the QRG and regular report requirements 
were approved. 
 

Key assurances: 

 Improvement in the performance of GP Urgents 

 Independent review of triage related Serious Incidents (SI’s) 

 Clarity re: NEAs implementation of Liverpool Care Pathway 
Guidance 

 
Key potential risks: 

 Concerns re: delayed handovers/handover process 

 Lack of clarity regarding reporting of > 2 hour handover delays as 
SI’s 

 Delays in Mental Health Transfers 
 
Ann Fox advised that this had been the second formal NEAS Quality 
Review Group meeting.  In regards to delayed handovers a sub group 
had been formed to get an understanding about what happens in the 
control room and whether there is a pattern established in particular 
Trusts.  There is also a risk re delayed handovers; Gary Collier, NECS 
representative will be looking at ensuring the patient is at the centre and 
record any penalty issues. 
 
Ann Fox advised that in 2012 > 2 hour delayed handover had been 
reported as a serious incident. It would be proposed at the Accountable 
Officer meeting that if the period of time re handover is greater than 2 
hours, this will again be reported as a Serious Incident on the 
understanding that within this period if the patient came to harm, this 
would be reported separately.   
 
In regards to Delays in Mental Health transfers, Sunderland 
commissioners are adding resources to try to mitigate this risk.  
 
The Quality Safety and Risk Committee received the report. 

  

Enclosure 11 Spire Hospital Washington, 23 September 2013 

  

 Sue Goulding presented the above report to the Quality Safety and Risk 
Committee.  
 
The purpose of this report was to highlight any risks and provide 
assurance to the Quality, Safety and Risk Committee. 
 



Assurances: 
Process in place for implementation of NICE guidance 
 
Risks: 
None identified 
 

The Quality Safety and Risk Committee received the report. 

  

Enclosure 12 South Tyneside NHS Foundation Trust (Community Services) 2 October 
2013  

  

 Sue Goulding presented the above report to the Quality Safety and Risk 
Committee.  
 
The purpose of this report was to highlight any risks and provide 
assurance to the Quality Safety and Risk Committee regarding 
community services provided by the Trust. 
 
Key areas of assurance: 
 

 Data collection mechanisms by team are in place with regard to 
serious incidents across all community services locations to 
facilitate benchmarking. 

 Work is developing with regard to the sharing of patient stories to 
ensure patient experience is at the core of our work. 

 The QRG agenda focuses upon organisational culture i.e. 
Workforce, Complaints CIP etc. 

 
Key areas of risk: 
 

 Delays in reporting of pressure ulcers  
( mitigating actions now in place) 
 

Aileen Sullivan noted more information was required in regards to 
community services (Sunderland.)   
 
Action: Sue Goulding to liaise with NECS to ensure specific 
information regarding STFT community services in Sunderland 
could be included. 
 
Ann Fox advised there had been key issues with pressure sore ulcers.  
STFT will be delivering a presentation around this at their next Quality 
Review Group.  

 
The Quality Safety and Risk Committee received the report. 

  

Enclosure 13 Quality in Care Homes  

  

 Sue Goulding presented the above report to the Quality Safety and Risk 
Committee.  



 
The purpose of this report was to provide an overview of recent concerns 
in care homes in Sunderland, and the results of the Clinical Quality 
Assessment Baseline audits. 
 
Assurances  

 Strategies in place with the Local Authority 

 Baseline Clinical Quality Assessments audits carried out as part of 
a planned audit programme   

 
Risks  

 Lack of assurance around clinical quality outcomes in all care 
homes  

 Concerns in care homes detailed in report  
 

Committee members are asked to note the content of the report and the 
progress described 
 
Sue Goulding advised that this was the first joint report from Sunderland 
CCG and Sunderland Local Authority.  
Action: Sue Goulding to clarify if this is the only joint report being 
produced to avoid duplication. Sunderland CCG and Sunderland 
Local Authority Logos to be added to future reports.  
 
There had been a good response from Care Homes in regards to the 
Clinical Quality Audit and the scores had been positive. It was felt from a 
clinical perspective that this audit was working well and was much valued.   
 
Aileen Sullivan referred to the recommendations in the paper and asked 
were these recommendations or requests? When would they happen, 
how would SCCG know and is there an action plan?  
 
It was agreed that a report showing the full picture ( as requested 
above)  i.e. which homes had been visited by the Nurse Assessor 
would be brought to the next Quality Safety and Risk Committee – 
Sue Goulding  
 
Sue Goulding to bring St Cuthbert’s Action Plan to the next Quality 
Safety and Risk Committee on 14 February 2014  
 
The Quality Safety and Risk Committee received the report. 

  

Verbal  Quality Surveillance Group Update  

  

 Ann Fox gave a verbal update to the Quality Safety and Risk Committee. 
 
The Quality Surveillance Group is an evolving meeting and had asked for 
external feedback on how effective the meeting is and how meaningful 
conversations could be had o improve/assure re: quality, for example 
around Care Homes.  Ann Fox had asked the Area Team to look at how 



information is shared/ received, conversations held and how to make 
information systems work outside of Quality Surveillance Group meetings 
in a timely manner.  
 
NHS England Junior Doctor Survey – pressure in A&E was showing as 
red.  Ann Fox had raised the question when will we have soft intelligence 
from Student Nurses/Allied Health Professionals and will feedback at the 
next QSRC re developments of the QSG.  

  

Enclosure 14 Quality Close Down Report  

  

 David Gallagher presented the above report to the Quality Safety and 
Risk Committee.  
 
The purpose of this report was to provide assurance that all of the quality 
and safety issues identified in the handover document from NHS South of 
Tyne and Wear have been captured and addressed. It documents a 
summary of the key quality and safety issues identified and how they 
have been addressed, with a view to highlighting any gaps. 
 
Risks: Non identified 
 
Assurance:  
All of the items identified in the transition document are being followed up 
through quality and safety mechanisms that the CCG has established 
including the risk register.  
 
The Quality Safety and Risk Committee received the report  

  

2013/136 Clinical Effectiveness    

  

Verbal  Medicines Optimisation Governance Verbal Report  

  

 Zahra Irannejad gave a verbal update to the Quality Safety and Risk 
Committee.  
 
The Terms of Reference for the The Joint Formulary Committee had been 
finalised and would go to the Sunderland CCG Medicines Optimisation 
Committee in January 2014 then to the Prescribing Committee in 
March/April 2014.   
 
Ann Fox advised from a governance point of view the Terms of 
Reference of the Joint Formulary Committee should then be brought 
to the Quality Safety and Risk Committee for approval and then the 
minutes received by the QSRC.  

  

2013/137 Governance  

  

Enclosure 15 Organisational Risk Register  



  

 David Gallagher presented the above report to the Quality Safety and 
Risk Committee.  
 
NHS SCCG is committed to ensure that risk management is part of an 
overall management approach that supports the organisation in achieving 
its objectives.  Risk assessment provides an effective management 
technique by identifying risks and developing mitigating actions.  This is 
managed via the risk register process. 
 
The attached reports provide an update and analysis of the risk register 
as at 19th November 2013.  The register is in the new format following the 
recent implementation of the electronic risk management system 
(SIRMS).   
 
The Committee was asked to: 

 Review the new format of the register for appropriateness;  

 Note the updated risks; 

 Make recommendations for further actions as necessary. 
 
David Gallagher advised the Risk Register Report was in its new format 
produced from the new Safeguard Incident and Risk Management 
System (SIRMS.) The report highlighted risks that had been updated and 
gave a flavour of what the new system could produce.  
 
Debbie Cornell advised this is now an Assurance Framework rather than 
a Risk Register.  All risk references are now in numerical order. Debbie 
Cornell asked for any comments for example how easy the report was to 
read in the new format.  
 
Aileen Sullivan asked if there was a target date relating to particular 
actions? Debbie Cornell advised when the system is developed it will 
automatically send a message to the risk owner for an update.  
 
The Quality Safety and Risk Committee agreed they were happy in 
principle with the new format  

  

Enclosure 16 CCG Assurance Report Quarter 2 

  

 Matt Thubron presented the above report to the Quality Safety and Risk 
Committee.  
 
The purpose of this report is to provide Sunderland CCG Quality, Safety 
and Risk Committee with a report detailing the current position against the 
CCG Assurance Framework and provide assurance of the actions being 
taken where necessary.   
 
The report covers all Assurance Framework indicators for 2013/14.  The 
report also covers local surveillance indicators which are not included 



within the CCG quarterly assessment process.  These have been 
highlighted within the report.   
 
Key risks:  

 A&E 4 Hour Wait 

 Cancer 62 Day Waits 

 HCAI 
 
The Quality, Safety and Risk Committee was asked to: 

 Note the current position for each indicator in the CCG Assurance 
Framework, in particular the areas of high risk to delivery 

 
Matt Thubron highlighted key points:  
Domain 2.  Cancer 62 days wait – still achieving, showing a slight down 
trend. Henry Choi advised he was meeting with City Hospitals Sunderland 
(Urology) later today to discuss patient choice, complex pathways and 
planned care and how we can link in with CCGs in Newcastle.  
 
A&E Four hour wait; City Hospitals Sunderland (CHS) are under the 95% 
standard and will not achieve this for quarter 3.  The issues are known 
and the Area Team are aware of these.  Lots of actions are in place 
around these issues.  
 
David Gallagher advised he and Ann Fox had instigated an urgent 
meeting of service provider colleagues from the unscheduled care board 
to review the current position and plans to date with regard to winter and 
to discuss and agree utilisation of the additional funding (£1.1m for 
Sunderland.)  The Action Plan and six high impact areas had been 
discussed. Providers will be asked to advise as soon as possible if they 
are unable to deliver on these actions.  
.  
The Quality Safety and Risk Committee received the report 

  

Verbal  Year-end Review of Terms of Reference  

  

 Aileen Sullivan advised that the Sunderland CCG Quality Safety and Risk 
Committee had been in operation for one year and asked if the group felt 
any changes to the terms of Reference were needed?  
 
The Quality Safety and Risk Committee agreed they were happy with the 
Terms of Reference as they stood and no changes were required.  

  

2013/138 Policies for Approval  

  

Enclosure 17 Anti-fraud, Bribery and Corruption Policy and Speaking Up in Issues of 
Concern Policy  

  

 Deborah Cornell presented the above report to the Quality Safety and 
Risk Committee.  



 
NHS Sunderland Clinical Commissioning Group (CCG) is committed to 
reducing fraud, bribery and corruption in the NHS and will seek the 
appropriate disciplinary, regulatory, civil and criminal sanctions against 
fraudsters and where possible will attempt to recover losses. Through its 
governance and assurance processes, the Governing Body aims to 
reduce fraud, bribery and corruption in and against the CCG.   
 
The CCG is also committed to ensuring that where any issues of concern 
may arise, staff (whether full-time, part-time, self-employed basis, 
employed through an agency or as a volunteer) are supported to raise 
such concerns in a confidential manner. 
 
Key issues, assurances and risks 
 
The attached draft policies have been developed by and in consultation 
with, the Local Counter Fraud Specialist to ensure they adhere to current 
national guidance and good practice.   
 
The policies were also considered by the Audit Committee at its meeting 
on 5th November 2013 and the comments from members have been 
included in the attached drafts.  The Audit Committee recommended both 
policies for submission to the QSRC committee for formal ratification.  
 
The Committee is asked to receive and formally approve the attached 
policies. 
 
David Gallagher advised that it was good to see these two policies 
but asked for the formatting to be the same for consistency.  
 
When formatting is amended, both policies are to be shared with the 
CCG Partnership Forum.  
 
The Quality and Patient Safety Committee received and formally 
approved the Anti-fraud, Bribery and Corruption Policy and Speaking Up 
in Issues of Concern Policy. 

  

2013/139 For Information  

  

Verbal  Quality and Safety in the NHS: Evaluating Progress, Problems and 
Promise  

  

 Aileen Sullivan advised the report above could be accessed at  the link 
below: 
http://www.lums.lancs.ac.uk/files/quality-safety-nhs-e.pdf  
 
This report had been superseded by the Francis Report but was of still an 
interesting report for information.  

  

Enclosure 18 A review of the NHS Hospitals complaints system: putting patients back in 

http://www.lums.lancs.ac.uk/files/quality-safety-nhs-e.pdf


the picture  

  

 Sue Goulding presented a summary of the above report to the Quality 
Safety and Risk Committee.  
 
The purpose of the report was to summarise the above Complaints 
Review, published in October 2013, which was undertaken in response to 
the Francis inquiry into Mid-Staffs Hospital. The summary highlights the 
key findings of the Review and details the recommendations. It also 
indicates the actions the SCCG needs to take in response to the 
document. 
 
The Quality Safety and Risk Committee received the summary report. 

  

Verbal  NHS England Response to Francis: Hard Truths – The Journey to putting 
patients first  

  

 Ann Fox advised the above report could be accessed by the link below:  
https://www.gov.uk/government/publications/mid-staffordshire-nhs-ft-
public-inquiry-government-response 
 
Ann Fox advised this report was an endorsement of the Francis Report 
and how it will be enacted on financially and translated into contracts next 
year 2014. 

  

Verbal  NHS England Update 19 November 2013  

  

 Aileen Sullivan  advised the above update could be accessed by the link 
below:  
http://www.england.nhs.uk/2013/11/19/comm-pol/ 
 
In the coming months, NHS England will launch Patient Safety 
Collaborative Programmes, publish Never Events and re-launch the 
Patient Safety Alerts System 

  

2013/140 Key Assurances Gained and Risks Identified  

  

 Aileen Sullivan thanked the Committee members for assurances gained 
and noted as a group the Quality Safety and Risk Committee is assured 
that all risks are being closely monitored. All Assurances and risks are 
included in the minutes of this meeting.  

  

2013/141 Any other business   

  

 There was no further business to be discussed.  
 

  

2013/142 Date and Time of next meeting   
 

https://www.gov.uk/government/publications/mid-staffordshire-nhs-ft-public-inquiry-government-response
https://www.gov.uk/government/publications/mid-staffordshire-nhs-ft-public-inquiry-government-response
http://www.england.nhs.uk/2013/11/19/comm-pol/


Friday 14 February 2014, 10am  - 1pm 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance    

 
Governing Body Meeting  

25th February 2014 

 
Report Title 
 

Francis Report/Quality Action Plan 

 
Purpose of report 
 

 

 
The initial Robert Francis QC report (following a 
non-statutory inquiry) was published in February 
2010. The second (statutory) inquiry was 
published on 06 February 2013 and makes 290 
recommendations for action, 16 of which relate 
directly to commissioners. 
 
A draft Francis action plan was first presented to 
the QSRC in October 2013 which was agreed. 
This is an updated action plan to reflect 
progress since then. As the recommendations of 
other reports have been incorporated into the 
action plan the title has been changed into the 
Quality Action Plan 
 

 
Key issues, assurances and risks 
 

 
The Francis action plan has been developed to 
incorporate recommendations both The Berwick 
report and the Keogh review. While there are no 
key risks identified at present, this will be a live 
document which will be updated to incorporate 
recommendations from future reports. 
 
There are currently 83 actions in the report. 
Assurance is provided by the fact that 62 of 
these are already achieved and are therefore 
green. Work continues against the remaining 
actions and regular updates will be given to the 
committee to provide ongoing assurance. 
 

 
Recommendation/Action Required 
 

 
Receive report. 
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 

Sponsoring Governing Body member  
(where relevant) 

Ann Fox, Director of Nursing, Quality and Safety  

Report Author 
Sue Goulding, Head of Quality and Patient 
Safety  

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

        

Any relevant legal/statutory issues None 

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

None 

Any information governance issues  None 

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

QSRC on: October 11th 2013 and December 6th 
2013 
 

 
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? 
 

No 

 
Has there been member/stakeholder 
engagement if needed?   
 

Yes 
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CO3 - Maintain and improve the quality and safety of CCG commissioned 
services 

CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
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NHS Sunderland Clinical Commissioning Group (CCG)   - Quality Action Plan 
 

        
Recommendation 17 - Commissioning for standards  

      Reports covered  

NHS England together with Clinical Commissioning Groups should devise enhanced quality standards 
designed to drive improvement in the health service. Failure to comply with such standards should be a 
matter for performance management by commissioners rather than the regulator, although the latter should 
be charged with enforcing the provision by providers of accurate information about compliance to the public. 

Francis 2 
Berwick 
Keogh 

CCG benchmark position             

This is a national level policy decision and Sunderland CCG will develop standards and enforcement actions 
in conjunction with NHS England. 

  

CCG actions required Who When  Progress Status   

1. Local quality standards will be reviewed, 
agreed and incorporated into contracting 
arrangements for the financial year 2014/15. 

SW 
SG 

Feb-14 1.Covered by items below, 
124.1, 125, 132 and 137 

17.1 

  

Recommendation 120 - Learning and information from complaints 
  Reports covered  

Commissioners should require access to all complaints information as and when complaints are made, and 
should receive complaints and their outcomes on as near a real-time basis as possible. This means 
commissioners should be required by the NHS England to undertake the support and oversight role of 
General Practitioners (GPs) in this area, and be given the resources to do so. 

Francis 2 
Clywd/Hart 
Berwick 
Keogh 

CCG benchmark position             

An agreed complaints process is operational and managed by North of England Commissioning Support 
service (NECS) on behalf of the CCG. Primary Care complaints managed by Area Team. The CCG receives 
notifications of all complaints relating to its patients as soon as they are recorded. 

  

CCG actions required Who When  Progress Status   
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1. N/A DC Apr-13 Covered under  item 133 
Complete 

120.1 

  

Recommendation 123 - Responsibility for monitoring delivery of standards and quality 
  Reports covered  

GPs need to undertake a monitoring role on behalf of their patients who receive acute hospital and other 
specialist services. They should be an independent, professionally qualified check on the quality of service, 
in particular in relation to an assessment of outcomes. They need to have internal systems enabling them to 
be aware of patterns of concern, so that they do not merely treat each case on Its individual merits. They 
have a responsibility to all of their patients to keep themselves informed of the standard of service available 
at various providers in order to make patients’ choice reality. A GP’s duty to a patient does not end on 
referral to hospital, but is a continuing relationship. They will need to take this continuing partnership with 
their patients seriously if they are to be successful commissioners. 

Francis 2 

CCG benchmark position             

The contractual monthly Quality Review Group meeting monitors Key Performance Indicators (KPIs) and 
Commissioning for Quality and Innovation (CQUIN) schemes within the contract and is a forum for raising 
other quality issues, as raised by GPs. The CCG’s Performance And Contracting Committee, Quality, Safety 
and Risk Committee and Governing Body have on-going oversight of quality and performance issues and 
how these are being addressed through contract management mechanisms and clinical engagement. 
Datix is rolled out to all practices but use is variable. 
There is not a standard for communication to patients and other clinicians re issues.  
Often a GPs duty does end when a patient is admitted.  This is variable.  
Choice is not always informed.  
No standard process from CCG perspective to cascade info down to practices.  

  

CCG actions required Who When  Progress Status   

1.Explore strengthening use of Datix to 
capture concerns and other soft intelligence 
to feed into QRGs. 

SG,  
DC 

Feb-14 1. Work ongoing with GP 
practices and other providers 
to improve use of Datix and 
improve the response times to 
give feedback. Issue with the 
ownership of the licence 

123.1 
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delayed progress therefore 
target date revised to Feb 14 

2.Create a consistent reporting and 
monitoring approach to quality for the major 
providers for Sunderland. 

SG, 
SW 

Complete 2. Datix already in use by main 
providers. 

123.2   

3.Clarify and communicate mechanisms and 
channels for ensuring Local Authority (LA) 
monitoring and feedback, for example, care 
homes. 

DL, 
JF 

Complete 3. Clinical Quality officer for 
care homes now in post. 
Action plan to be developed. 
Information sharing meetings 
held with the Local Authority 
and the Care Quality 
Commission (CQC) six weekly, 
to discuss issues within the 
care homes  

123.3   

4.Raise awareness of this and all other 
recommendations with all CCG GPs. 

AF, IP Complete 4.To be done through TITO 
and locality meetings be 
feeding back on a regular 
basis. 

123.4   

5.Need to make information easily available 
to GPs on Sunderland Portal using GP data 
and other intelligence.  Refresh SCCG 
Informatics Strategy. 

SW, 
DC 

Mar-14 5.Information to be uploaded 
on portal from 08/13, 
replacement portal for 
Sunderland GP’s and CCG to 
be in place by March 14.  

123.5   

6.Practices to implement systems of 
communication.  

GM  Complete 6.Practice manager network 
established. 

123.6   

7.Use information from Datix to, identifying 
themes and feedback information through 
Quality Review Groups (QRGs). 

SG 
DC 

Jun-14 7.Information already fed into 
QRGs. Needs to be 
strngthened for PrimaryCcare 

123.7   
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Recommendation 124 - Duty to require and monitor delivery of fundamental standards 
  Reports covered  

The commissioner is entitled to and should, wherever it is possible to do so, apply a fundamental safety and 
quality standard in respect of each item of service it is commissioning. In relation to each such standard, it 
should agree a method of measuring compliance and redress for noncompliance. 
Commissioners should consider whether it would incentivise compliance by requiring redress for individual 
patients who have received substandard service to be offered by the provider. These must be consistent with 
fundamental standards enforceable by the Care Quality Commission.(CQC) 

Francis 2 

CCG benchmark position             

Provider organisations are required to be registered and compliant with CQC minimum standards. 
Contracts include schedules of quality and performance standards, information requirements and CQUIN 
schemes (where standards are often higher than CQC minimum standards). CQUIN schemes, in particular, 
provide an incentive for providers to improve quality.  National contract provided redress for patients in 
certain circumstances.  Contracts have high level quality standards which cover every service 
commissioned. We have specs but not granular to deliver.  

  

CCG actions required Who When  Progress Status   

1.Understand CQC standards and ensure 
providers are compliant with these through 
QRG. Include ability to monitor compliance 
through contracting by sharing minutes and 
including a section in the minutes to highlight 
key risks. Needs to include assurance that 
cost reduction programmes have had quality 
assessments completed. 

SG, 
SW, 
IH 

Complete 1.QRG well established. Need 
to start recording key risk 
summary from each meeting 
so easily identifiable - in place. 

124.1   

2.Provider organisations to develop a system 
to gather regular patient feedback from 
patients i.e.  via tel call following discharge.  
Governed by CCGs.    

SG, 
JW 

Complete 2. This will be incorporated as 
part of patient engagement 
strategy. 

124.2   
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3.Include data from staff survey, sickness 
absence rates, staffing ratios, staff turnover 
rates, % staff who have an appraisal and 
Personal Development Plans in place, and 
uptake of statutory/mandatory training - 
workforce metrics  in feedback mechanisms  
re quality of care – via QRG. 

SG  
Complete 

3.Some information requested 
via QRG - To be fed in as 
survey results become 
available. 

124.3   

4.Request and monitor  Francis action plans 
of each provider through QRGs. 

SG Complete 5.To be monitored through 
QRGs which are already 
established 

124.4   

              

Recommendation 125 - Responsibility for requiring and monitoring delivery of enhanced standards 
Reports covered  

In addition to their duties with regard to the fundamental standards, commissioners should be enabled to 
promote improvement by requiring compliance with enhanced standards or development towards higher 
standards.  
They can incentivise such improvements either financially or by other means designed to enhance the 
reputation and standing of clinicians and the organisations for which they work. 

Francis 2 
Keogh 
Berwick 

CCG benchmark position             

Provider organisations are required to be registered and compliant with CQC minimum standards. 
Contracts include schedules of quality and performance, information requirements, CQUIN schemes which 
are all reviewed and re-negotiated on an annual basis. Peer review processes are used as a mechanism to 
drive improvements in standards e.g. Safeguarding Peer Review, Cancer Peer Review. 
CQUIN in place but could be strengthened. 

  

CCG actions required Who When  Progress Status   

1.Ensure CQUIN targets are appropriately 
set to drive improvement in patient 
experience and clinical outcomes. In line with 
Keogh and Berwick report recommendations 
on the skill mix and workforce, consider 
inclusion of workforce development in next 
CQUIN scheme. 

SG, 
CL 

Complete 1.Workforce data now being 
requested through QRG. To be 
considered for in CQUIN for 
2014/15. 

125.1 

  



    

Page 9 of 32 

 

2. Create premium incentives to reward 
higher standards of openness and promote 
further improvements.  
Agree process for implementation. 

SW, 
IH 

Mar-14 2. Work ongoing to develop 
additional incentive/reward 
schemes.  Initial conversations 
to be held with Providers post 
8th October Executive.  
Implementation 2014/15 
contract. 

125.2   

Recommendation 126 - Preserving corporate memory 
      Reports covered  

NHS England and  local commissioners should develop and oversee a code of practice for managing 
organisational transitions, to ensure the information conveyed is both candid and comprehensive. This code 
should cover both transitions between commissioners, for example as new clinical commissioning groups are 
formed, and guidance for commissioners on what they should expect to see in any organisational transitions 
amongst their providers. 

Francis 2 

CCG benchmark position             

Adherence to the National Quality Board’s guidance on Maintaining Quality during the transition. 
Quality Handover Document provided by the SOTW PCT Cluster on establishment of the CCG and received 
formally April 2013. 

  

CCG actions required Who When  Progress Status   

1.Improve document of knowledge 
management in CCG.  

DG Complete Handover document shared to 
preserve and transfer 
information to CCG. 

126.1   

2.Improved documentation and procedure 
notes at an operational level.  

DG Complete Handover document shared to 
preserve and transfer 
information to CCG. 

126.2   

              

Recommendation 127 - Resources for scrutiny 
      Reports covered  

NHS England and local commissioners must be provided with the infrastructure and the support necessary 
to enable a proper scrutiny of its providers’ services, based on sound commissioning contracts, while 
ensuring providers remain responsible and accountable for the services they provide.   

Francis 2 
Berwick 
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CCG benchmark position             

Quality management function provided within the CCG’s overall running cost allowance. Contract 
management, performance, BI, Meds Management Team, Quality and Safety team in place – finite 
resources. Contract Team in place and Provider Management group in place with both clinical and Quality 
input.  Some support provided from NECS. 

  

CCG actions required Who When  Progress Status   

1. Engage in peer review of services  SG, 
SW 

01/04/14 1.To be negotiated through 
QRG - Commissioner Quality 
Walkarounds to be 
implemented Q4, therefore 
target revised to March 14. 
CCG to join City Hospitals 
Sunderland's (CHS) Exec 
Assurance visits to avoid 
duplication.  To plan in Spire 
Hospital. 

127.1 

  

2. Ensure Provider Management group is 
more robust. Outcomes to be reported to 
Quality Review Group.  

SW Dec-14 2.Developing reporting 
mechanisms such that CCG 
can produce Provider based 
reports harnessing all data to 
provide an holistic picture of 
each Provider.  Utilise latest 
Business Intelligence 
Reporting Tool (BIRT) to 
implement this – Dec/Jan 
2014Ensure “report out” by 
Provider at the PMG covers 
quality and safety as well as 
other contract aspects – 
Sept’14 

127.2   

3. Understand exactly what support is 
provided by NECS. 

SG 01/10/13 
Complete 

3. NECS now providing 
support for serious incident 
reports 

127.3   
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4.Understand and engage in Quality 
Surveillance Group and risk summits to 
share intelligence and performance and 
quality issues. 

AF, 
GS 

Complete 4. Complete 127.4   

5.Robust contracts - performance 
management.  

SW, 
IH 

Complete 5. Monitored via provider 
management groups, contract 
meetings and quality review 
groups. Process established  

127.5   

Recommendation 128 - Expert support 
        Reports covered  

Commissioners must have access to the wide range of experience and resources necessary to undertake a 
highly complex and technical task, including specialist clinical advice and procurement expertise. When 
groups are too small to acquire such support, they should collaborate with others to do so. 

Francis 2 
Keogh 

CCG benchmark position             

Management support provided through combination of CCG employed staff and contract with NE 
Commissioning Support. Ability to procure additional specialist professional support is available, if required 
for specific purposes. Ability to share expertise with other CCGs, the Local Authority and the Area Team. 

  

CCG actions required Who When  Progress Status   

1.Process for quality assuring 
clinical/procurement/non clinical expertise – 
QRGs and QSG 

GS, 
DG, 
AF 

Complete   128.1   

              

Recommendation 129 - Ensuring assessment and enforcement of fundamental standards through 
contracts 

Reports covered  

In selecting indicators and means of measuring compliance, the principal focus of commissioners should be 
on what is reasonably necessary to safeguard patients and to ensure that at least fundamental safety and 
quality standards are maintained. This requires close engagement with patients, past, present and potential, 
to ensure that their expectations and concerns are addressed. 

Francis 
2BerwickKeoghClwyd/Hart 

CCG benchmark position             
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The monthly contract Clinical Quality Review Group monitors quality KPIs and CQUIN schemes and is a 
forum for raising other quality issues. 
The CCG’s patient engagement processes help capture, on an ongoing basis, the expectation and concerns 
of patients past, present and potential. 
Complaints information is fed into QRG processes as well into Quality, Safety and Risk Committee to ensure 
an oversight of complaints themes and actions being undertaken to address areas of poorer performance. 
Contract management – use of contractual levers. Risk Thermometer. 

  

CCG actions required Who When  Progress Status   

1. Confirm the system to enable GPs to raise 
patient related issues.  

SG Mar-14 1.Monitored through action 
123.1 

129.1 
  

2.Ensure the patient voice is appropriately 
considered at all CCG committee meetings 
and appropriately affects CCG quality related 
activities (e.g. standard setting, CQUIN 
development, Quality, Innovation Productivity 
and Prevention (QIPP) development).  

AF, 
SG 

Complete 2. Governing Body already 
held in public with an 
opportunity for questions. Also 
to be incorporated into patient 
involvement strategy. 
Processes established. 

129.2   

3.Providers required to give patient survey 
(designed by CCG specific to service) for 
return to commissioners.   

SW, 
JW, 
IH 

Apr-14 3. SW/JW to work to develop a 
process of patient satisfaction 
surveys across Providers.  
Initial meeting Oct’13, 
Implementation Apr’14 (pilot 
Q4 13/14)  

129.3   

4.Review and agree how safeguarding  
information is appropriately brought into 
contractual management processes across 
Health and Social Care. 

SW, 
DL, IH 

Complete 4.National safeguarding 
standards already built into 
contracts. Local safeguarding 
standards for commissioning 
have also been developed for 
all future contracts. This 
includes an assessment 
framework for providers which 
can be used to monitor 
achievement of standards 

129.4   
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5.Ensure resource is in place to proactively 
monitor and report quality of care in care 
homes. 

SG, 
JF 

Complete 5. Audit plan is in place to 
carry out Clinical Quality 
Assessment audits within the 
nursing homes proactively and 
reactively.  All results of the 
audits are communicated to 
the CQC and the Local 
Authority at the information 
sharing meetings and separate 
strategy meetings where 
appropriate. Resource in 
place.  Audit plan developed. 

129.5   

              

Recommendation 130 - Relative position of commissioner and provider 
    Reports covered  

Commissioners – not providers – should decide what they want to be provided. They need to take into 
account what can be provided, and for that purpose will have to consult clinicians both from potential 
providers and elsewhere, and to be willing to receive proposals, but in the end it is the commissioner whose 
decision must prevail. 

Francis 2 

CCG benchmark position             

Providers proposing services. CCG Commissioning services.   

CCG actions required Who When  Progress Status   
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1.Deliver the clear commissioning framework 
- plan on a page and monitor progress  
through programme boards and the 
executive committee. 

DB Complete 1. The current plan is already 
in place and monitoring is 
ongoing throughout the year. 
Monthly progress reports are 
provided to the Executive 
Committee and shared with 
management and clinical 
leads.  The progress report 
align both the performance 
rating against national and 
local CCG performance targets 
and the transformational 
changes linked to the agreed 
CCG areas for health 
improvement this year. Each 
programme board is expected 
to review the programmes of 
work and linked performance 
targets in more detail and 
refine actions as required. 
Programme boards are all in 
place except for Planned care 
and prevention which is due 
Oct 13 -the first meeting is 
30th October and will focus on 
a full review of each 
programmes scope and 
progress. The operational plan 
for 14/15 will be developed by 
March 14 and a number of 
engagement sessions have 
been held with the Executive; 
Locality teams and Practices, 

130.1 
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the public and the advisory 
Provider Forum of the Health & 
Wellbeing Board (HWBB).  A 
process has been agreed for 
concluding the Plan with the 
Executive Committee and the 
Governing Body.  Built into 
planning process. 
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2.Use robust processes for scoping service 
needs involving all stakeholder.  This is 
achieved through partnership with local 
organisations through the Joint Strategic 
Needs Assessment. This agenda will be 
progressed with the local Health & Wellbeing 
Boards. 

IH Complete 2.Programme Management 
Office (PMO) in place.   

130.2   

3.Implement process for providers to 
propose outcomes (Gateway document). 

LC Complete 3.Gateway tool developed for 
provider proposals and will be 
launched as part of planning 
process for 14/15 - now 
launched 

130.3   

  CN Mar-14 4.Starting engagement on 
priorities for 14/15 and 
revisiting 5 strategic objectives:  
Practices via Annual General 
Meeting in Sept. Public via 
Local Engagement Board 
(LEB)  in Sept. Providers at 
HWBB provider Forum in 
October. Locality development 
underway with Practices to 
gain further understanding of 
GP Commissioning Lead role   

130.4   

              

Recommendation 131 - Development of alternative sources of provision. 
Reports covered  

Commissioners need, wherever possible, to identify and make available alternative sources of provision. 
This may mean that commissioning has to be undertaken on behalf of consortia of commissioning groups to 
provide the negotiating weight necessary to achieve a negotiating balance of power with providers. 

Francis 2 

CCG benchmark position             

Discussed at Quality Surveillance Group (QSG) and CCG Chief Officers forum.   



    

Page 17 of 32 

 

CCG actions required Who When  Progress Status   

1.Utilise discussions at Quality Surveillance 
Group in local planning at CCG and co 
commissioner level. 

AF, 
GS 

Complete    131.1 

  
2.Oversight of bigger picture – attendance at 
groups where federated model is used to 
achieve economies of scale. 

DG Complete    131.2   

Recommendation 132 - Monitoring tools 
Reports covered  

Commissioners must have the capacity to monitor the performance of every commissioning contract on a 
continuing basis during the contract period: Such monitoring may include requiring quality information 
generated by the provider. Commissioners must also have the capacity to undertake their own (or 
independent) audits, inspections, and investigations. These should, where appropriate, include investigation 
of individual cases and reviews of groups ofcases. The possession of accurate, relevant, and useable 
information from which the safety and quality of a service can be ascertained is the vital key to effective 
commissioning, as it is to effective regulation. Monitoring work needs to embrace both compliance with the 
fundamental standards and with any enhanced standards adopted,  In the case of the latter, they will be the 
only source of monitoring, leaving the healthcare regulator to focus on fundamental standards. 

Francis 2BerwickKeogh 

CCG benchmark position             

Monthly contract Quality Review Group monitors performance/quality KPIs and CQUIN schemes and is a 
forum for raising other quality issues, utilising up to date quality and performance information. Quality and 
patient safety team approved audits/reviews are programmed each year. The ability to undertake announced 
and unannounced visits is available through the contract.  

  

CCG actions required Who When  Progress Status   
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1.Work jointly with providers to improve 
data quality and ensure checks for accuracy. 

SG, 
SW, 
IH 

Complete 1. Routine monthly meetings 
with CHS around Information 
and Data Quality and action 
plan in place.  Working with 
SG to ensure contracts have 
key information requirements 
are in place in 14/15 and any 
developments needed will be 
included within the Data 
Quality and Improvement Plan 
which will have consequences 
of breach for failure to deliver.  
(Processes established) 

132.1 

  

2.Undertake a systematic review of data 
reporting via monthly pre meets with DC, 
SW, SG, AF, MT 

SW, 
SG 

Mar-14 2.Initial meeting between MT 
and SG to understand quality 
requirements needed within 
Contract and potential to 
develop a quality framework 
for every contract.  Anticipate 
that 14/15 contract will have 
key contractual requirements 
to allow the CCG to report 
effectively across providers 

132.2   

3.Provide information on audit and review 
reports into CCG committees on an on-going 
basis to ensure adequate oversight by CCG 
Governing Body members. 

SW, 
SG, IH 

Jun-14 3.BIRT 360 now purchased 
which will allow creation of 
dashboards at Provider level.  
Liaising with NECS around the 
install timescales with planned 
roll out 14/15.  Working with  
Provider Management Team 
and Data Team at NECS to 
ensure contracts have 
standard format information 

132.3   
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flows 

4.Develop and agree the programme of 
unannounced visits. 

SW, 
SG, IH 

Mar-14 4.Confirmed that contract 
permits “authorised person” to 
undertake unannounced visits 
(General Conditions, Section 
15, Para 15.2). Discussions 
underway with CHS to agree, 
target revised. CCG to join 
CHS's Exec Assurance visits 
to avoid duplication.  To plan in 
Spire Hospital 

132.4   

5.All providers’ data in the same format to 
allow for comparison. 

SW Mar-14 5.BIRT 360 now purchased 
which will allow creation of 
dashboards at Provider level.  
Liaising with NECS around the 
install timescales with planned 
roll out 14/15 

132.5   

              

Recommendation 133 - Role of Commissioners in complaints 
Reports covered  

Commissioners should be entitled to intervene in the management of an individual complaint on behalf of the 
patient where it appears to them it is not being dealt with satisfactorily, while respecting the principle that it is 
the provider who has primary responsibility to process and respond to complaints about its services. 

Francis 2 
Clywd/Hart 
Keogh 
Berwick 
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CCG benchmark position             

Existing CCG Complaints policy allows patients to seek support from commissioners in respect of their 
complaint about providers. 
Lack of clarity about the PALS process if patients are unhappy with the response to their complaint. 
Routes of communication with people who may have information e.g. CQC, Healthwatch, PALS.  

  

CCG actions required Who When  Progress Status   

1.Analyse complaint trends, outcomes and 
lessons learned. 

DC Complete 1.Done through QSRC and 
QRGs. 

133.1 

  

2.Review process for patients who are 
unhappy with responses to complaints and 
current Service Level Agreement (SLA) 

DC Complete 2.Process now established 
with NECS in line with current 
complaint guidelines.  This 
also captures the primary care 
element for NHS England. . 

133.2   

3.Monitor the number of complaints against 
providers where the CCG has been asked to 
support the complainant. 

DC Complete 3.Done through QRG. 133.3   

4.Link with Healthwatch for additional 
information. 

JW Complete Relationships with 
HealthWatch Sunderland 
established. 

133.4   

5. Clarify role of NHS England in complaints 
process. 

DC Complete 5.Role of NHS England in 
relation to independent 
contractors now clarified.  
National Customer Contact 
Centre established and local 
process established with 
NECS for the CCG.  NECS are 
also supporting NHS England 
with complaints as well 

133.5   

Recommendation 134 - Role of commissioners in provision of support for complainants 
Reports covered  
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Consideration should be given to whether commissioners should be given responsibility for commissioning 
patients’ advocates and support services for complaints against providers. 

Francis 2 
Clwyd/Hart 

CCG benchmark position             

Healthwatch/Patient Advice and Liaison Service (PALS) provides support for complainants currently in place. 
LA Commission advisory – specialist v generic.  

  

CCG actions required Who When  Progress Status   

1.Clarify future provision and whether PALS 
will continue.  

SG, 
DC, 
JW 

Complete 1.SLA with South Tyneside 
Foundation Trust (STFT) 
extended 03/14.  

134.1 

  

2.Further work to be done with Healthwatch 
to clarify role and boundaries in this context. 

DC Complete 2.Work has taken place to 
identify the roles and 
responsibilities of Healthwatch, 
the CCG and STFT (PALS) in 
relation to the signposting 
element.  All  3 organisations 
have worked together to 
develop a flowchart to support 
this and it is now place. 

134.2   

              

Recommendation 135 - Public accountability of commissioners and public engagement 
Reports covered  

Commissioners should be accountable to their public for the scope and quality of services they commission.  
Acting on behalf of the public requires their full involvement and engagement: 
There should be a membership system whereby eligible members of the public can be involved in and 
contribute to the work of the commissioners. 
There should be lay members of the commissioner’s board. Commissioners should create and consult with 
patient forums and local representative groups.  Individual members of the public (whether or not members) 
must have access to a consultative process so their views can be taken into account. There should be 
regular surveys of patients and the public more generally. Decision-making processes should be transparent: 
decision making bodies should hold public meetings. Commissioners need to create and maintain a 
recognisable identity which becomes a familiar point of reference for the community. 

Francis 2 
Clwyd/Hart 
Keogh 
Berwick 
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CCG benchmark position             

Patient Engagement Strategy in development. Lay Member with specific responsibility for patient 
engagement on the Governing Body Regular national surveys to the public and patients. Governing Body 
meetings are held in public. Links to Healthwatch  Consultation with patients and public groups takes place, 
but needs to happen in accordance with strategy when completed. Doing consultation well but not 
engagement – needs to happen in accordance with strategy when completed.  Need to avoid duplication and 
collaborate with all health and social care community. Governing Body open to public 

  

CCG actions required Who When  Progress Status   

1.Patient engagement strategy to be 
developed and signed off.  

SG, 
JW 

Apr-14 1.High level strategy going to 
Governing Body in December. 
Acknowledged that further 
engagement needs to happen 
with public - event planned for 
early 2014. As a result 
completion date revised to 
April 2014. 

135.1   

2.Need to engage public with NHS Call to 
Action. 

DG, 
AF 

Complete 2.Joint session planned with 
local authority for Sept 13. 
Working group established - 
first event held and plans in 
place for future events. Will 
also link to public engagement 
strategy in section 135.1 

135.2   

3.Adopt and roll out my NHS as patient and 
public engagement system. 

SG Complete 3.Agreed in principle and roll 
out being planned. Linked via 
engagement strategy. 

135.3   

              

Recommendation 136 -  
Reports covered  
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Commissioners need to be recognisable public bodies, visibly acting on behalf of the public they serve and 
with a sufficient infrastructure of technical support. 
Effective local commissioning can only work with effective local monitoring, and that cannot be done without 
knowledgeable and skilled local personnel engaging with an informed public. 

Francis 2 
Keogh 
Berwick 

CCG benchmark position             

CCG’s established as statutory bodies on 1st April 2013. Some technical support provided through NE 
Commissioning Support as well as SCCG infrastructure.  
Significant engagement of member practices through Time In Time Out (TITO) events and public/patients 
through membership organisation. Involvement through patient engagement strategy. The Communications 
and Engagement Steering group meets monthly. 

  

CCG actions required Who When  Progress Status   

1.Monitor effectiveness of support from 
NECs -  for on-going review. 

DC  Complete 1 Communications (Comms)- 
.robust mechanisms in place to 
monitor NECS performance 
(regular 
meetings/communications with 
the NECS Service Line lead 
etc) and also provide feedback 
as part of the CCG 
performance monitoring 
process we have established. 
Engagement element being 
picked up through actions in 
section 135. Regular 
monitoring process 
established. 

136.1   

2.Evaluate effectiveness of TITOs and 
engagement strategies and update as 
necessary to maximise effectiveness and 
engagement. 

CN Complete 2.Ongoing. Evaluation of TITO 
events undertaken.  TITO 
Steering Group established.  

136.2   

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

SG      
JW 

Through-
out 14/15 

3.Strategy in development - 
see section 135.1 

136.3   
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4. Need to incorporate NHS Call to Action 
into existing forums. 

SG,  
JW 

Complete 4.Monitor through 135.1 and 
135.2 

136.4   

5.Update and develop website to make more 
interactive and so improve communication 
and ability of patients to engage online via 
site. 

DC, 
JW 

Feb 14 
(delayed) 

5.Work in progress - external 
company (Guerrilla) appointed 
by NECS Comms team to 
developed the CCG website.  
New web frames agreed and 
demo site to be presented to 
the Comms & Engagement 
Steering Group on 22/11/13.  
Planned go live date of mid 
January 2014 on target. User 
testing being undertaken. 

136.5   

              

Recommendation 137 - Interventions and sanctions for  substandard or unsafe services 
Reports covered  

Commissioners should have powers of intervention where substandard or unsafe services are being 
provided, including requiring the substitution of staff or other measures necessary to protect patients from the 
risk of harm. 
In the provision of the commissioned services, such powers should be aligned with similar powers of the 
regulators so that both commissioners and regulators can act jointly, but with the proviso that either can act 
alone if the other declines to do so. The powers should include the ability to order a provider to stop provision 
of a service.  

Francis 2 
Berwick 
Keogh 

CCG benchmark position             

QSRC governance arrangements: QSG, Provider QRG’s, Strategic Safeguarding group , Health Care 
Acquired Improvement (HCAI) Group. 
Good practice – regular meetings between CQC and HealthWatch. Robust joint commissioning process in 
place. If any substandard or unsafe care is identified the national Quality Board/Keogh framework i.e.: Risk 
Review, Risk Summit would be implemented. 

  

CCG actions required Who When  Progress Status 
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1.Strengthen gathering of ‘soft intelligence’ 
through Datix and maximise patient 
experience information by clearly articulating 
our Patient & Public  Engagement strategy.  

SG,   
JW 

Through-
out 14/15 

1. Work ongoing with GP 
practices and other providers 
to improve use of Datix and 
improve the response times to 
give feedback. Issue with the 
ownership of the licence 
delayed progress therefore 
target date revised to Feb 14 

137.1 

  

2.Explore possibility of using a professionals 
Friends and Family Test  (FFT) 

SG,   
SW 

Through-
out 14/15 

2.To be explored. Part of FFT 
roll out 

137.2   

3.Develop Memorandum of understanding 
MOU re unannounced visits 

SG,    
CL   

Mar-14 3.Followed up through to 132.4 
MOU to be developed with 
Spire Hospital, therefore rating 
changed back to Amber 

137.3   

4.Plan of joint proactive quality monitoring 
visits into care homes 

DL,  
JF 

Complete 4.New member of team in post 
September 13. Proactive and 
reactive action plan in place to 
carry out clinical quality 
assessment audits within the 
nursing homes in Sunderland  

137.4   

5. Understand and engage in Quality 
Surveillance Group and Risk Summits to 
share intelligence and performance and 
quality issues, or unsafe services 

AF Complete 5. Actively engaging. 
Regular attendance by CCG 
Directors at QSG 

137.5   

Recommendation 138 - Local Scrutiny 
Reports covered  

Commissioners should have contingency plans with regard to the protection of patients from harm, where it 
is found that they are at risk from substandard or unsafe services. 

Francis 2 

CCG benchmark position             
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Joint arrangements in place to review identified risks within care home settings – LA/Health/CQC. Support 
statutory multiagency arrangements to manage individual staff members who may pose a risk to patients – 
Multi-Agency Public Protection Arrangemments (MAPPA) / Multi-Agency Risk Assessment Conferences 
(MARAC) / Local Authority Designated Officer (LADO.) 

  

CCG actions required Who When  Progress Status   

1.Utilisation of joint mechanisms with Local 
Authority for care home sector and reports 
from the integrated quality monitoring 
reviewed at the QSRC and escalated if 
necessary with NHSE and regulators to 
discuss and agree contingency. 

SG,  
DL 

Complete 1.Safeguarding Team continue 
to attend LA/CQC meetings to 
support decision making re 
premises – in place. Process 
established. 

138.1 

  

2.Utilisation of Quality Surveillance Group 
and QRG mechanisms for NHS and 
Independent Sector hospitals at QSRC and 
escalated if necessary with regulators to 
discuss with NHSE and agree contingency. 

SG,   
DL 

Complete 2.Patient Safety and 
Safeguarding added to the 
agenda of QRG. Designated 
Safeguarding Networks report 
into QSG. 

138.2   

3.Monitor multi-agency arrangements within 
Foundation Trusts (FT) to ensure statutory 
responsibilities are met. 

DL,   
AF 

Complete  3.Dashboards developed – 
early stages. Linked with NECs 
re how this information can be 
producedStrategic 
Safeguarding Committee 
established (SCCG & South 
Tyneside CCG (STCCG) June 
2013. 

138.3   

4.Monitor transition arrangements within the 
LA to a “Peoples Directorate” to ensure no 
reduction in capacity to safeguard vulnerable 
patients 

DL,  
AF 

Complete Added to CCG RR. 138.4   

Performance management and strategic oversight   

Recommendation 139 - The need to put patients first at all times Reports covered  
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The first priority for any organisation charged with responsibility for performance management of a 
healthcare provider should be ensuring that fundamental patient safety and quality standards are being met. 
Such an organisation must require convincing evidence to be available before accepting that such standards 
are being complied with. 

Francis 2 
Berwick 
Keogh 
Clwyd/Hart 

CCG benchmark position             

Provider organisations are required to be registered and compliant with CQC minimum standards. 
 
Monitored through QRG etc. as previously mentioned in section 123. 

  

CCG actions required Who When  Progress Status   

1.Regular meetings to be established with 
CQC to share intelligence and evidence 
around provider delivery of care. 

AF Complete Complete 139.1   

2.Work with providers so that information 
shared with provider trust boards can also  
be shared with CCG. 

DG, 
Gste 
AF 

Complete 2.Information from boards 
starting to come to QRG. 

139.2   

Recommendation 140 - Performance Managers working constructively with regulators Reports covered  

Where concerns are raised that such standards are not being complied with, a performance management 
organisation should share, wherever possible, all relevant information with the relevant regulator, including 
information about its judgement as to the safety of patients of the healthcare provider. 

Francis 2 
Berwick 
Keogh 

CCG benchmark position             

Regular meetings to share intelligence and reduce duplication (All CCGs, Local Authority and CQC). Quality 
Surveillance Group (QSG) meetings (monthly).Integrated performance report. 

  

CCG actions required Who When  Progress Status   

1.Arrangements to meet with CQC  to 
receive appropriate information in advance.  

AF Complete See reports and timescales re 
BIRT 360+ “Proof of concept” – 
Dec’13. (see actions section 
132) 

140.1   
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2.Feedback from QSG into QSRC 
AF Complete Complete 140.2   

3.Reduce number of reports, reshape with 
integrated data. Review of all reports to be 
completed and Cycle of Business for QSRC 
updated. 

SW,   
SG 

Complete 3.As for item 140.1 - see 
section 132 re BIRT.   Part of 
CCG Assurance report. 

140.3   

4.Need to agree dashboard at board.  
Agree how often and review all evidence and 
indicators To agree format of presentation. 

SG,   
SW 

Complete 4. As for item 140.1 - see 
section 132 re BIRT. Part of 
CCG Assurance report. 

140.4   

Recommendation 141 - Taking responsibility for quality Reports covered  

Any differences of judgement as to immediate safety concerns between a performance manager and a 
regulator should be discussed between them and resolved where possible, but each should recognise its 
retained individual responsibility to take whatever action within its power is necessary in the interests of 
patient safety. 

Francis 2 
Berwick 
Keogh 

CCG benchmark position             

Have some data but not all analysis.   

CCG actions required Who When  Progress Status   

1.Need to understand what NECS/ North 
East Quality Observatory (NEQOS) providing 

SW   
SG 

Complete 1. Confirmed that NECS is 
covering most of what NEQOS 
previously offered, but 
provision is set aside if we 
wish to commission additional 
services from NEQOS. 

141.1   

2.Need to identify someone to interpret 
metrics (NEQOS)  

AF,  
SG 

Complete 2. Picked up as part of 
reporting and evaluation of 
data. 

141.2   
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3.Obtain assurance on monitoring of practice 
standards (provider)  - via QRG’s by 
ensuring clinical governance reports are 
shared by all providers. 

SW   
SG 

Complete 3. Already in place where 
Sunderland is the lead CCG. 
Work ongoing with NECS to 
establish process where we 
are an associate CCG as 
opposed to the lead. 
Timescale revised to Jan 2014 

141.3   

4.Need to identify how to measure high 
risk/low volume outcomes (assurance)  

SW,  
SG 

Complete 4. Consultant level surgical 
outcomes and number of 
procedures performed now 
received via QRG. 

141.4   

Recommendation 142 - Clear lines of responsibility supported by good information flows Reports covered  

For an organisation to be effective in performance management, there must exist unambiguous lines of 
referral and information flows, so that the performance manager is not in ignorance of the reality. 

Francis 2 
Berwick 
Keogh 

CCG benchmark position             

Information schedule in contract outlines data flows required and data quality requirements. Performance 
reports to CCG committees detail robust and timely data. There are concerns about how much info/type 
available on community services from STFT.  

  

CCG actions required Who When  Progress Status   

1.Review of data provision from main 
providers on an on-going basis with 
negotiation of improvements (in line with 
contract  requirements), if/as required. 

SW, 
SG,  
IH  

Complete 1. All work in hand, conducted 
as part of the routine Data 
Quality Meeting we have with 
Provider.  Need to get further 
assurance regarding 
“Associates” via NECS – 
Sept/Oct,13  

142.1   

2.Get timely access to community services 
information and validate quality of 
information. 

SW,  
SG 

Sep 13 
and Mar-

14 

2. Minutes and quality reports 
now received via QRG. 

142.2   
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3.QA of data submitted through provider 
reports against national system 

SW,  
SG 

Dec 13 
and Mar-

14 

3. MT to advise on process 
and timescales. 

142.3   

Recommendations 143 - Clear metrics on quality and 144 - Need for ownership of quality metrics at a 
strategic level 

Reports covered  

Metrics need to be established which are relevant to the quality of care and patient safety across the service, 
to allow norms to be established so that outliers or progression to poor performance can be identified and 
accepted as needing to be fixed. 
NHS England should  ensure the development of metrics on quality and outcomes of care for use by 
commissioners in managing the performance of providers and retain oversight of these through its regional 
offices if appropriate  

  

CCG benchmark position             

Governing Body: Quarterly Quality report. Integrated report at  QSRC including: 
Safeguarding, Nursing Homes, healthcare acquired infections incidents Serious Incidents, complaints 
Quality Review Groups with providers receive and review:  
Performance stats, some hard data regarding clinical outcomes (from national audits), hospital mortality 
data, CQUIN data, healthcare acquired infections, 
Friends and family test. 
Highlight reports from the above go to: CCG Board, CCG Executive, QS&R Committee  

  

CCG actions required Who When  Progress Status   

1.Await NHS England guidance but 
strengthen local reporting in the meantime. 
Metrics need to include standards on 
communication, whistle blowing and 
safeguarding and workforce.  
Need to ensure clear roles and 
responsibilities and review/prevent 
duplication/repetition of activity.  
Ensure coding is accurate as this is critical. 
This will be delivered by reviewing QRG 
Terms of Reference. 
Agree cycle of Business to facilitate 

SW, 
SG,  
IH 

Complete To be picked up via dedicated 
piece of work within Provider 
Management Groups across 
all CCG Departmental areas.  
Developed for 2014/15 
contract, shadow monitoring in 
13/14 – Mar’14  
 
Integrated into planning 
guidance. 
 
 

143.1   
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assurance flow from Provider Boards to QRG    
For all providers detailed 
below: 

2. City Hospitals Sunderland NHS FT 
AF, 
GS 

Complete    143.2   

3. Spire Health 
SG Feb-14 Terms of reference in draft 

format to be agreed at next 
QRG 

143.3   

4. Northumberland Tyne & Wear Mental 
Health NHS FT 

IH,  
SG 

Complete    143.4   

5. LA responsibilities and reporting re Quality 
in Care Homes 

SG,    
DL 

Complete Audit work started in care 
homes. See action 123.3 

143.5   

6. Improve contracts to include clear KPIs 
relating to patient safety and quality outcome 
measures 

SW Apr-14 Contract quality framework to 
be established during contract 
negotiation for 2014/15 (done 
in Q4 2012/13) 

143.6   

7. Need to agree mechanism to feed into 
Governing Body 

SG,   
DC 

Complete Agreed.  143.7   

       

Names of persons responsible:       

       
Ann Fox – AF       

Carol Lancaster - CL       
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Chris Macklin – CM       

Clare Nesbit – CN       

Dave Chandler - DCh       

David Gallagher – DG       

Deanna Lagun - DL       

Debbie Burnicle – DB       

Debbie Cornell - DC       

Geoff Stephenson – GS       

Ian Holliday – IH       

Ian Pattison - IP       

Janet Farline - JF       

Julie Whitehouse – JW       

Lynsey Caizley - LC       

Matt Thubron - MT       

Sue Goulding – SG       

Scott Watson – SW       
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Message from the Independent Chair, Sunderland Safeguarding Adults Board  
 
The past year has set down significant challenges for Safeguarding Adult arrangements 
in Sunderland.  Continued high volumes of referrals, the completion of Serious Case 
Reviews, and reviewing the way in which safeguarding is managed have all placed 
significant pressures on statutory and third sector partners.  All this comes at a time 
when all stakeholders are faced with challenging resource constraints which potentially 
impact on the resources available to be deployed on important issues like safeguarding. 
 
With this in mind partners have become more focused on effective and efficient ways of 
providing safeguarding services.  The new set of thresholds developed in the previous 
year have been implemented and embedded to ensure that those most in need of 
safeguarding assistance are able to access such help.  Likewise at Board level we have 
recently reviewed our manner of operation to ensure that we gain maximum impact from 
the contributions of all the partners, and recommendations from that review are being 
taken forward.  Such work is not taking place in isolation - rather we are continuing to 
work with colleagues in children’s safeguarding following on from the joining up of 3 of 
the Sub Groups where there were shared objectives – Legal, Policy & Procedures; 
Training & Workforce Development and Marketing & Communications.  These Sub 
Groups now have both Adults and Children’s representatives, and agendas cover both 
safeguarding areas.    
 
This all makes the 2013/14 Business Plan and its’ complementary document the Risk 
Register a significant tool.  These documents have clear actions with timescales and 
identified individual and/or Sub Group leads.  The implementation of these actions will 
be monitored by the Sunderland Safeguarding Adults Board.  Additionally, Serious Case 
Reviews undertaken previously and those currently underway always clearly set out the 
identified learning and improvements required from each of the partners and they then 
dictate many of the follow up issues that will need to be closely monitored and 
implemented by the Safeguarding Adults Board. 
 
Safeguarding the interests of those most vulnerable within the City of Sunderland is a 
huge responsibility.  It's a task that is taken most seriously by all those working in this 
challenging environment and I am pleased to report to you that year on year such 
arrangements are becoming more robust, comprehensive, and joined up. 
 

 

 

Colin Morris,  
Independent Chair, Sunderland Safeguarding Adults Board  
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1.  The National Picture 
 
Safeguarding Adults continues to operate within the Government guidance “No Secrets” 
published in March 2000 and the Association of Directors of Social Services (now 
ADASS) national framework of 11 Standards for good practice, which was published in 
2005. 
 
During 2012-13, important developments have taken place via the Government 
publishing its plans for the reform of adult social care.  The Care and Support White 
Paper and associated Care Bill set out plans to (amongst other things) improve 
safeguarding for vulnerable adults.  In relation to safeguarding, the draft Care and 
Support Bill places new statutory duties on local authorities, including: 
 
Establishing and convening adult safeguarding boards, with compulsory 
membership from the NHS and the police. 
 
Adult safeguarding boards are therefore to be made statutory – this is intended to 
ensure greater scrutiny of providers and early intervention in cases of poor care, in the 
wake of high profile failures to prevent abuse.  
 
In addition, where Safeguarding Adults Boards (SABs) know or suspect that serious 
abuse or neglect has contributed to the death or serious harm of an individual, and 
there is reasonable cause for concern about how SAB members or other persons with 
relevant care and support functions acted, then SABs will be required to carry out a 
safeguarding adult review. 
 
The White Paper and draft Bill has gone through a period of consultation, and final 
amendments to the Bill are currently being discussed in Parliament (October 2013).  
Enactment and subsequent implementation is expected in 2014.  
 
2. Local Developments 
 
As outlined above in the next twelve months there will be significant changes that will 
have an effect on all Safeguarding Boards, the Sunderland Safeguarding Board is 
proactive and forward thinking in its approach on understanding the changes and 
promoting the boards transformation. Through strong partnership working and 
transparency the Board is committed to have the processes and systems to ensure that 
the Boards remit and function match the requirements set out in the legislation.  
 
Through the Boards Strategic Vision and planned development the changes that need 
to be made locally will allow the board to adapt and continue to improve our 
performance; 
 

 Continue to work closely with relevant Boards e.g. Safeguarding Children Board, 
the Health and Wellbeing Board and Safer Sunderland Partnership 

 Strengthen Communication around Safeguarding 

 Take part in a Safeguarding Peer Review – March 2014 
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3.  Sunderland Safeguarding Adults:  
Board, Sub Groups and the New Centralised Delivery Model  
 
3.1 SSAB Board Structure 

 
 

A review of the Board attendance has been completed and over a 12 month period (5 
Board meetings, as September 2012 meeting was cancelled and September 2013 was 
a Development Day) the following is noted: 
 

Organisation Members Meetings 
Attended 

Meetings 
with 
Apologies 

Sunderland City 
Council 

Head of Strategic Commissioning 4 1 

 Head of Personalisation 3 2 

 Head of Safeguarding 5  

 Access to Housing Manager 5  

 Lead Policy Officer 4 1 

 Legal Services 2 3 

 Personalisation and Social Work Lead 1 4 

 Strategic Safeguarding Manager 3 2 

 TWCA Manager 5  

PCT/CCG Head of Safeguarding 5  

NTW Director or Reps 3 2 

STFT Strategic Lead: Safer Care 4 1 

CHS Executive Director of Nursing  3 2 

Gentoo Partnerships and Safeguarding Manager 5  

Age UK Sunderland Director 2 1 

Sunderland Carers 
Centre 

Chief Executive Officer 3 2 

VCA Chief Officer 2 3 

TW Fire Service Nominated Rep 5  

Northumbria Police Detective Chief Inspector 4 1 

Probation Service Director of Offender Management 3 2 

Health and 
Wellbeing Board 

Sunderland 
Safeguarding Adults 
Board (SSAB) 

Adult Partnership 
Board 

Joint 
SSCB/SSAB 
Communications 
& Marketing Sub 
Committee 

Joint 
SSCB/SSAB 
Legal, Policy & 
Procedures Sub 
Committee 

Quality 
Assurance 
Sub 
Committee 

Case 
Review Sub 
Committee 

Joint 
SSCB/SSAB 
Training & 
Workforce 
Development 
Sub Committee 
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3.2 Board & Sub Group Achievements 2012-13 
 
Key Aim 1:  Develop and deliver a shared vision for Safeguarding Adults 

 Develop a comprehensive  Communication Strategy 

 Work in partnership with SSCB to host an annual safeguarding conference 

 SSAB website to be updated to ensure it delivers the key safeguarding 
messages in a corporate manner to: 

- Practitioners and their managers in statutory & non statutory organisations 
- Carers 
- Service users 

 Current marketing/information to be reviewed and updated in line with corporate 
changes and review of the Sunderland model of working 

 
Key Aim 2:  Develop and maintain strong links with relevant partnerships 

 Work in collaboration with SSCB regarding Communication and Marketing 

 Briefing papers to be developed from learning and shared locally, regionally and 
nationally 

 Ensure the work of Board is regularly reported to relevant  strategic partnerships 

 Ensure relevant links are made to emerging clinical commissioning group post 
CCG authorisation 

 
Key Aim 3:  Promote the active involvement of service users, their carers, their 
families and their advocates 

 SSAB website to be updated to ensure it is easily accessible for service users, 
their carers, their families and their advocates 

 Service users, their carers, their families and their advocates to be offered 
opportunities to feedback about the work of SSAB and their experience of 
Safeguarding in Sunderland 

 
Key Aim 4:  Oversee and monitor operational Safeguarding Adults activity 

 Develop a programme of audit to monitor and assure SSAB in respect of 
individual agencies contribution to safeguarding activity City wide 

 Develop an overarching audit process and Audit Tool to measure compliance 
with Safeguarding Adults process/procedures 

 Produce an overarching performance report demonstrating trends and analysis 
of activities 

 Produce six monthly individual agency reports to go to CCG Exec, Trust Boards 
etc 

 
Key Aim 5:  Secure citywide consistency in safeguarding 

 Merge appropriate sub groups of SSAB with SSCB sub committees to promote 
the ‘whole family approach’, joint learning and consistent approaches 

 Review current content of Safeguarding Adults Multi-Agency Training 
Programme and propose appropriate improvements 

 Design and deliver relevant multi agency Threshold/New Safeguarding Model 
Workshops 

 Develop a one-year Implementation Plan to go with Training Strategy 

 Design and implement a data quality plan to improve timeliness of recording and 
outcome recording 
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Key Aim 6:  Secure effective operational engagement and integration/Governance 
and Board Development 

 Further explore opportunities for closer working between Children’s and Adults 
Safeguarding systems, processes and operational deployments 

 Develop and establish a formal Risk Register that is regularly monitored, 
reviewed and updated by SSAB 

 Receive relevant briefings at SSAB from Board members related to significant 
developments likely to impact on the overall effectiveness of safeguarding 
arrangements across the City. 

 Review of working arrangements (SSAB & SSCB) 
 
Key Aim 7:  Promote a learning culture around safeguarding 

 Share and disseminate lessons learned from Sunderland Serious Case Reviews 
or other review methods and benchmark learning from SCR’s in other localities 

 Implement additional agency specific recommendations endorsed by the current 
SCR Report 

 Revised SA Training programme incorporates learning from current SCR 
 
3.3 Review of Sunderland Safeguarding Adults Delivery Model  
 
Devolved Model 
During 12/13, a review of the devolved model for safeguarding adults took place, which 
identified the following limitations: 
 

 No single point of access to raise safeguarding concerns 

 Significant gaps in performance information due to the responsibility remaining 
with partner agencies 

 Lack of focus on supporting the operational functions, due to existing roles doing 
both strategic and operational work 

 Lack of consistency in the quality of the management of safeguarding cases 

 Lack of skills and experience across agencies to manage safeguarding cases 

 Managing safeguarding cases is often an add-on to someone’s role and are not 
specifically performance managed 

 Devolved model can lead to a conflict of interest where safeguarding case in 
based within an establishment and the establishment is the safeguarding 
manager. 

 Lack of independence and quality assurance in the process 

 Safeguarding reviews are rarely undertaken; and therefore cases are not 
monitored or followed up 

 
The review identified a new centralised model, which would address the limitations and 
lead to a better service for adults who required safeguarding. 
 
Centralised Model 
 
A centralised model allows a more streamlined, consistent and simplified process which 
will be reflected in procedures. Crucial to the success of the centralised model is 
documentation used and application of the thresholds by partner agencies. Principles 
which underlie the introduction of the thresholds are that    
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 The Safeguarding process is not the only way of addressing issues and concerns 
that arise or for which safeguarding measures may be required.    

 Safeguarding responses should be proportionate to the concern. 

 Safeguarding alerts and subsequent initiation of the procedures should be 
reserved for individuals potentially experiencing significant levels of harm or above. 

 
The thresholds have been in use for some time now in Sunderland but not all those who 
need to know have been made aware or accessed the training available. Explicit 
reference in the procedures combined with training will remedy this.   
 
A single referral form to replace the consideration log/report and the part A notification 
form will need to be introduced. This will need to be fully completed by partner agencies 
following application of the Threshold Matrix. For those equipped to apply the thresholds 
it will need to be indicated on the referral form the level of harm and the action taken 
including safeguarding measures.    
 
By the 28th November 2013 the updated procedures will be online. Throughout 
December it is envisaged that the model can begin to be applied. In terms of how this 
will work in practice, the suggested timeline is for internal services to transfer to the new 
process first with partner agencies transferring heading towards the end of December.  
 
Any new incident can be reported using the new referral form which will be made 
available via a link to the council website.  Any current safeguarding incidents being 
managed will continue to be managed by partner agencies to ensure consistency and 
therefore the old documentation will need to be used. This will be phased out.  
 
Any incident assessed using the Threshold Matrix as at tier 2, 3, or 4 (levels of harm – 
significant, very significant, critical) in a referral will mean that the process is managed 
by the Safeguarding and Social Care Governance Team. Partner agencies will be 
expected to contribute fully to the process, to ensure appropriate safeguarding 
measures, to support people through the process and to involve appropriate agencies in 
a timely manner e.g. police for incidents requiring this.  
 
Individual Agency Guidance in all agencies will need to be reviewed giving due 
consideration to the procedures. This is emphasised throughout the centralised 
procedures. The template to support agencies will need to be reviewed.  
 
Designated roles and responsibilities will need to be reviewed and allocated/delegated 
giving consideration to what is expected of people linked to the procedures.  
 
Training needs will need to be identified and accommodated to include Threshold Matrix 
and Guidance and roles and responsibilities linked to Alerter, Responsible Person and 
Designated Organisational Lead (appendix 1). 
 
Increased use of the Threshold Matrix by partner agencies will result in more 
consistency and enable a framework to allow agencies to manage risk and 
subsequently allow demand around referrals to be better managed.  
   
Any hard copy manuals will be outdated and will need to be destroyed to avoid any 
confusion for staff.  
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3.4 Serious Case Review 
 
Sunderland concluded its first Serious Case Review following the death of Mrs AM in 
her own home.  Mrs AM was murdered by a paid Care Worker and the SCR Terms of 
Reference covered the following: 
 

1. To consider the quality, timeliness and adequacy of the support services 
supplied to Mrs AM, including: 

 The assessment of Mrs AM’s needs 

 Provision of Direct Services to Mrs AM 

 Provision of Health Services to Mrs AM 
2.  To consider the adequacy of the standards and quality of services  providing 

homecare to Mrs AM, including: 

 Home Care Provider’s HR arrangements 

 Home Care Provider’s safeguarding arrangements 

 Home Care Provider’s financial arrangements 
3. To consider the adequacy of inspection arrangements of Care at Home, and 

whether the inspection safeguarded Mrs AM  
4. To consider the adequacy of  Commissioning arrangements 
5. To consider how information was shared and coordinated 
6. To consider security and oversight of Mrs AM’s accommodation  
7. To consider the adequacy of response to the burglary of Mrs AM’s premises 

and the Safeguarding Adults Notification in respect of Mrs AM 
8. The extent to which staff working with Mrs AM, and those responsible for 

commissioning services for Mrs AM, have knowledge of the safeguarding 
adults process and procedures and whether staff have received appropriate 
training and supervision. 

 
A multi-agency action plan was developed and by September 2013, all actions 
relating to the SCR had been implemented. 
 
As this was the first SCR undertaken, lessons from this have been built into 
overall process, in preparation for any future SCR. 
 
The Executive Summary for the Serious Case review for Mrs AM can be found at 
http://www.sunderland.gov.uk/CHttpHandler.ashx?id=13337&p=0&fsize=102kb&f
type=Summary report and recommendations of serious case review relating to 
Mrs AM.PDF  
 

 
 
 
 
 
 
 
 
 
 
 

http://www.sunderland.gov.uk/CHttpHandler.ashx?id=13337&p=0&fsize=102kb&ftype=Summary%20report%20and%20recommendations%20of%20serious%20case%20review%20relating%20to%20Mrs%20AM.PDF
http://www.sunderland.gov.uk/CHttpHandler.ashx?id=13337&p=0&fsize=102kb&ftype=Summary%20report%20and%20recommendations%20of%20serious%20case%20review%20relating%20to%20Mrs%20AM.PDF
http://www.sunderland.gov.uk/CHttpHandler.ashx?id=13337&p=0&fsize=102kb&ftype=Summary%20report%20and%20recommendations%20of%20serious%20case%20review%20relating%20to%20Mrs%20AM.PDF
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Safeguarding notifications 2012/13
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4.  Analysis of Safeguarding Adults Activity & Outcomes: April 2012 – March 2013 
 
4.1 Safeguarding Notifications 2012/13 
 
In total there have been 720 
notifications during 2012/13.  
This is a decline in the 
number of notifications 
received when compared to 
both 2010/11 and 2011/12 (833 
and 803 notifications 
respectively). It is likely that the 
decrease is largely attributable 
to the introduction of the 
threshold tool. This means that 
alerts of low concern now go to 
a ‘consideration log’ rather than 
straight to a Part A meaning 
that these cases no longer 
appear in statistics in relation to notifications, as they would have done in previous 
years.  
 
 
4.2 Number of Alerts & Referrals per 10,000 Population (2011-12 figures*) 
 
Looking at the national 
comparator data from the Abuse 
of Vulnerable Adults (AVA) return 
(*2011/12 is latest data 
available), the number of alerts 
(notifications) per 10,000 
population in Sunderland are on 
par with England (35) but slightly 
below the regional average (45). 
Nevertheless, the numbers of 
referrals (i.e. alerts going on to a 
safeguarding adult’s 
investigation) per 10,000 
population are significantly 
lower in Sunderland (5) when 
compared to the regional and national average (both 25). A referral is defined as where 
‘an alert/concern is assessed by the council to meet the local safeguarding threshold 
and a full safeguarding investigation is deemed necessary’. Therefore, even if a council 
does not record alerts, all will record ‘referrals’ meaning that, where data on alerts may 
be less comparable due to differing processes, data on referrals is comparable across 
all councils. 
 
 
 

 



FINAL VERSION 14.01.14 11 

Safeguarding notifications 2012/13-Ethnicity of victim
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4.3 Repeat Safeguarding Referrals 
 

There have been 67 
individuals who were the 
subject of more than one 
notification during 2012/13. 
The majority of people (60) 
were the subject of two 
notifications, however six 
clients had three alerts in the 
year and one had four. 
National comparator data for 
2011/12 shows that 
Sunderland’s repeat referrals 
as a percentage of all 
referrals (i.e. case that go on 
to a safeguarding adults 
investigation) are lower than the North East and England averages.  

 
 
 

4.4 Ethnicity of Victims 
 
In 2012/13 1.67% of 
notifications have related to 
people from a BME 
background however four of 
these notifications were 
repeats relating to one 
individual. Therefore 9 
notifications (1.25% of all 
notifications) related to an 
individual from a BME 
background.  
 
4.5 Gender of Victims 
 
During 2012/13 61% of 
victims were female meaning 
39% were male.  This is an 
increase in the proportion of 
victims who were women 
recorded in 2011/12 (59%) 
but on par with the proportion 
of female victims regionally 
and nationally in 2011/12.  
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Safeguarding notification 2012/13-type of abuse
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4.6 Age of Victims 
 
During 2012/13 42.5% of 
victims have been aged 18-64. 
Therefore 57.5% have been 
aged 65 or over (with those 
aged over 85 making up 26% of 
these victims). This is slightly 
higher than the proportion of 
victims aged 65 or over in 
2011/12, which was 54%.  
 
4.7 Age Grouping of Victims 
 
Comparator data for 2011/12 
shows that Sunderland had a 
slightly lower proportion of 
alerts (notifications) relating to 
people aged 65 and over when 
compared to the regional and 
national averages.  
 

 
4.8 Safeguarding 

Notifications – Categories 
of Abuse  

 
The largest category of abuse is 
physical (39%). ‘Neglect’ is the 
second largest category of 
abuse (23%). Financial abuse 
accounts for 20.4% of 
notifications.  
 
 
4.9 Referring Agencies 
 
The predominant referring 
agencies during 2012/13 are 
social care (40%), care homes 
(24%) and health (14%). 
Overall, referrals from social 
care have increased when 
compared to 2011/12 (28% of 
all referral sources in 2011/12), 
whilst referrals from care homes 
(and other independent providers) have decreased (40% in 2011/12) and health 
referrals remained the same during the same period. A reduction in referrals from care 
homes may be due to the introduction of the threshold tool meaning that low level 
concerns would go to a consideration log rather than a Part A.  
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Distribution of referral sources 2011/12
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4.10 Distribution of Referral Sources 
 
Comparing referral sources (for 
referrals going on to a safeguarding 
adult’s investigation) regionally and 
nationally, Sunderland has a 
higher proportion of referrals 
coming from the victim 
themselves, family, friends or a 
neighbour (40% compared to 
10.8% regionally and 10.9% in 
England). On the other hand, 
Health and Social Care referrals 
are much lower (35%) compared to the North East (72.1%) and England (66%).  
 
The lack of Police referrals in 2012/13 and the 2011/12 comparator data is due to a 
change in Police procedure that means that notifications are now passed to a Team 
Manager by the Safeguarding Adults Team who would then complete a Part A if 
deemed appropriate to do so.   
 
4.11 Compliance with Procedures 
 
4.11.1 Notifications in 
Timescale 
 
In quarter 4 66% of notifications 
were completed in timescale. 
This is a slight improvement on 
the preceding three quarters of 
the year. Overall in 2012/13 63% 
of notifications were completed in 
timescale.  
 

 
 
 
4.11.2 Contact Outcome 
 
During 2012/13, 327 (45%) of 
contact outcomes resulted in 
progression to a strategy 
meeting. Whilst the proportion of 
contact outcomes ‘not recorded’ 
has remained relatively low 
across the year, the last two 
months of quarter 4 saw the 
proportion rise to 31.6% and 26.2% for February and March respectively. Overall, 8.5% 
of contact outcomes have not been recorded in 2012/13.  
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4.11.3 Strategy Meetings Recorded   
 
A total of 327 notifications (45% 
of all notifications) in 2012/13 
progressed to a Strategy 
Meeting. Of these 58% were 
recorded whilst 42% were not. 
Although overall for 2012/13 the 
proportion of strategy meetings 
recorded is higher than those 
not recorded, quarter on 
quarter across the year the 
proportion of strategy meetings not recorded has increased (from 23% in quarter 
1 to 60% in quarter 4).   

 
 
4.11.4 Outcomes of Strategy Meetings 
 
Where a strategy meeting was 
recorded, 46% progressed to a 
safeguarding adults 
investigation or assessment.  
 

 
 
 
 
 
 
 
 
4.11.5 Completed Referrals 

(as a % of all Referrals 
(2011-12)) 

 
Sunderland’s completed 
referrals as percentage of all 
referrals was 80% in 2011/12. 
This is an improvement on 
2010/11 when the figure was 
67%. Sunderland’s figure for 2011/12 is now on par with the North East (79% of 
referrals completed) but both are behind the figure for England, which is 92%.  
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4.12 Deprivation of Liberty Safeguards (DoLS)  
 
Overall there have been 66 standard DOLs applications in 2012/13, of which 28 were 
authorised (42%) and 38 (58%) were not. In comparison there were 78 DOLs 
applications in 2011/12, of which 40 (51%) were authorised and 38 (49%) were not. It 
should be noted that these figures do not include where a  COP Order has been 
obtained authorising a DOL. Across the region the total number of completed 
applications in 2011/12 ranges from 158 in Durham to 23 in North Tyneside (with 
Sunderland having the second highest number of total applications behind Durham).   
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5.  Safeguarding Adults Multi Agency Training Programme Attendance 
     Performance Information April 2012 – March 2013 
 
5.1 Course Summary for 12/13 
 

Course Q4 Total for Year 

Level 1 Alerter 108 382 

Level 2 53 178 

Level 3* 40 40 

* Note that Level 3 training was only offered in quarter 4 
 
The number of individual modules completed increased slightly in quarter 4 and overall 
there were 188 such courses completed in 2012/13.   
 
By the end of 2012/13, 447 learners had completed the e-learning (mental capacity) 
course and 525 the e-learning (Safeguarding Adults) course and 90 the Level 1 Alerter 
Workbook.   
 
It should be noted that figures only relate to training provided by Tyne and Wear Care 
Alliance. The QA Sub-Committee is to task the Training and Workforce Development 
Sub-Committee with developing a process for mapping training being delivered “single 
agency” and a reporting process into SSAB to ensure training provision can be fully 
reviewed and reported upon in 2013/14. 
 

Safeguarding Adults 2012/13-Number of completed courses by 

course type
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6.  Key Challenges for the Year Ahead 2013-14: 
 
6.1 Development of SSAB Board and Sub Groups  
 
The Board held a Development day in September 2013, the aim of the day was to 
reflect on the Boards performance over the previous year and to ensure that the Board 
was able to meet the challenges that would be presented in the upcoming year. The 
session focused on five main areas; 

 Board Set up – have we got it right? 

 Feedback from Board member Audits 

 Sub Groups 

 Governance Issues 

 Performance 
 
The actions and outcomes of the Development Day are listed in the action log below: 
 

 Action Required R/A/G 

Membership 

 
Organisations to be invited to join SSAB: 

 North East Ambulance Service (NEAS) 

 Sunderland University 

 NHS England 
 

 
 

 

 

 

 
AMNESTY! All board members to review their 
organisation’s roles with sub groups to ascertain whether 
they are appropriate and if they are able to contribute to 
the aims/objectives of the groups. 
 

 

Executive 
Group 

 
Different Name required 
 

 

 
Refine the purpose/membership 
 

 

 
SL to prepare a paper with more detail about this group  
 

 

 
MB to input information about how the SSCB Business 
Planning Group works 
 

 

Sub Groups 

 
Roles and responsibilities of Sub Group to be revised 
 

 

 
Terms of Reference to be refreshed for each sub group 
 

 

 
Joint Sub Groups to be reviewed to ensure the joint 
arrangement continues to add value 
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 Action Required R/A/G 
 
MCA/DoLS – needs to be standing item on all agendas – 
initially need to audit where each Sub Group is in 
relation to MCA/DoLS then use as a baseline going 
forward 

 

 
Replacement to be identified for chair of Training and 
Workforce Development Sub Group. 
 

 

Governance 

 
Governance to be added to the SSAB Risk Register 
 

 

 
Task & Finish work to jointly look at Information Sharing 
Protocol for SSAB for November Board. 
 

 

 
Re-launch ISP and Interface protocol before the Whole 
Family Conference 
 

 

Performance 

 
CG to ask other local authorities what they have 
developed re: safeguarding adults performance 
data/frameworks 
 

 

 
Quality Assurance Sub Group – task to take the 
development of SGA performance information forward 
and CG to join this group. 
 

 

Whole Family 
Conference 

 
Pre-planning group to feed into SSCB’s planning. 
 

 

Peer Review 

 
Briefing note for all board organisations so they 
understand and can contribute to the process. 
 

 

 
 
6.2 Delivering and Embedding the new Centralised Model for Safeguarding Adults  
 
From 28th November 2013, the new centralised model for Sunderland Safeguarding 
Adults Team will be fully implemented.  This model has been formulated by revisiting a 
previously undertaken review and building on it; making some key changes to 
accommodate the current position within Sunderland and within the Council (following a 
restructuring of staff and teams), against the backdrop of the current economic climate 
and the Government’s intended legislative strengthening of adult safeguarding 
arrangements via the Care Bill.  This has enabled the Board to agree to the new model, 
which aims to provide a quality safeguarding adult’s service whilst making the best use 
of available resources and being fit for purpose going forward. 
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The Sunderland Safeguarding Adults Procedures are in the process of being revisited 
again and updated in line with the new model and are available online at 
www.sunderland.gov.uk.  The general safeguarding adults web page content will also 
be reviewed and refreshed as part of this work.  
 
The Safeguarding Adults Team now consists of two strands: Strategic Safeguarding 
and Operational Safeguarding & Social Care Governance.  
 
Strategic Safeguarding (including Deprivation of Liberty Safeguards (DoLS) Process  
There are 4 roles: 

- Strategic Safeguarding Officer 
- Strategic Safeguarding Specialist  
- Deprivation of Liberty Support 
- Strategic Safeguarding & DoLS Specialist 

 
The Strategic Safeguarding Officer and Strategic Safeguarding Specialist roles are to 
support the work of the SSAB Board and its’ Sub Groups, including ensuring the actions 
from the Business Plan & Risk Register are monitored and updated regularly, and taken 
forward as required by the relevant individual or Sub Group.  They also write various 
reports, briefings and other documents as necessary, and collate documentation and 
information, providing a central coordination point for adult safeguarding between the 
various partner agencies, and also being a key link for Children’s Safeguarding 
colleagues.  The DoLS Specialist role focuses on Deprivation of Liberty Safeguards 
applications, giving advice and guidance to Managing Authorities (mainly care homes 
and hospitals) who have people in their care that they consider are being deprived of 
their liberty in their best interests, and also ensuring these applications are processed to 
statutory timescales.  The Deprivation of Liberty Support member of staff assists with 
this process.       
 
Operational Safeguarding & Social Care Governance 
 
Social Care Governance Officers and Safeguarding Practitioners have now merged 
becoming Safeguarding and Social Care Governance Officers with responsibility for 
adult operational safeguarding and service/quality monitoring processes.   

 
The Threshold Matrix Guidance has been reviewed to reflect the centralised model and 
increased use of this will result in more consistency and enable a framework to allow 
agencies to manage risk and subsequently allow demand around referrals to be better 
managed.  
 
The referral to safeguarding has been simplified by the introduction of one single 
referral form which accommodates the need to identify the level of harm and action 
taken including safeguarding measures.  Where the safeguarding process is 
appropriate this will be coordinated by the Safeguarding and Social Care Governance 
Team.  
 
Changes to the operational business processes will create efficiency in preparation for 
full implementation. Two implementation support posts will support the transition to the 
centralised model and a duty system has been developed.  Further changes are 

http://www.sunderland.gov.uk/
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currently being progressed to create consistency in terms of processes and capacity in 
terms of resources.    

 
What this means for partner agencies moving forward? 
 

 Throughout December it is envisaged that the model can begin to be applied.   

 Any current safeguarding incidents being managed will continue to be 
managed by partner agencies to ensure consistency.  

 Any new incident can be reported using the new referral form which will be 
made available via a link to the council website.  

 Any incident assessed using the Threshold Matrix as at tier 2, 3, or 4 (levels 
of harm – significant, very significant, critical) in a referral will mean that the 
process is managed by the Safeguarding and Social Care Governance Team. 
The role of partner agencies will be to contribute fully to the process, to 
ensure appropriate safeguarding measures, to support people through the 
process and to involve appropriate agencies in a timely manner where 
necessary e.g. police, relevant professionals.   

 Individual Agency Guidance in all agencies will need to be reviewed giving 
due consideration to the procedures.  

 Designated roles and responsibilities will need to be reviewed and 
allocated/delegated giving consideration to what is expected linked to the 
procedures, individual agency guidance and to the numbers that will be 
required which will be specific to any individual agency. 

 Training requirements will need to be identified and accommodated to include 
Threshold Matrix and Guidance and roles and responsibilities linked to 
Alerter, Responsible Person and Designated Organisational Lead. 

 There will be no confusion regarding where a service related matter sits and 
is dealt with. Internal processes will enable the most appropriate process for 
the circumstances.  

 Training and review of training will be coordinated and accessed via TWCA 
and training and development subgroup of SSAB.  

 
6.3 Serious Case Reviews (Adults)   
 
Learning lessons from the ongoing Serious Case Reviews, once these are concluded, 
and implementing any key actions and recommendations.  In addition, ensuring the 
lessons learned plus any subsequent changes to ways of working are clearly 
communicated to partners and other key stakeholders, via a robust Communication 
Plan.  
 
Young person S SCR 
The Board are currently undertaking an Adult’s Serious Case Review for Young Person 
S. 
 
In January 2013, the SSAB Case Review Sub Committee held a scoping meeting 
regarding the information known at that stage in relation to Young Person S.  During the 
scoping meeting, the information presented suggested that the main issues were when 
Young Person S was a child (2 - 18 years), and therefore did not meet the SCR criteria 
within SSAB.  The case was referred to the Sunderland Safeguarding Children Board 
(SSCB) Case Review Sub Committee and it was agreed that a Management Review 
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would be undertaken and would include information when Young Person S became an 
adult. 
  
It was during the SSCB Management Review process that information was shared in 
relation to Young Person S since they had become an adult.  The SSCB Case Review 
Committee convened a panel meeting and invited the SSAB Case Review Sub Group.  
The purpose of the meeting was to determine if the criteria for a serious case review for 
either the SSCB or the SSAB was met.  The panel concluded the criteria for a Serious 
Case Review under Working Together 2013 was not met but that the criteria to 
undertake a Serious Case Review in line with the SSAB SCR Protocol was met.  A 
recommendation was made to the SSAB Independent Chair that a SCR should be 
undertaken and the Independent Chair of the SSAB made the decision that a SCR 
should be undertaken regarding Young Person S.  The SSAB Chair also agreed with 
the recommendation that members of the SSCB Case Review Sub committee should 
be part of the SCR Panel for Young Person S in light of the work that the SSCB had 
already undertaken. 
 
The Individual Management Reviews undertaken on behalf of SSCB have informed the 
decision making process regarding this SCR.  The SSCB Quality Assurance Sub-
Committee is responsible for monitoring the action plans outlined in these reports.   
 
The SSAB will monitor the implementation of any further recommendations made in the 
Adult SCR via the Case Review and Quality Assurance Sub-Committees. 
 
6.4  Development of Memorandum of Understanding between SSAB and HWBB/ 

Adults Partnership Board 
 
The development of the Health and Social Care Act 2012 saw a duty placed upon local 
authorities to establish a Health and Wellbeing Board in order to ensure that an 
integrated approach was adopted to the provision of health and social care services. 
 
The role of the Health and Wellbeing Board is to identify and meet the current and 
future health and wellbeing needs of local communities in Sunderland, its primary aim 
being to address the wider determinants of health which underpin poor health amongst 
the most disadvantaged in our communities. The Health and Wellbeing Board also has 
a duty to safeguard the wellbeing of residents. 
 
Both the Health and Wellbeing Board and the Sunderland Safeguarding Board 
recognise that they can not tackle the agenda exclusively, with limited resources it is 
important to set out the expectations of how the Boards will work together.  
Considerations are being made into how bets this can be achieved, with possibility for 
developing a Memorandum of Understanding.  



 

 
 

Item: 9.1 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
25th FEBRUARY 2014 

 
Report Title 
 

 
Annual Governance Statement 

 
Purpose of report 

To update members on the process of the 
process recently published by NHS England for 
the CCG Annual Governance Statement (AGS).   
 

 
Key issues, assurances and risks 
 

The NHS Act 2006 (as amended by the 2012 
Act) requires all CCGs to publish an annual 
report and accounts.  This is in accordance with 
Directions issued by NHS England which set out 
the requirements for CCGs in the Manual for 
Accounts. 

 
The purpose of this paper is to provide the 
Governing Body with an overview of the 
requirements for the AGS as part of the annual 
report preparation and the proposed timescales 
for the signing off process.   
 
This will ensure the CCG meets its statutory 
obligations in relation to financial and corporate 
governance. 

 
Recommendation/Action Required 
 

 
The Governing Body is asked to: 
 

 Note the above requirements as set out in 
the draft NHS England Annual reporting 
guidance for CCGs; 

 Note the timescales to ensure the CCG 
meets its statutory requirements in terms 
of the annual report, including the annual 
governance statement and accounts. 
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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 

Sponsoring Governing Body member  
(where relevant) 

David Gallagher  

Report Author 
 
Deborah Cornell 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 
      

Any relevant legal/statutory issues As per the attached paper 

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

N/A 

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? 
 

N/A 
 

 
Has there been appropriate clinical 
engagement?  
 

N/A 

 
Any impact on patient outcomes? 
 

N/A 

 
Has there been member/stakeholder 
engagement if needed?   
 

N/A 
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CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
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CCG Annual Governance Statement 

 
 

1. Introduction  
 
The NHS Act 2006 (as amended by the 2012 Act) requires all CCGs to publish 
an annual report and accounts.  This is in accordance with Directions issued by 
NHS England which set out the requirements for CCGs in the Manual for 
Accounts. 
 
The purpose of this paper is to provide the Governing Body with an overview of 
the requirements for the Annual Governance Statement (AGS) as part of the 
annual report preparation and the proposed timescales for the signing off 
process to ensure the CCG meets its statutory obligations in relation to both 
financial and corporate governance.   
 

2. Annual Report and Accounts 
 
There are a number of requirements that CCGs must adhere to when preparing 
the annual report and accounts.  There are 3 main sections to the annual report 
and accounts as follows: 
 

 annual report 

 statements by the Accountable Officer 

 summary annual accounts 
 
The annual report must include: 

 a report from the Governing Body; 

 an operating and financial review 

 sustainability report 

 equality  report 

 remuneration report 

 Governing Body and senior management profiles 
 
The statements by the Accountable Officer must include: 

 statement of the Accountable officer’s responsibilities 

 a governance statement 
 

The annual accounts must include: 

 a report from the Auditors to the Governing Body 

 financial statements 
 
 
3. Governance Statement Requirements 
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3.1 The NHS England Chief Executive, in his capacity as Accounting Officer, 
requires Accountable officers of CCGs to assure him with regards to the 
stewardship of their organisation as a supplement to the annual report and 
accounts. 
 

3.2 The governance statement should cover the financial year being reported on and 
the period up to the signing of the annual report and accounts by the 
Accountable Officer.   
 

3.3 The statement should reflect how the CCG has successfully faced challenges 
and how it has performed over the year.  The governance statement should draw 
together position statements and evidence on governance, risk management and 
control to provide a more comprehensive picture of the CCG’s governance 
procedures and systems.   
 

3.4 A robust risk assessment within the statement is critical.  The Accountable 
Officer should describe how the CCG’s risk management and internal control 
systems work, including any areas of areas of weakness, and demonstrate how 
these have been addressed.  

 
3.5 The essential features of the statement are: 
 

 The governance framework of the CCG, including committee and 
sub-committee and any joint committee structures; 

 The Governing Body’s performance, including its assessment of its 
own effectiveness.  Please note a questionnaire is currently being 
drafted to enable Governing Body members to do so; 

 Highlights of the committees noted above; 

 An account of corporate governance, including the Governing 
Body’s assessment of its compliance with ‘The UK Code of 
Corporate Governance’ 

 Information about the quality of data used by the Governing Body; 

 A risk assessment, including newly identified risks and any 
significant lapses of protective security. 

 
3.1 NHS England recently published detailed guidance on the requirements for 

annual reports for 2013/14 which also set out the requirements for the 
governance statement.  A draft template of these requirements is included at 
appendix 1.   
  
 

4. National Timescales  
 

4.1 The draft annual reporting guidance sets out the following timescales for 
publication:  
 
Milestone 1: 12.00 noon, Wednesday 23 April 2014 
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 Full draft annual report and accounts, as approved by the Chief Officer an 
Chief Finance Officer and passed to the appointed auditors for audit;  

 ISFE consistency statement, signed by the Chief Officer and Chief Finance 
Officer   

 Fully completed supplementary data collection template, as approved by 
the Chief Officer and passed to the appointed auditors for audit; and,  

 Supplementary data collection template consistency statement, signed by 
the Chief Officer and Chief Finance Officer;  

 Full copy of the Head of Internal Audit Opinion as issued by the CCG 
auditors.   

 
Milestone 2: 12.00 noon, Friday 6 June 2014  
 

 Full audited and signed annual report and accounts, as approved by the 
Governing Body and signed and dated by the Chief Officer; 

 ISFE consistency statement, signed by the Chief Officer and Chief Finance 
Officer;  

 Fully completed supplementary data collection template, as approved by 
the Chief Officer and passed to the appointed auditors for audit;  

 Supplementary data collection template consistency statement, signed by 
the Chief Officer and Chief Finance Officer;  

 A copy of the External Audit Completion Report presented to the Audit 
Committee and Governing Body by the appointed auditors;  

 
Milestone 3: 17.00, Friday 6 June 2014  
 

 Auditors to submit one original signed copy of the full annual report and 
accounts to NHS England.  

 CCGs to publish their annual report and accounts on their website 
 

Milestone 4:  by 30 September  
 

 CCGs to hold a public meeting to present the annual report and accounts  
 

 
5. Local Timescales  

 
5.1 The following timescales are being proposed to ensure the governance 

statement and annual report and accounts as are prepared and signed off in time 
to meet the national requires:  
 

 Draft AGS to be considered by the Audit Committee at its meeting on 8th 
April 2014; 

 Final annual report and accounts to be signed off by the Audit Committee 
on 3rd June 2014; 

 Extraordinary meeting of the Governing Body to be held on 3rd June 2014 to 
formally sign off the annual report and accounts 
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6. Recommendations  
 

 
6.1 The Governing Body is asked to: 

 

 Note the above requirements as set out in the draft NHS England Annual 
reporting guidance for CCGs; 

 Note the timescales to ensure the CCG meets its statutory requirements in 
terms of the annual report, including the annual governance statement and 
accounts. 

 
 
D Cornell 
Head of Corporate Affairs 
January 2014 
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Appendix 1 

 
Annual Governance Statement Template 

 
 

Governance Statement by the Chief Officer as the Accountable Officer of NHS 
Sunderland Clinical Commissioning Group.  

 
1. Introduction  
 

NHS Sunderland Clinical Commissioning Group was licenced from 1 April 2013 
under provisions enacted in the Health & Social Care Act 2012, which amended 
the NHS Act 2006.  

 
The clinical commissioning group operated in shadow form prior to 1 April 2013, to 
allow for the completion of the licencing process and the establishment of function, 
systems and processes prior to the CCG taking on its full powers.  

 
As at 1 April 2013, the clinical commissioning group was licensed with the 
following condition:   

 
• [full details to be provided]  

 
 
2. Scope of responsibility  
 

As Accountable Officer, I have responsibility for maintaining a sound system of 
internal control that supports the achievement of the clinical commissioning 
group’s policies, aims and objectives, whilst safeguarding the public funds and 
departmental assets for which I am personally responsible, in accordance with the 
responsibilities assigned to me. I am also responsible for ensuring that the clinical 
commissioning is administered prudently and economically and that resources are 
applied efficiently and effectively. I also acknowledge my responsibilities as set out 
in the Clinical Commissioning Group Accountable Officer Memorandum.  

 
3. Compliance with the Corporate Governance Code  

 
This Governance Statement is intended to demonstrate the clinical commissioning 
group’s compliance with the principles set out in The UK Corporate Governance 
Code, issued by the Financial Reporting Council.  

 
4. The purpose of the system of internal control  

 
The system of internal control is designed to manage risk to a reasonable level 
rather than to eliminate all risk of failure to achieve policies, aims and objectives.  It 
can therefore only provide reasonable and not absolute assurance of 
effectiveness. The system of internal control is based on an on-going process 
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designed to identify and prioritise the risks to the achievement of the policies, aims 
and objectives of the clinical commissioning group to evaluate the likelihood of 
those risks being realised and the impact should they be realised, and to manage 
them efficiently, effectively and economically. The system of internal control has 
been in place in the clinical commissioning group for the year ended 31 March 
2014 and up to the date of approval of the annual report and accounts.  

 
 

5. The governance framework of the clinical commissioning group  
 

[This section should include:   
 

•  Key features of the CCG constitution in relation to governance.  
 
•  Information about the Governing Body, its committees and sub-committees, 

including membership, attendance records and coverage of its work (terms of 
reference).  

 
•  Information about any committees, sub-committees and joint committees 

established by the CCG constitution, including membership, attendance 
records and coverage of its work (terms of reference).  

 
•  The Governing Body’s performance including its assessment of its own 

effectiveness;  
 
•  Highlights of the work of all the above committees, sub-committees and joint 

committees.  
 
•  An account of corporate governance, including the Governing Body’s 

assessment of its compliance with ‘The UK Corporate Governance Code’ 
issued by the Financial Reporting Council, with explanations of any 
departures.  

 
•  Confirmation that arrangements in place for the discharge of statutory 

functions have been checked for any irregularities and they are legally 
compliant].  

 
 

6. The risk and control framework  
 
[This section should describe how the risk and control mechanisms work. It should  
cover the key elements and why they were chosen to deliver reasonable 
assurance for:  
 

• Prevention of risk;  
• Deterrent to risks arising (e.g. fraud deterrents); and,  
• Management of current risks  
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 The risk management strategy, including the way in which risk (or change in 
risk) is identified, evaluated, and controlled, including how risk appetites are 
determined and how risks to data security are being managed and 
controlled as part of this process.              

 How risk management is embedded in the activity of the CCG.  

 How the CCG is able to assure itself on the validity of its governance 
statement. 

 How public stakeholders are involved in managing risks which impact on 
them].  

 
As an employer with staff entitled to membership of the NHS Pension Scheme, 
control measures are in place to ensure all employer obligations contained within 
the Scheme regulations are complied with. This includes ensuring that deductions 
from salary, employer’s contributions and payments into the Scheme are in 
accordance with the Scheme rules, and that member Pension Scheme records are 
accurately updated in accordance with the timescales detailed in the Regulations.  

 
Control measures are in place to ensure that all the clinical commissioning group’s 
obligations under equality, diversity and human rights legislation are complied with.  

 
The CCG has undertaken risk assessments and Carbon Reduction Delivery Plans 
are in place in accordance with emergency preparedness and civil contingency 
requirements, as based on UKCIP 2009 weather projects, to ensure that this 
clinical commissioning group’s obligations under the Climate Change Act and the 
Adaptation Reporting requirements are complied with.  

 
 
7. Capacity to handle risk  
 

[This section should describe the key ways in which:  
 

• Leadership is given to the risk management process; and,  
• Staff are trained or equipped to manage risk in a way appropriate to their 

authority and duties, including guidance and training provided to them and 
the ways in which the CCG seeks to learn from good practice.]  

 
8. Risk assessment  
 

[This section should describe how risk is assessed, including the CCG’s risk 
profile, and how it has been managed.  
 

 Any newly identified risks during the financial year and after the year end; 
and,  

 Summary of lapses of data security, including any that were reported to 
the Information Commissioner.]  

 Brief description of the CCG’s major risks separately identifying in-year 
and future risks, how they are/will be managed and mitigated and how 
outcomes are/will be assessed.  
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 Description of the principal risks to compliance with the CCG licence and 
actions identified to mitigate these risks, particularly in relation to:  

 

 The effectiveness of governance structures,  

 The responsibilities of directors and committees;  

 Reporting lines and accountabilities between the Governing Body, 
its committees and subcommittees and the executive team;  

 The submission of timely and accurate information to assess risks 
to compliance with the CCG’s licence; and,  

 The degree and rigour of oversight the Governing Body has over 
the CCG’s performance.]  

 
 
9. Review of economy, efficiency and effectiveness of the use of resources  
 

[A description of the key process that has been applied to ensure that resources 
are used economically, efficiently and effectively, including some comment on the 
role of the board, internal audit and any other review or assurance mechanisms.]  
 
 

10. Review of the effectiveness of risk management and internal control  
 

As Accountable Officer, I have responsibility for reviewing the effectiveness of the 
system of internal control. My review of the effectiveness of the system of internal 
control is informed by the work of the internal auditors and the executive managers 
and clinical leads within the clinical commissioning group who have responsibility 
for the development and maintenance of the internal control framework. I have 
drawn on performance information available to me. My review is also informed by 
comments made by the external auditors in their management letter and other 
reports. I have been advised on the implications of the result of my review of the 
effectiveness of the system of internal control by the Governing Body and Audit 
Committee and a plan to address weaknesses and ensure continuous 
improvement of the system is in place.  

 
[Describe the process that has been applied in maintaining and reviewing the 
effectiveness of the system of internal control, including some comment on the role 
and conclusions of:  
 

• the Governing Body; 
• the Audit Committee;  
• the Quality, Safety and Risk Committee 
• Internal audit; and  
• any other review/assurance mechanisms 
• An outline of the actions taken/being taken to deal with any significant 

internal control issues and gaps in control, if applicable.]  
 

Following completion of the planned audit work for the financial year for the clinical 
commissioning group, the Head of Internal Audit issued an independent and 
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objective opinion on the adequacy and effectiveness of the clinical commissioning 
group’s system of risk management, governance and internal control. The Head of 
Internal Audit concluded that:  
 

• [Include Head of Internal Audit Opinion in full]  
 

During the year the Internal Audit issued the following audit reports with a 
conclusion of limited assurance:  

 
• [name of audit, issues,  action plans agreed, action to the date of signing 

the annual report and accounts, follow up audit findings, etc.]  
 

During the year the Internal Audit issued the following audit reports with a 
conclusion of no assurance:  

 
• Name of audit, issues, action plans agreed, action to the date of signing the 

annual report and accounts, follow up audit findings, etc.]  
 

• Disclose any revealed deficiencies as risks have materialised (significant 
issues).  

 
• Details of significant issues should be provided including a description and 

remedial action taken.  
 

• Details of any Serious Incidents relating to data security breaches]  
 
 
11. Conclusion  
 

[State either that no significant internal control issues have been identified or make 
specific reference to those significant internal control issues which have been 
identified in the body of the Governance Statement above]  

 
 
D Gallagher  
Accountable Officer  
14 February 2014 
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Item: 9.2 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY  

 
25th February 2014 

 
Report Title 
 

 
Quality, Safety and Risk Committee  

Amended Terms of Reference  
 

 
Purpose of report 

To update the terms of reference as part of the 
annual review process of the quality, Safety and 
Risk Committee.  

 
Key issues, assurances and risks 
 

The attached terms of reference have been 
reviewed in detail at a meeting held on the 9th 
December with the CCG Chair, Chair of the 
Committee, Director of Nursing, Quality and 
Safety and Head of Corporate Affairs.  
 
This is part of the annual review process of the 
committee and its performance to ensure it 
continues to discharge its duties and 
responsibilities effectively.   This has also been 
done in conjunction with the other Governing 
Body sub-committees to reduce duplication.  
 
The amendments were considered and 
approved at the meeting of the Committee on 
the 14th February 2014.  
 
The amendments are highlighted in yellow in the 
document below for ease of reference. 
 

 
Recommendation/Action Required 
 

 
The Governing Body is asked to: 

 Formally ratify the amended Terms of 
Reference.  
 

Sponsoring Committee member  
(where relevant) 

A Sullivan  

Report Author  
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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 

D Cornell 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

 
 

  
 

   

Any relevant legal/statutory issues As specified in the terms of reference 

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

Not applicable 

Any information governance issues  As per the terms of reference 

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

Reviewed and approved by the Quality, Safety 
and Risk Committee on the 14th February 2014.  

 
Equality Impact Assessment 
completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources needed? 
 

None identified 

 
Has there been appropriate clinical 
engagement?  
 

Reviewed by the Director of Nursing, Quality 
and Safety 

 
Any impact on patient outcomes? 
 

As per the attached terms of reference  

 
Has there been member/stakeholder 
engagement if needed?   
 

As per the attached terms of reference 
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CO6 - Develop the CCG localities 
 

 
 
 

QUALITY, SAFETY AND RISK COMMITTEE 
 

TERMS OF REFERENCE 
 
1. Introduction 

 
1.1 The Quality, Safety and Risk Committee (the Committee) is established as a 

committee of the Governing Body of the Clinical Commissioning Group (the CCG), 
in accordance with constitution, standing orders and scheme of delegation.  

 
1.2 These terms of reference set out the membership, remit, responsibilities and 

reporting arrangements of the Committee and shall have effect as if incorporated 
into the CCG constitution and standing orders.  

 
2. Principal Function 

 
2.1 The Committee is responsible for ensuring the appropriate governance systems 

and processes are in place to  
 

 commission, monitor and ensure the delivery of high quality safe patient 
care in commissioned services, 

 facilitate, monitor and ensure quality improvement in general medical 
practice working with NHS England.  

 
2.2 In achieving this, the Committee will seek to promote a culture of continuous 

improvement and innovation with respect to safety of services, clinical 
effectiveness and patient experience, to secure public involvement, to promote 
research and the use of research and to provide assurance to the Governing 
Body about the quality, safety and risks of the services being commissioned, and 
the overall risks to the organisation’s strategic and operational plans. 
 

2.3 The Committee will, as delegated by the Governing Body, provide oversight and 
scrutiny of arrangements for supporting NHS England in relation to securing 
continuous improvement in the quality of primary medical services through the 
planning process and future primary care commissioning arrangements.  
 

2.4 The Committee will, as delegated by the Governing Body, approve arrangements 
for handling complaints, information governance issues, including arrangements 
for handling Freedom of Information requests.   
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3. Accountability 
 

3.1 The Committee is a formal committee of the CCG’s Governing Body.  
 
4. Membership 

 
4.1 Membership of the Committee will include: 
 

Executive voting members:  
 
Governing Body Lay Member, Patient and Public Involvement (Chair) 
Director of Nursing, Quality and Safety (vice chair) 
Accountable Officer  
Medical Director 
Secondary Care Clinician  
CCG GP Medicines Optimisation Lead 
CCG Clinical Effectiveness Lead  
 

 Associate members: 
    
   Head of Quality and Patient Safety 
   Head of Medicines Optimisation  
   Head of Safeguarding  
   Head of Joint Commissioning  
   Head of Corporate Affairs  
   Deputy Head of Contracting, Performance and Business Intelligence 
 
 *The Chair of the CCG will be an ex-officio member.           
 
4.2 The Chair has the responsibility to ensure that the Committee obtains appropriate 

advice in the exercise of its functions.  Officers, employees, and practice 
representatives of the CCGs and other appropriate individuals may be invited to 
attend all or part of meetings of the committee to provide advice or support 
particular discussion from time to time.   

 
5. Authority 

 
5.1  The Governing Body authorises the Committee to pursue any activity within these 

Terms of Reference including to: 
 

(i)  Seek any information it requires from CCG employees, in line with its 
responsibility under these terms of reference and the Scheme of Reservation 
and Delegation; 

 
(ii)  Require all CCG employees to co-operate with any reasonable request made 

by the Committee, in line with its responsibility under these terms of 
reference and the Scheme of Reservation and Delegation; 
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(iii)  Review and investigate any matter within its remit and grants freedom of 
access to the organisation’s records, documentation and employees. The 
Committee must have due regard to the CCG’s information governance 
policies regarding personal health information and the CCG’s duty of care to 
its employees when exercising its authority. 

 
5.2  In discharging its responsibilities the Committee will comply with the CCG’s 

Standing Orders and Prime Financial Policies and Conflicts of Interest Policy. 
 
5.3 The Committee is authorised to establish sub committees to assist it in discharging 

its responsibilities.   Such sub committees will include the Infection Control 
Performance and Practice Committee and the Safeguarding Strategic Group, 
both of which will be established as joint arrangements with other CCGs. 

 
6. Roles and responsibilities 
 
6.1   Quality in commissioned services 
 
6.1.1 To develop, monitor and review the CCGs vision and framework for 

commissioning services are high quality, that is safe, clinically effective and 
provide  positive patient/carer experience. 

 
6.1.2 To receive reports on the quality of commissioned services, to review risks arising 

and monitor progress in implementing recommendations and action plans. 
 
6.1.3 Where the CCG is the coordinating commissioner ensure provision of appropriate 

quality assurance and improvement information to collaborating CCGs, in 
particular escalating any areas of concern in timely way.  

 
6.1.4 To receive reports (via the integrated quality reports or separate reports where 

necessary) on the quality of commissioned services from other CCGs where they 
act as the coordinating commissioner and the CCG has contracts.   

 
6.1.5 To seek assurance on the performance of NHS provider organisations in terms of 

the Care Quality Commission, Monitor and any other regulatory bodies (note that 
the Monitor’s compliance framework relies on assurance from third parties, 
including local commissioners of services). 

 
6.1.6 To receive and review the draft quality reports of NHS providers where the CCG 

acts as coordinating commissioner and approve the corroborative statement to the 
provider within the timescales outlined in the quality account regulations.  

 
6.1.7 To receive and review the published quality reports of NHS foundation trusts 

which, as a minimum, will include those relating to the foundation trusts which 
provide local acute services, community health care services and mental health 
and learning disabilities services to the Sunderland population. 
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6.1.8 To oversee the development of quality incentive schemes e.g. CQUIN, ensuring 
alignment to CCG strategic priorities and national requirements.  

 
6.1.9 To ensure a clear escalation process, including appropriate trigger points, is in 

place to enable appropriate engagement of external bodies in relation to areas of 
concern, with a view to an external review being carried out. 

 
6.1.10 To ensure appropriate collaboration with the Area Team of the NHS England e.g. 

through Local Area Quality Surveillance Groups.  
 
6.2  Improving quality in general medical practice 
 
6.2.1 To ensure that agreements and processes in place with the CCG’s members to 

secure improvements in the quality of primary medical services in terms of clinical 
effectiveness, patient safety and patient experience in GP practices in 
collaboration with NHS England. 

 
6.2.2 To ensure an appropriate interface and collaborative working with NHS England 

(via the Primary Care Quality Surveillance Group) is maintained in relation to 
quality in general medical practice.  

 
6.3  Patient safety – overarching systems  
 
6.3.1 To receive reports on clinical risks, incident reporting, serious incidents, never 

events, complaints and claims and monitor progress in implementing 
recommendations and action plans. 

 
6.3.2To ensure oversee development/adaptation of a patient safety assurance 

framework with systems for monitoring quality and safety of care, with reference to 
a range of indicators which might include Care Quality Commission ratings and 
reviews, Monitor ratings and any other relevant sources of external assurance.   

 
6.3.3 To receive and scrutinise independent investigation reports relating to patient 

safety issues and agree publication plans as part of the serious incident reporting 
and safeguarding processes.  

 
6.3.4 To receive reports on the management of infection control performance, especially 

health care acquired infections. 
 
6.3.5 To receive reports on assurance in relation to Medicines Optimisation, including 

safety alerts and cost effectiveness prescribing, not less than quarterly. 
 
6.3.6 To receive assurance in relation to controlled drugs and receive a reports as 

appropriate (liaising with NHS England as appropriate).  
 
6.3.7To receive minutes from the Medicines Optimisation Committee. 
 



    

7 

 

6.3.8 To ensure that appropriate strategies and training plans are in place for 
safeguarding of children and vulnerable adults, receiving appropriate reports 
pertaining to the CCG’s safeguarding duties. 

 
6.4  Patient experience 
 
6.4.1 To ensure that the views of patients and the public are properly reflected in the 

development and implementation of CCG policies and plans and to receive and 
act upon reports on patient experience. 

 
6.4.2 To oversee the development and implementation of a structured and planned 

approach to the collection and use of patient reported experience in both provider 
management processes and commissioning decisions.  This will also include using 
feedback from individual consultations in practice.  

 
6.5  Clinical effectiveness 
 
6.5.1 To promote and encourage an evidence based culture within the CCG and wider 

health economy ensuring CCG’s commissioning takes account of national 
guidance such as NICE guidance, including technology appraisals, NICE quality 
standards and other relevant standards e.g. from Royal Colleges and professional 
bodies. 

 
6.5.2 To ensure that the CCG promotes research and the use of research. 
 
6.6  Risk 
 
6.6.1 To ensure that all systems are in place and operating effectively for the 

identification, assessment and prioritisation of potential risk (including quality and 
patient safety, financial risk including regarding QIPP,  health and safety, 
emergency preparedness, business continuity, information governance and 
sustainable development), and to report on any major strategic issues and any 
associated financial implications to the governing body and to other external 
agencies as appropriate including the National Reporting and Learning System 

 
6.6.2 To use the Governing Body Assurance Framework to guide the work of the 

committee in gaining assurances on the principal risks identified within the 
Framework.  This will include review of the content of the CCG Risk Register and 
to scrutinise controls and actions for high and extreme risks. 

 
6.7   General 
 
6.7.1 To consider and approve relevant policies and procedures as appropriate on 

behalf of the governing body. This duty may be delegated to sub committees or 
executive arrangements 

 
7. Administration 
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7.1 The Head of Corporate Affairs will ensure an appropriate minute of the meeting is 
taken and provide appropriate support to the Chair and committee members.  
 

 
8. Quorum 

 
8.1 The quorum shall be one third of the membership of the Committee, including at 

least one lay member or the vice chair and one executive clinical member (doctor 
or nurse).  

 
9. Decision Making 

 
9.1 Generally it is expected that decisions will be reached by consensus. Should this 

not be possible then a view of members will be required. In the case of an equal 
vote, the person presiding (i.e. the Chair of the meeting) will have a second, and 
casting vote. 

 
10. Frequency and notice of meetings 

 
10.1 Meetings will be held at such interval as the Chair shall judge necessary to 

discharge the responsibilities of the committee, but shall be at least six times per 
year. 

 
11. Attendance at meetings 

 
11.1  The members of the Committee are required to provide information to progress 

and inform the agreed agenda items. 
 
11.2  The Committee members are required to attend each meeting or if apologies are 

made any information they are expected to contribute must be supported either 
through a deputy or in writing to the Chair. 

 
11.3 In addition to the core membership the Committee may co-opt additional members 

as appropriate to enable it to undertake its role. 
 
12. Reporting Arrangements 

 
12.1 The minutes of the meetings shall be formally recorded and submitted to the 

Governing Body. 
 
12.2 The Chair of the committee shall draw to the attention of the Governing Body any 

issues that require disclosure to the Governing Body, or require executive action. 
The Committee will report to the Governing Body, at least annually on its work. 

 
13.  Policy and best practice 

 
13.1 The Committee will apply best practice in its decision making, and in particular it 

will:  
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 ensure that decisions are based on clear and transparent criteria 

 comply with CCG policy and procedures for the declaration of interests 
 

13.2 The Committee will have full authority to commission any reports or surveys it 
deems necessary to help it fulfil its obligations and to invite individuals to attend as 
appropriate to provide advice on its functions. 

 
14. Conduct of the Committee 
  
14.1 All members of the Committee and participants in its meetings will comply with the 

Standards of Business Conduct for NHS Staff, the NHS Code of Conduct and the 
CCG’s Standards of Business Conduct Policy which incorporate the Nolan 
Principles. 

 
15. Date of Review 

 
15.1 The Committee will review its performance, membership and these Terms of 

Reference at least once per financial year.  It will make recommendations for any 
resulting changes to these Terms of Reference to the Governing Body for 
approval.  In the first year the terms of reference will be reviewed in June 2013.  

 
15.2 No changes to these Terms of Reference will be effective unless and until they are 

agreed by the Governing Body. 
 
 
 
[insert date agreed] 
 



 

 
 

Item: 9.3 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY  

 
25TH FEBRUARY 2014 

 
Report Title 
 

 
Audit Terms of Reference 

 
Purpose of report 

To update members on the proposed changes 
to the Audit Committee Terms of Reference. 

 
Key issues, assurances and risks 
 

The Terms of Reference have been updated to 
reflect the appointment of the additional member 
to the Audit Committee.   
 
In addition, following a review of the Terms of 
Reference for the Quality, Safety and Risk 
Committee, the wording relating to the 
Assurance Framework has also been amended 
to reflect the appropriate responsibilities of both 
Committees.  
 
The changes are highlighted in yellow in the 
attached for ease of reference. 
 
The proposed amendments were considered 
and approved by the Audit Committee at its 
meeting on the 4th February 2014.  
 

 
Recommendation/Action Required 
 

 
The Governing Body is asked to: 
 

 Formally ratify the amended Terms of 
Reference.  
 

Sponsoring Governing Body member  
(where relevant) 

Pat Taylor 

Report Author 
 
Deborah Cornell 
 

Governance and assurance  
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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) 

CO1 CO2 CO3 CO4 CO5 CO6 
      

Any relevant legal/statutory issues As per the Terms of Reference  

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

N/A 

Any information governance issues  As per the Terms of Reference  

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

Approved by the Shadow Governing Body in 
December 2012 and amended by the Governing 
Body in February 2013. 
Considered and approved by the Audit 
Committee 4th February 2014.  

 
Equality Impact Assessment 
completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources needed? 
 

N/A 
 

 
Has there been appropriate clinical 
engagement?  
 

N/A 

 
Any impact on patient outcomes? 
 

N/A 

 
Has there been member/stakeholder 
engagement if needed?   
 

N/A 



    

3 

 

 
 

 
    

 
 
 

AUDIT COMMITTEE TERMS OF REFERENCE 
 

1. Introduction  
 

1.1 The Audit Committee (the Committee) is established in accordance with NHS 
Sunderland Clinical Commissioning Group’s Constitution (the CCG). These terms 
of reference set out the membership, remit, responsibilities and reporting 
arrangements of the committee.  

 
1.2 The Committee will provide the Governing Body with an independent and objective 

review on their finance and governance systems, financial information and 
compliance with laws, guidance, and regulations governing the NHS in so far as 
they relate to finance. The Committee is a non-executive committee of the Board. 
It has no executive powers, other than those specifically delegated to it and as set 
out in these Terms of Reference. 

 
1.3  In establishing the Committee and preparing these Terms of Reference, specific 

regard has been had to the guidance contained within the NHS Audit Committee 
Handbook, NHS Codes of Conduct and Accountability and the Higgs Report. 

 
 
2. Membership  

 
2.1 The Committee shall be appointed by the CCG as set out in the CCG’s 

Constitution and may include individuals who are not on the governing body. 
 
2.2 Membership of the Committee shall consist of: 
 

 Governing Body Lay Member with a lead role for governance (Chair) 

 Governing Body Lay Member with a lead role patient and public 
involvement  

 Independent member  with expertise in audit 
 
2.3 The Chair of the Governing Body will not be a member of the Committee. 
 
2.4 The membership of the Committee will comply with provisions set out in 

regulations and within the CCG’s Constitution and associated standing orders. 
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3. Attendance 
 
3.1 The Chief Finance Officer and appropriate Internal and External Audit 

representatives shall normally attend meetings. At least once a year the 
Committee should meet privately with the Internal and External Auditors.  

 
3.2 Regardless of these usual arrangements for attendance, external audit, internal 

audit, local counter fraud and security management (NHS Protect) will have full 
and unrestricted rights of access to the Audit Committee. 

 
3.3 The Chief Officer and other executive directors should be invited to attend, and 

particularly when the Committee is discussing areas of risk or operation that are 
the responsibility of that director. 

 
3.4 The Chief Officer should be invited to attend and should discuss at least annually 

with the Committee the process for assurance that supports the Annual 
Governance Statement. He/she should also attend when the Committee considers 
the draft internal audit plan and the annual accounts.  

 
3.5 The Chair of the Governing Body may also be invited to attend one meeting each 

year in order to form a view on, and understanding of, the Committee’s operations. 
 
 
4. Secretary 
 
4.1 The Head of Corporate Affairs shall be Secretary to the Committee and shall 

ensure that a minute of the meeting is taken and provide appropriate support to 
the Chair and Committee members. 

 
 
5. Quoracy and Decision making 
 
5.1 A quorum shall be two members of the Committee. 
 
5.2 In the event of the Chair of the Committee being unable to attend all or part of the 

meeting, he /she will nominate a replacement from within the membership to 
deputise for that meeting. 

 
5.3 Generally it is expected that decisions will be reached by consensus.  Should this 

not be possible then a vote of members will be required. In the case of an equal 
vote, the person presiding (i.e. the Chair of the meeting) will have a second, and 
casting vote. 
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6. Frequency and notice of meetings 
 
6.1 Meetings of the Committee shall be held not less than four times a year. The 

External Auditor or Head of Internal Audit may request a meeting if they consider 
that one is necessary. 

 
6.2 The Committee may also hold a number of informal meetings during the year. 
 
 
7. Authority 
 
7.1  The Committee is authorised by the Governing Body to pursue any activity within 

these Terms of Reference and within the Scheme of Reservation and Delegation, 
including (without limiting the generality of the foregoing) to: 

 
a) seek any information it requires from CCG employees, in line with its 

responsibility under these terms of reference and the Scheme of 
Reservation and Delegation. 
 

b) require all CCG employees to co-operate with any reasonable request 
made by the Committee, in line with its responsibility under these terms of 
reference and the Scheme of Reservation and Delegation. 
 

c) review and investigate any matter within its remit and grants freedom of 
access to the CCG’s records, documentation and employees. The 
Committee must have due regard to the information governance policies 
of the organisation regarding personal identifiable information and the 
organisation’s duty of care to its employees when exercising its authority; 

 
d) obtain outside legal or other independent advice and to secure the 

attendance of persons with relevant experience and expertise if it 
considers this necessary. 
 

e) set up any joint working arrangements with other bodies. 
 

f)   establish sub-committees to deliver its objectives. 
 
 

8.  Remit and responsibilities of the Committee  
 
8.1  Overall responsibility 
 
8.1.1 The Committee shall critically review the CCG’s financial reporting and internal 

control principles and ensure an appropriate relationship with both internal and 
external auditors is maintained. 
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8.2  Governance, Risk Management and Internal Control 
 
8.2.1 The Committee shall review the establishment and maintenance of an effective 

system of integrated governance, risk management and internal control, across 
the whole of the organisation’s activities (both clinical and non-clinical), that 
supports the achievement of the organisation’s objectives. 

 
8.2.2 In particular, the Committee will review the adequacy and effectiveness of: 
 

 all risk and control related disclosure statements (in particular the 
Annual Governance Statement where this is required), together with 
any accompanying Head of Internal Audit statement, external audit 
opinion or other appropriate independent assurances, prior to 
endorsement by the CCG’s governing body; 

 the underlying assurance processes that indicate the degree of the 
achievement of corporate objectives, the effectiveness of the 
management of principal risks and the appropriateness of the above 
disclosure statements;  

 the policies for ensuring compliance with relevant regulatory, legal and 
code of conduct requirements and related reporting and self-
certification;  

 the policies and procedures for all work related to fraud and corruption 
as set out in Secretary of State Directions and as required by the  
Counter Fraud and Security Management Service (now known as NHS 
Protect): 

 the CCG’s  arrangements for effective management of all matters 
relating to contractual performance and associated financial 
performance  

 
8.2.3 In carrying out this work the Committee will primarily utilise the work of Internal 

Audit, External Audit and other assurance functions, but will not be limited to these 
sources.  It will also seek reports and assurances from directors and managers as 
appropriate, concentrating on the over-arching systems of integrated governance, 
risk management and internal control, together with indicators of their 
effectiveness. 

 
8.2.4 The Committee will ensure the adequacy and effectiveness of the Governing Body 

Assurance Framework, using it to guide its work and that of audit and assurance 
functions that report to it .  

 
8.2.5 The Committee will scrutinise the processes and delivery of the organisation’s 

QIPP/Resource Releasing Initiative Programme linked to the financial boundaries 
as set out in section 8.8 of these Terms of Reference.  
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8.2.6 The Committee will ensure that there are robust controls in place over conflicts of 
interest. 

 
 

8.3  Internal Audit 
 
8.3.1 The Committee shall ensure that there is an effective internal audit function that 

meets mandatory NHS Internal Audit Standards and provides appropriate 
independent assurance to the Audit Committee, Accountable Officer and the 
governing body. The Committee will be responsible for: 

 

 consideration of the provision of the Internal Audit service, the cost of the 
audit and any questions of resignation and dismissal;  

 review and approval of the Internal Audit strategy, operational plan and more 
detailed programme of work, ensuring that this is consistent with the audit 
needs of the organisation as identified in the Assurance Framework; 

 considering the major findings of internal audit work (and management’s 
response), and seeking to ensure co-ordination between the Internal and 
External Auditors to optimise audit resources;  

 ensuring that the Internal Audit function is adequately resourced and has 
appropriate standing within the organisation; 

 annual review of the effectiveness of internal audit. 
 
 

8.4  External Audit 
 
8.4.1 The Committee shall review the work and findings of the external auditors and 

 consider the implications and management’s responses to their work. This will be 
achieved by: 

 

 consideration of the appointment and performance of the external auditors, 
as far as the rules governing the appointment permit; 

 discussion and agreement with the external audit, before the audit 
commences, of the nature and scope of the audit as set out in the Annual 
Plan, and seeking to ensure coordination, as appropriate, with other external 
auditors in the local health economy; 

 review of all external audit reports, including the report to those charged with 
governance, agreement of the annual audit letter before submission to the 
governing body and any work undertaken outside the annual audit plan, 
together with the appropriateness of management responses. 

 
8.5  Other Assurance Functions 
 
8.5.1 The Committee shall review the findings of other significant assurance functions, 

both internal and external to the organisation, and consider the implications for the 
governance of the organisation. 
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8.5.2 These will include, but will not be limited to, any reviews by NHS England or 
Regulators/Inspectors (for example, the Care Quality Commission, NHS Litigation 
Authority) and professional bodies with responsibility for professional standards, 
performance and advice (e.g., Royal Colleges, accreditation bodies). 

 
8.5.3 In addition, the Committee will review the work of other committees within the 

organisation, whose work can provide relevant assurance to the Committee’s own 
scope of work. 

 
 
8.6  Counter Fraud 
 
8.6.1 The Committee shall satisfy itself that the organisation has adequate 

arrangements in place for countering fraud and shall review the outcomes of 
counter fraud work.   

 
 
8.7  Management 
 
8.7.1 The Committee shall request and review reports and positive assurances from 

 the senior managers of the CCG on the overall arrangements for governance, 
risk management and internal control.  They may also request specific reports 
from individual functions within the organisation as they may be appropriate to the 
overall arrangements. 

 
 

8.8  Financial Reporting 
 
8.8.1 The Audit Committee shall monitor the integrity of the financial statements of the 

CCG and any formal announcements relating to the CCG’s financial performance. 
 
8.8.2 The Committee should ensure that the systems for financial reporting to the 

Governing Body, including those of budgetary control, are subject to review as to 
completeness and accuracy of the information provided to the Governing Body. 

 
8.8.3 The Committee shall review the Annual Report and Financial Statements before 

submission to the Governing Body, focusing particularly on:  
 

 the wording in the Annual Governance Statement and other disclosures 
relevant to the Terms of Reference of the Committee; 

 changes in, and compliance with, accounting policies and practices and 
estimation techniques; 

 unadjusted misstatements in the financial statements; 

 significant judgments in preparation of the financial statements; 

 significant adjustments resulting from the audit. 

 letter of representation 

 qualitative aspects of financial reporting. 
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9. Reporting Arrangements 
 
9.1 The minutes of the Audit Committee meetings shall be formally recorded and 

submitted the Governing Body.  
 
9.2 The Chair of the Committee shall draw to the attention of the Governing Body any 

issues that require disclosure to the Governing Body, or require executive action.  
 
9.3 The Committee will report to the Governing Body at least annually on its work in 

support of the Annual Governance Statement, specifically commenting on the 
fitness for purpose of the Assurance Framework, the completeness and 
‘embeddedness’ of risk management in the organisation and the integration of 
governance arrangements. In making this report to the Governing Body the 
Committee will draw on a self-assessment of its performance and effectiveness 
during the year. 

 
 

10. Policy and best practice 
 
10.1 The Committee will apply best practice in its decision-making, and in particular it 

will:  
 

 ensure that decisions are based on clear and transparent criteria 

 comply with CCG policy and procedures for the declaration of interests 
 

10.2 The Committee will have full authority to commission any reports or surveys it 
deems necessary to help it fulfill its obligations and to invite individuals to attend as 
appropriate to provide advice on its functions. 

 
 
11. Conduct of the Committee 
 
11.1 All members of the Committee and participants in its meetings will comply with the 

Standards of Business Conduct for NHS Staff, the NHS Code of Conduct, and the 
CCG’s Policy on Standards of Business Conduct and Declarations of Interest 
(which incorporates the Nolan Principles).  Members must declare any interests for 
inclusion on the register as appropriate.  

 
12.  Date of Review  
 
12.1 The Committee will review its own performance, membership and terms of 

reference annually.  Recommendations for amendment of the Terms of Reference 
will be made to the Governing Body for formal approval.  

 
Approved by the Shadow Governing Body 
 18 December 2012 
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 Minor amendment made by the Governing Body  
 26 February 2013 
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Item: 10.1 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 
25 February 2014 

 
Report Title 
 

 
Sunderland CCG Financial Position Report – 
Month 10 2013/14 

 
Purpose of report 

 
The purpose of this report is to present to the 
Governing Body a summary of the summary 
financial position of the CCG as at month 10 (for 
the period ended 31st January 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 
 

 
Note the summary financial position 

Sponsoring Governing Body member  
(where relevant) 

Chris Macklin, Chief Finance Officer 

Report Author David Chandler, Head of Finance 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

x X   x  

Any relevant legal/statutory issues  

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

Yes 
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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 
 
 

 
 
 
 
 
 
 
 
 
 
 

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? 
 

 
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 
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Finance Report for the period to 31st January 2014 (Month 10) 

 
 
1. Purpose of the Report 
 
The purpose of this report is to present the Governing Body with the summary financial 
position for the CCG as at month 10. 
 
2. Summary Financial Position 
 
The summarised cumulative financial position of the CCG to 31st January 2014 together 
with forecast outturn for the year is as follows: 
 
 Sunderland CCG

Financial Position - Month 10 2013/14

CATEGORY

Annual budget 

(£)

Budget 

(£)

Actual

(£)

Variance

(£)

Outturn

£

Variance

£

ACUTE COMMISSIONING 218,559,610 181,430,586 183,310,153 1,879,567 221,014,244 2,454,633

AMBULANCE SERVICES 12,388,329 10,331,260 10,068,298 -262,962 12,097,367 -290,962

COMMUNITY SERVICES 29,813,066 24,847,002 24,849,913 2,911 29,819,144 6,078

MH COMMISSIONING 50,509,462 42,107,715 42,315,690 207,975 50,797,514 288,052

MISC COMMISSIONING 4,604,111 3,443,410 2,571,949 -871,461 3,888,289 -715,822

PACKAGES 29,291,474 24,409,528 23,218,893 -1,190,635 29,420,561 129,087

PREMISES 2,283,000 1,902,496 1,902,496 0 2,283,000 0

PRESCRIBING 50,384,504 42,021,846 43,467,965 1,446,119 51,929,553 1,545,049

PRIMARY CARE 3,759,725 3,133,090 2,546,648 -586,442 3,054,078 -705,647

REABLEMENT 3,306,065 2,236,093 2,020,972 -215,121 2,407,767 -898,298

OTHER 20,666,654 14,156,660 0 -14,156,660 2,105,964 -18,560,690

SUB TOTAL COMMISSIONING BUDGETS 425,566,000 350,019,686 336,272,977 -13,746,709 408,817,481 -16,748,519

RUNNING COSTS 6,148,000 4,957,014 4,518,145 -438,869 5,908,519 -239,481

TOTAL CCG 431,714,000 354,976,700 340,791,122 -14,185,578 414,726,000 -16,988,000

Year to Date Forecast

 
 Sunderland CCG

Other Budgets Breakdown - Month 10 2013/14

CATEGORY

Annual budget 

(£)

Budget 

(£)

Actual

(£)

Variance

(£)

Outturn

£

Variance

£

1% Surplus 4,079,000 3,399,160 0 -3,399,160 -4,079,000

12/13 Carry Forward Surplus (from STPCT) 7,909,000 6,590,833 0 -6,590,833 -7,909,000

Additional Surplus agreed with Area Team 5,000,000 4,166,667 0 -4,166,667 -5,000,000

2% Non Recurrent Reserve 3,152,654 0 0 0 1,805,964 -1,346,690

1/2% Contingency 526,000 0 0 0 300,000 -226,000

TOTAL 20,666,654 14,156,660 0 -14,156,660 2,105,964 -18,560,690

Year to Date Forecast

 
 
 
The CCG is reporting a year to date surplus of £14,186k which is in line with the 
planned forecast outturn surplus of £16,988k for 2013/14.   
 
The programme costs year to date position is £13,747k underspent against a year to 
date plan of £14,156k underspent.   
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The CCG is reporting overspends against a number of acute contracts due to over 
performance with providers such as County Durham and Darlington NHS Foundation 
Trust (CDDFT) and Spire Ltd. The main acute contract held with City Hospitals 
Sunderland (CHS) continues to be reported as break-even. The CCG continues to 
report overspends on both NHS and Non NHS non contract activity.  The reported 
overspend on acute commissioning of £1,880k is offset by underspends on other areas 
of spend including a £586k underspend on the 2013/14 enhanced services budget and 
£1,191k underspend on packages. 
 
The month 10 financial position for prescribing is £1,446k overspent based on month 8 
prescribing data.  The breakdown of the overspend is as follows 
 

 GP drugs - £883k overspent   

 Centrally held drugs - £398k overspent 

 Oxygen - £218k overspent 

 Contingency and other miscellaneous areas of spend - £53k underspent 

 Total £1,446k overspent 
 
The packages of care budget is reporting a £1,191k underspend to date which is an 
adverse movement from the reported month 9 position. The movement is due in the 
main to an increase in the number of adult clients being funded from the CCG budget. 
 
The reported running costs position for month 10 is an underspend of £439k which is 
due to vacancies and low spend to date against non-staff costs. 
 
More detail on variances in shown in Appendix 1. 
 
Forecast Outturn 
 
Based on the information available to date and following granular reviews of budgets, 
spend to date and forecast outturns with budget managers the CCG is continuing to 
forecast a planned surplus of £16,988k 
  
Acute commissioning is expected to overspend by £2,455k which is due in the main to 
over performance at CDDFT, Spire and on non contract activity.  Prescribing is forecast 
to be over by £1,545k by year end based on PPA spending profiles. Due to the increase 
in the number of adult clients being funded the CCG packages of care budget is now 
forecast to overspend by £129k.   
 
Offsetting these adverse positions are favourable forecast underspends on ambulance 
services £291k, carer budgets £316k, primary care £715k, reablement budgets £898k, 
2% reserve £1,347k, contingency reserves £226k and the surplus reserves £16,988k. 
 
The forecast out-turn includes the following material assumptions: 
 

 Winter plan spending of £6,988k (£6,192k from CCG reserves and £1,106k 
central allocation from NHS England). 

 Utilisation of £300k of contingency reserves on non-contract drugs. 
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 Utilisation of the remaining commissioning reserves – spending on additional in 
year pressures / commitments. 

 CHS acute contract breaking even (excluding winter plan spending). 

 Running costs underspend of £240k.  
 
QIPP / Resource Releasing Efficiency Savings 
 
The forecast outturn assumes the CCG will achieve savings of £4,529k in full.  For the 
year to date, an achievement of £3,846k is reported against the plan of £4,056k. 
Following information received from PPA, the prescribing scheme is not forecast to 
achieve the target of £650k savings however this is expected to be offset by additional 
savings in community, urgent care and long term conditions. 
 
The risk of non-delivery of QIPP has been assessed at £450k and a mitigation plan is in 
place to manage this risk.  Full delivery of the QIPP programme will require concerted 
efforts by secondary care, community care & prescribing leads. 
 
Sunderland CCG

QIPP Delivery - Month 10 2013/14

Year to Date 

Category 

Gross 

Savings 

(£)

Plan 

(£)

Actual 

(£)

Variance 

(£)

Outturn

£

Variance

£

LTC -780,000 -650,000 -680,333 -30,333 -871,000 -91,000

Urgent Care -367,000 -305,833 -500,000 -194,167 -600,000 -233,000

Mental Health -1,451,000 -1,451,000 -1,451,000 0 -1,451,000 0

Other -160,000 -133,333 -133,333 0 -160,000 0

Planned Care -881,000 -734,167 -557,833 176,333 -881,000 0

Community Services -240,000 -240,000 -523,333 -283,333 -566,000 -326,000

Prescribing -650,000 -541,667 0 541,667 0 650,000

Total -4,529,000 -4,056,000 -3,845,833 210,167 -4,529,000 0

Forecast

 
 
3. Balance Sheet 
 
Summary Balance Sheet 
 
A copy of the summary balance sheet (also known as the statement of financial 
position) as at January 31st 2014 shows current assets of £3,133k. The balance sheet 
includes non-current assets of £191k which have been established in month 10 within 
the CCG’s ledger following guidance received from NHS England on legacy balance 
sheet transfers from Sunderland Teaching Primary Care Trust. Current Liabilities stood 
at £19,695k. 
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January December Movement

£000's £000's £000's

Non Current Assets Property, plant and equipment 191 (55) 246

Total Non Current Assets 191 (55) 246

Current Assets Trade and other Receivables 2,304 1,232 1,072

Cash and cash equivalents 829 1,351 (522)

Total Current Assets 3,133 2,583 550

Total Assets 3,324 2,528 796

Current Liabilities Trade and other payables (19,695) (21,414) 1,719

Total Current Liabilities (19,695) (21,414) 1,719

TOTAL ASSETS EMPLOYED (16,371) (18,886) 2,515

Financed by Taxpayers Equity

Capital & Reserves General Fund (16,371) (18,886) 2,515

TOTAL TAXPAYERS EQUITY (16,371) (18,886) 2,515  
 
Legacy Balances 
 
There has been a change in guidance from NHS England whereby now almost all 
balances from the former PCT will transfer formally into NHS England’s balance sheet 
in 2013/14.  We anticipate the CCG will only receive balances this year for partially 
completed spells and fixed assets.  To date we have not identified any financial risk to 
the CCG from this exercise. The legacy fixed assets have now been added to the 
CCG’s balance sheet. 
 
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 4,179 34,460

Total Non-NHS Trade Invoices Paid Within 30 Day Target 4,017 32,952

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 96.12% 95.62%

NHS 

Total NHS Trade Invoices Paid in the Year 1015 252,125

Total NHS Trade Invoices Paid Within 30 Day Target 981 251,617

Percentage of NHS Trade Invoices Paid Within 30 Day Target 96.65% 99.80%  
 
The CCG is reporting the achievement of BPPC on all four indicators despite teething 
problems between new systems and processes which have resulted in payment issues.  
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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 5% 
of the monthly draw down left in the main bank account each month.  This target was 
achieved in January with 2.46% of draw down in the bank at the end of the month.   
 
Performance for this month and last month is shown below: 
 

Actual Actual

December January

£000's £000's

Income

Balance bfwd 832 1,351

DOH Income 30,000 33,700

Prescribing/Home Oxygen Therapy Charge to Cash Limit 4,528 4,084

Other Income 63 282

Total Income 35,423 39,417

Expenditure

Pay (283) (307)

NHS Payments including contracts (25,255) (27,649)

Other Payments -  BACS/CHAPS/Pos (3,893) (6,435)

Prescribing/Home Oxygen Therapy (4,528) (4,084)

Other (113) (113)

Total Expenditure (34,072) (38,588)

BALANCE CFWD 1,351 829

Variance against drawdown (Period) 4.50% 2.46%

 
 
Following receipt of the Cash Report for December 2013 the CCG has been notified 
that the maximum cash drawdown for 2013-14 is £389,632k which is £6,827k less than 
requested by the CCG. A risk assessment has been carried out and it is not anticipated 
that this will result in breach of contract terms by the CCG in respect of delayed 
payments to providers.  
 
4. Financial Risks & Mitigations 
 
The Governing Body Budget Setting Paper of 9th April 2013 identified a number of 
known financial risks that continue to require careful in year management. 
 
Over Spending Budgets, Consequences of Transition & QIPP Under-delivery 
 
Financial risk facing the CCG in 2013/14 has been assessed at £2,500k in a worst case 
scenario.   
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A month 10 review of the financial risks resulted in the following risks being identified: 
 
• Acute contracts over performance £500k (excluding winter fund) 
• Increase in continuing care client costs £500k 
• Prescribing pressure £250k 
• Specialist services drugs pressure £250k 
• QIPP Slippage of 10% £450k 
• Potential for other unknown financial liabilities £500k  
 
When adjusted for the likelihood of risks materialising the overall financial risk has been 
assessed at £868k. 
 
Mitigations in the form of uncommitted reserves and delaying or slipping investments 
totalling £980k 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 2013/14.  Further detail around the assessment of the individual financial 
risks and the mitigations offsetting them can be found in Appendix 2. 
 
Significant Under Spend  
 
As identified at the setting of budgets there is a risk that any surplus greater than the 
plan of £16,988k could be lost to the local health economy.  Reviews of forecast 
outturns based on various scenarios and corresponding mitigation plans have been 
produced to manage risk in this area. 
 
 
5. Recommendation 
 
The CCG Governing Body is asked to: 
 

1. Note the Summary Financial Performance.  
 
 
David Chandler 
Head of Finance 
Sunderland CCG 
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Appendix 1 – Budget Category Analysis 
 
Sunderland CCG - Budget Category Detailed Analysis

Sunderland CCG

Acute Commissioning - Month 10 2013/14

CATEGORY

Annual budget 

(£)

Budget 

(£)

Actual

(£)

Variance

(£)

Outturn

£

Variance

£

CITY HOSPITALS SUNDERLAND NHSFT 172,707,325 144,039,406 144,112,810 73,404 172,724,624 17,299

GATESHEAD HEALTH NHSFT 14,621,850 12,184,871 12,184,871 0 14,621,850 0

NEWCASTLE TYNE HOSP NHSFT 9,052,600 7,543,821 7,658,822 115,001 9,189,715 137,115

CO. DURHAM & DARL NHSFT 5,765,855 4,804,870 5,134,870 330,000 6,378,728 612,873

SPIRE HEALTHCARE LTD 2,831,954 2,359,960 2,959,377 599,417 3,521,954 690,000

SOUTH TYNESIDE NHSFT 1,366,880 1,139,060 1,019,982 -119,078 1,218,235 -148,645

WASHINGTON WALK IN CENTRE 1,057,000 880,831 823,210 -57,621 987,852 -69,148

SOUTH TEES HOSPITAL NHSFT 500,000 416,661 416,458 -203 520,000 20,000

NORTHUMBRIA HC NHSFT 203,000 169,161 267,270 98,109 320,724 117,724

NORTH TEES & HARTLEPOOL NHSFT 203,000 169,161 147,779 -21,382 187,335 -15,665

EXEMPT OVERSEAS VISITORS 71,000 59,160 14,694 -44,466 71,000 0

WINTER PRESSURES 6,998,000 5,012,686 5,012,687 1 6,988,001 -9,999

NON CONTRACT ACTIVITY NHS & NON NHS 3,181,146 2,650,938 3,557,323 906,385 4,284,226 1,103,080

TOTAL 218,559,610 181,430,586 183,310,153 1,879,567 221,014,244 2,454,633

YTD Notes

Overspend of £1,880k includes over performance against plan of £330k at CDDFT & £600k at Spire

City Hospitals Sunderland reported Month 10 YTD position as break-even for main contract. Overperformance on NCA charges 

in relation to variable charges for MRI reading at Washington WIC. 

Non Contract Activity (NCA)- overspend of £906k relates to £746k for non nhs & £160k for nhs activity. 

NCA Non NHS - £85k of the £746k relates to non recurrent issues such as patient transport contract, £236k relates to 

overperformance on Independent Provider Orthopeadic Activity , £154k relates to Hearing Aid Services

and the remainder relates to multiple existing minor funding arangements carried over from the PCT. 

NCA NHS - improved faster processing of invoices has highlighted pressure of £160k - being reviewed by Finance & Contracting

Underspends on certain areas are expected to continue but be offset by some winter pressures from these providers

Year to Date Forecast

 
 
 
Mental Health Commissioning

Month 10 2013/14

CATEGORY

Annual budget 

(£)

Budget 

(£)

Actual

(£)

Variance

(£)

Outturn

£

Variance

£

NORTHUMBERLAND T/W NHST 49,736,267 41,446,884 41,844,836 397,952 50,246,840 510,573

TEES ESK/WEAR VAL NHSFT 564,045 470,032 389,573 -80,460 467,487 -96,558

MISC (INC VETERANS FUNDING) -110,000 -110,000 -114,807 -4,807 -114,807 -4,807

MIND 209,150 209,139 196,088 -13,051 197,995 -11,155

IMHA 110,000 91,660 0 -91,660 0 -110,000

TOTAL 50,509,462 42,107,715 42,315,690 207,975 50,797,514 288,052

YTD Notes

NTW includes Month 10 YTD over performance of £398k relating to high cost patients (based on M7 data) and additional package 

agreed for LD patient. 

Position includes funding from North Yorkshire & York  Area Team for MH veteran patients charged by NTW as part of contract. 

Offset by continued underspend on TE&WV contract & un-needed budget for IMHA (Advocacy Service)

Year to Date Forecast
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Community Services

Month 10 2013/14

CATEGORY

Annual budget 

(£)

Budget 

(£)

Actual

(£)

Variance

(£)

Outturn

£

Variance

£

S TYNESIDE NHSFT 28,628,106 23,859,554 24,402,592 543,038 29,288,106 660,000

MSKCAT SERVICE 716,723 597,260 569,100 -28,160 677,000 -39,723

SUNDERLAND LA INCOME -477,677 -398,063 -697,221 -299,158 -836,677 -359,000

OTHER CONTRACTS 945,914 788,251 575,443 -212,808 690,715 -255,199

TOTAL 29,813,066 24,847,002 24,849,913 2,911 29,819,144 6,078

YTD Notes

South Tyneside Community Services reporting an over performance valued at £543k for month 10 offset by £300k income from 

local authority for Infection Control SLA.Overpeformance relates to Continence & Enteral Feeds. 

Other Contracts includes an underspend on PCG Private Patient Physio of £149k following the commissioning of services

from Connect.

Connect Physio Contracts YTD overperformance of £103k and Connect MSK YTD overperformance of £67k included in position. 

Year to Date Forecast
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Appendix 2 – Risk Management 
 Risks relate to values NOT covered by the 2013/14 I&E Plan

Description of risks                                                

Events that may happen which have 

not been built into PCT's expenditure 

plans. Full  value 

of risk

£'000s

Probabilit

y of risk 

being 

realised

(75 / 50 

/25)%

Potential 

value of 

risk 

£'000s

Commentary - Source of the Risks

Acute SLAs
500 25% 125.00

Demand management initiatives not 

working / continuation of over 

performance trends

Community SLAs -

Mental Health SLAs 50 10% 5.00

Continuing Care

500 25% 125.00

Restitution Costs higher than expected 

by 5% and possible increased in client 

list over and above current forecast. 

QIPP Under-Delivery 450 25% 113.00 10% slippage on QIPP plan for 13/14

Performance Issues -

Others…
1,000 50% 500.00

Prescribing Pressures & Specialist Drugs 

& potential unidentified spend

TOTAL RISKS 2,500 868.00

Description of mitigations

Actions that could be implemented or 

uncommitted funds Full value 

of 

mitigating 

action

£'000s

Probabilit

y of 

success of 

mitigating 

action 

(75 / 50 / 

25) %

Expected 

value of 

mitigation 

£'000s

Commentary - Source of the 

Mitigation

Uncommitted Funds (Excluding 2% 

NR Headroom):

Contingency Held 800 100% 800.00 

 Recurrent "activity managment" 

reserve & contingency after funding 

Winter Surge fund

Contract Reserves 100% -

Investments Uncommitted 100% -

Underspends on Packages & Primary 

Care
75% -

Actions to implement:

Further QIPP extensions -

Non-recurrent measures 240 75% 180.00 slippage on grants £240k.

Delay / reduce Investment plans -

Others… -

TOTAL MITIGATION 1,040 980.00

NET HEADROOM 112.00 

Best Case Impact (980.00)
No risks materialise and funds remain 

uncommitted.

Worst Case Impact 1,520.00 

All risks occur and further actions all  

unsuccessful, uncommitted funds 

mitigate only.  
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
SCCG Governing Body 

25th February 2014 

 
Report Title 
 

SCCG Assurance Report – January 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 2013/14. 

 
Key issues, assurances and risks 
 

Key performance Risks: 
 

 A and E 4 hour waits 

 Ambulance Handovers 

 Cancer 62 day waits 

 Cancer 2ww Breast 

 HCAI 

 Astro PU Prescribing Costs 

 Friends and Families Test for A&E 
 

Key transformation programme risks in year: 

 Implementation of the Cardiac 
Rehabilitation Pathway 

 Development of a range of Ambulatory care 
pathways 

 Management resource to deliver key 
initiatives 

 
Recommendation/Action Required 
 

 
The Governing Body is recommended to: 

 Note both the position against the Balanced 

Scorecard and progress to date against the 

CCG Operational Plan 2013/14 

 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.  (Options for use of the 
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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 

payment to be considered as part of a future 
Executive Committee Development 
Session) 

Sponsoring Governing Body member  
(where relevant) 

Debbie Burnicle 

Report Author 
 
Matt Thubron, 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 

 
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  
Need to review cancer waits, ambulance 
handover and Friends and Family test for 
inclusion on register.  

 

Any information governance issues  No 

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

 

 
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 

 
Any impact on patient outcomes? 
 

Yes as per the Executive Summary 

 
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 interim assurance framework and a high level summary 
of progress with delivery of the operational plan transformation programmes for 13/14.  The 
Executive Committee receive a more detailed report on progress with each transformation 
programme. This report shows the current position against all indicators covering the 5 domains 
using a combination of nationally published, locally collected data from primary care systems and 
locally calculated proxy measures. 
 

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 
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 
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 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 months report: 

 Domain 1 - Are local people getting good quality care? 
o Risks continue for HCAI performance for Gateshead Health and South Tyneside FT 

(to which we are associates to the contract) 
o Risks continue around HCAI performance at City Hospitals Sunderland. 
o City Hospitals Sunderland were flagged as an outlier for HSMR Mortality in October.  

This is being picked up via the Quality Review Group. 
 

 Domain 2 - Are patient rights under the NHS Constitution being promoted? 
o Cancer 62 Days – Improvement from the previous month and continues to be 

monitored through contracts. 
o Cancer 2WW Breast – Although year to date performance is above the national 

standard, City Hospitals Sunderland failed for November and December and thus 
failed Q3.  This is the same position for the CCG.  This is being addressed via the 
Contract and Quality Route and meetings have been arranged to review 
performance and actions being taken. 

o Risks continue around A/E performance and Ambulance Handovers (the latter is not 
a formal part of the Domain score) 
 

 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 Repeat Dispensing (local Quality Premium priority) – November position now above 
the trajectory of 27.5%. 

o Friends and Family Test – Performance remains below the 15% for response rate 
for A&E.  This is being addressed via the CHS Quality Review Group. 

o Risks continue around HCAI performance and prescribing Astro PU ( the latter is 
not part of the Domain score) 

 
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 £1,354,238 and is made up from a number of indicators 
from the 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, 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 although 
A&E and cancer 62 day waits are both risks for year end delivery and could mean a deduction of 
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680k in total.  This month has seen an increase in the value due to achieving Repeat Dispensing 
for November. 
 

5. Delivery of Operational Plan 2013/14 – Executive Summary 

Overall plans are progressing well and in particular work continues to progress in areas such 
as the Care Homes Programme and the implementation of the pulmonary rehab programme.  
Revised operational plans for the work being undertaken in relation to intermediate care are 
now in place which better reflect the work being taken forward which will provide the Executive 
with a much better understanding of progress.    
 
PMO (Programme Management Office) resource has now been assigned to the MSK 
Programme of Work and a robust project structure is in place including a Director Led Steering 
Group to drive forward this work.  However, full mapping of the work required has confirmed 
that timescales are extremely tight, particularly at the front end of the programme with five 
weeks to complete the business case and draft service specification for the March Executive 
Committee to approve.  However, mitigating actions are being put in place with the aim of 
getting the programme back on track to ensure delivery by April 2015.  The March Executive 
Committee will need to review progress and whether the mitigation is sufficient to enable the 
new service to be operational by April 2015. 
 
Following a change in Management Lead, it has been identified that there has been no progress 
in relation to Cardiac rehabilitation with much of the focus in relation to Cardiac being around the 
Community Cardiology Clinic and the launch of the QP Pathway.  This is being reviewed with the 
Clinical Lead currently.  
 
The Reform Team are currently experiencing unforeseen capacity issues which has required the 
re-allocation of management resource to the areas of most need, specifically to support the work 
undertaken by the Unscheduled Care Board.  As a result of this, work is currently underway to 
identify management support to take over the Dementia and Care Homes programme of work. 
 

6. Recommendations 
 

The Executive is recommended to: 

 Note both the position against the Balanced Scorecard and progress to date against the 
CCG Operational Plan 2013/14 

 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.  (Options for use of the 
payment to be considered as part of a future Executive Committee Development Session). 

 

Matt Thubron/Lynsey Caizley 
Author 
 
Debbie Burnicle 
Sponsor 
12 February 2014
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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 

Balanced Scorecard

Rated as Amber/Green due to MRSA and CDIFF at all three 

Providers and CHS were flagged as an outlier for Mortality in 

October. Serious Incidents remain outside of the quarterly 

assessments.

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 Quarter 2 assessment.  A&E 4 Hour Waits at CHS 

are the main area of risk.  Pressures around Cancer 62 waits (not 

consultant upgrade) also present and are at risk of achievement.

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.  HCAI remains a significant risk.  Proxy data 

is now available for some indicators but not for all.  The BI Team are 

working on proxy data for other indicators.  Please note that Proxy 

measures are based on 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 No N/A 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 Yes Yes No N/A Yes Yes No N/A

the provider has reported more C difficile cases than trajectory Yes Yes No N/A Yes Yes No N/A Yes Yes 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 No N/A 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

Providers

Matt Thubron

Sue Goulding

Sue Goulding

Contract Team

City Hospitals Sunderland NHS 

FT
Inidicator

AMBERGREEN AMBERGREEN AMBERGREEN GREEN AMBERGREEN

North East Ambulance Service

AMBERGREEN

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
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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

2013/042013/052013/062013/072013/082013/092013/102013/112013/122014/012014/022014/03

29 18 Week Referral to Treatment Waiting Times - Admitted (adjusted) pathways YES Scott Watson Chris Macklin Nov-13 - YTD 92.4% 90.0% gggggggggggg

30 18 Week Referral to Treatment Waiting Times - Non-admitted pathways YES Scott Watson Chris Macklin Nov-13 - YTD 98.4% 95.0% gggggggggggg

31 18 Week Referral to Treatment Waiting Times - Incomplete Pathways YES Scott Watson Chris Macklin Nov-13 - YTD 95.3% 92.0% gggggggggggg

32 52 Week Referral to Treatment Waiting Times - Admitted YES Scott Watson Chris Macklin Nov-13 - YTD 2 0

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

gggggggggggg

33 52 Week Referral to Treatment Waiting Times - Non-admitted YES Scott Watson Chris Macklin Nov-13 - YTD 0 0 gggggggggggg
34 52 Week Referral to Treatment Waiting Times - incomplete pathway YES Scott Watson Chris Macklin Nov-13 - YTD 0 0 gggggggggggg

35 Patients waiting more than 6 weeks for 15 key diagnostic tests YES Scott Watson Chris Macklin Dec-13 - YTD 0.9% 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 Dec-13 - YTD 94.5% 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 Dec-13 - YTD 98.7% 95.0% gggggggggggg
36 % patients spending 4 hours or less in A&E or minor injury unit - CCG Composite No Scott Watson Ann Fox Jan-14 - YTD 96.1% 95.0% gggggggggggg
40 No waits from decision to admit to admission (trolley waits) over 12 hours YES Scott Watson Ann Fox Jan-14 - YTD 0 0 gggggggggggg

41 % patients seen within 2 weeks of urgent referral for suspected cancer YES Scott Watson Chris Macklin Dec-13 - YTD 94.6% 93.0% gggggggggggg
42 % patients seen within 2 weeks of urgent referral for breast symptoms YES Scott Watson Chris Macklin Dec-13 - YTD 94.7% 93.0% gggggggggggg

43 % patients treated within 31 days of cancer diagnosis YES Scott Watson Chris Macklin Dec-13 - YTD 99.2% 96.0% gggggggggggg
44 Cancer diagnosis to treatment waiting times (31 day subsequent treatment surgery) YES Scott Watson Chris Macklin Dec-13 - YTD 99.6% 94.0% gggggggggggg
45 Cancer diagnosis to treatment waiting times (31 day subsequent treatment drugs) YES Scott Watson Chris Macklin Dec-13 - YTD 100.0% 98.0% gggggggggggg
46 Cancer diagnosis to treatment waiting times (31 day subsequent treatment radiotherapy) YES Scott Watson Chris Macklin Dec-13 - YTD 98.6% 94.0% gggggggggggg

47 % patients treated within 62 days of urgent referral for suspected cancer YES Scott Watson Chris Macklin Dec-13 - YTD 85.4% 85.0%

Despite the CCG failing Q2, performance has improved performance is now 86.6% despite showing 

month on month decreases from July.  This continues to be monitored monthly and picked up at 

contract review meetings.  Some issues with Urology diagnostics have been picked up with CHS 

and action plans have been requested.  CHS also have a RPIW planned for Urology early in the 

year.

gggggggggggg

48 % patients treated within 62 days of urgent referral from NHS Cancer Screening Programmes YES Scott Watson Chris Macklin Dec-13 - YTD 98.6% 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 Dec-13 - YTD 85.7% 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.  Particular 

pressures around complex patients at CHS and NUTH and NUTH have raised issues when patients 

are referred onto the Trust who are already beyond the 62 days.  This being picked up via contract 

review meetings

gggggggggggg

50 Ambulance: Cat A calls responded to <8 mins (Red 1 - Critical) Yes Scott Watson Chris Macklin Nov-13 - YTD 84.1% 75.0% gggggggggggg
51 Ambulance: Cat A calls responded to <8 mins (Red 2 - Serious) Yes Scott Watson Chris Macklin Nov-13 - YTD 83.3% 75.0% gggggggggggg

73 Ambulance: Cat A calls resulting in an ambulance arriving at the scene within 19 minutes Yes Scott Watson Chris Macklin Nov-13 - YTD 98.7% 95.0% gggggggggggg

52 Number of patient breaches of Mixed Sex Accommodation Yes Scott Watson Chris Macklin Jan-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 Dec-13 - YTD 1 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.
gggggggggggg

54 No urgent operation to be cancelled for a 2nd time Yes Scott Watson Chris Macklin Dec-13 - YTD 0 0 gggggggggggg

55 % patients discharged from Mental Health wards receiving follow up within 7 days Yes Ian Holiday
Debbie 

Burnicle
Nov-13 - 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 Dec-13 - YTD 757 0

757 breaches at Sunderland Royal Hospital.  Please note that this indicator is not included in the 

overall Domain 2 rating as part of the assurance framework.  Joint work ihas started between CHS 

and NEAS around reducing the number of handover delays and a number of NEAS bids were 

approved for Winter. Although Q2 performance improved, handover delays in October and 

December were again above 100.  The quality review group are also coordinating a piece of work 

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

Trend

Ambulance Handovers

Cancelled operations

Referral to treatment waiting times for non-urgent consultant-led treatment

Cancer waits - 62 days

Cancer waits - 2 week

Cancer waits - 31 days

Diagnostic test waiting times

A&E waits

NHS Constitution Measures

Sunderland CCG

NHS Planning Framework Key Performance Indicators

Performance below the lower threshold OR same indicator has Amber performance for two consecutive quarters

INDICATOR RAG RATING

Performance at or above the standard

Performance between the standard and the lower threshold

CHS performance continues to be under the 95% despite achieving Q2. CHS achieved trajectory for 

December but still significant risk to Q4 and full year for 2013/14.  Pallion now operational as of 

Wednesday 8th January and performance has improved due to the additional capacity in the 

system.  Activity at Pallion is around 30 patients per day and early information shows no additional 

activity at CHS due to Grindon Lane closing overnight.  

Referral to treatment waiting times for non-urgent consultant-led treatment

YES

Overall Risk Rating

AMBER/GREEN

Mixed sex accommodation

Mental Health

 



 NHS Protect Item: 10.3 

9 

 

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 64.8% No deterioration Rated as red due to no available data.  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. gggggggggggg

8
Unplanned hospitalisation for chronic conditions that should usually be treated 

outside of hospital
YES Yes Ian Holliday Debbie Burnicle Oct-13 - YTD 521 650

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 Oct-13 - YTD 239 243
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 Sep-13 - YTD 61.0% 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 Dec-13 - YTD 27.7% 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 ongoing 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 Oct-13 - YTD 813 1,080

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. 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 Oct-13 - YTD 128 143
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 Dec-13 - YTD 17.5% YES gggggggggggg

22a Friends and Family test - A&E Response Rate of 15% Achieved? No Sue Goulding Ann Fox Dec-13 - YTD 10.1% YES gggggggggggg
22b Friends and Family test - Inpatient Response Rate of 15% Achieved? No Sue Goulding Ann Fox Dec-13 - YTD 28.8% YES gggggggggggg

| | | | | | | | | | | |

23 Number of MRSA infections for local CCG residents Yes Sue Goulding Ann Fox Dec-13 - YTD 0 0 gggggggggggg

24 Number of MRSA infections in local Hospitals No Sue Goulding Ann Fox Dec-13 - YTD 3 0 gggggggggggg

25 Number of Clostridium Difficile infections for local CCG residents Yes Sue Goulding Ann Fox Dec-13 - YTD 67 63 gggggggggggg

26 Number of Clostridium Difficile infections in local NHS FT No Sue Goulding Ann Fox Dec-13 - YTD 31 27 gggggggggggg

27 Repeat dispensing as % of all items prescribed Yes Zahra Irannejad Geoff Stephenson Nov-13 - YTD 28.3% 27.5% gggggggggggg

28 Prescribing costs per astro pu (distance from SHA ave %) No Zahra Irannejad Geoff Stephenson Nov-13 - YTD 7.6% 5.0% gggggggggggg
| | | | | | | | | | | |

56
Proportion of people with depression and/or anxiety disorders with access to 

psychological therapies
Yes Ian Holiday Debbie Burnicle Dec-13 - YTD 9.1% 8.0%

Significant improvement made over the past few months and work remains ongoing to further improve the performance.  The 

service pushed for a catch up in October and November and is now about the trajectory. gggggggggggg

57 The number of people accessing IAPT who are moving to recovery No Ian Holiday Debbie Burnicle Dec-13 - YTD 47.3% 50.0%

Recovery target met for June and July.  Performance in November was just below the 50% target as the services continues to work 

towards delivering the target.  Performance continues to be monitored at monthly performance and contract meetings and focus is 

on to deliver the 50% at year end.
gggggggggggg

AMBER/RED

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.

1 case in April with CHS which was a complicated case and a PIR has been carried out and assigned to CHS.  1 case in August 

which was also attributed to CHS.  1 additional case reported in September by CHS.  No cases assigned to the CCG although 2 of 

the 3 cases reported by CHS are Sunderland residents.  1 case was a North Durham resident.

Improvement on 

current performance

Director of Public Health

Director of Public Health

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

Continued clinical dialogue between CCG and CHS around CDIFF and action plan discussed regularly at HCAI Improvement Group.  

Work beginning around Primary Care and discussions took place at the TITO to raise awareness.  Significant progress is being 

made towards delivery of CDiff at CHS.  January there were 2 cases at CHS which is a risk due to the current level of bed occupancy 

and Norovirus.

Combined rate remains about the 15% standard but has reduced again for December below 25%.  A&E remains an issue with 

10.0% response rate for A&E, again a decrease for December.  Work is ongoing via the quality review group to understand what 

more could be done to improve the response rate.  Maternity FFT results are in and show similar position to inpatients with 

average response rates but very good scores.

Despite a small dip in performance in October, November position for repeat dispensing is now above the 27.5% SCCG target 

marker. With more practices still to engage in the Repeat Dispensing scheme it is anticipated that the Repeat Dispensing % will 

increase further in the 2nd half of the financial year.  
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Quality premium 2013/14 overview

Cumbria, Northumberland, Tyne and Wear Area Team

Sunderland CCG

Population*

Possible Quality Premium Funding (£5 per head)

Assumptions

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 N/A

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

Yes £169,280

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

Achievement

270,848

£1,354,238

The CCG manages within its total resources for 2013/14

There are no serious quality failures during 2013/14

Value Measure details

N
at

io
na

l
Lo

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

 



 NHS Protect Item: 10.3 

11 

 

Outcome Aspirations are grey where no data for the current year is available.  Data flows are currently being established and agreed with NECS.
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• MSK Programme (3)
• Consider the outcomes of the review of the Out of hours Palliative care service (2)

• Explore variation in outpatient referrals (2)

• Reduce procedures of limited clinical value (2)
• Review national guidance re: commissioning services for maternity and newborn (3)

• Continue implementation of the Dementia strategy including:
-Care in  hospital / home

-Early diagnosis

-Anti-psychotic prescribing (5)

• Development of  a range of ambulatory care pathways (6)
• Implement review of MIU Urgent care integrated service (6)

• Explore innovative options for same day access to GP services (6)

• Implementation of Mental Health Liaison within A&E (6)
• Continued CCG Leadership of whole system Model of Care Programme including Support in the 

Community  & Urgent Crisis (2)
• Review GP Out of Hours service and re-procure (3)

• Community nursing teams review (5)
• District nursing review (4)

• Improve self management including: Telehealth & Psychological therapies (5)

• Carers Programme (5)
• Review acute pathways re: Length of Stay for diabetes (4)

• Implementation of Rehabilitation pathways including Pulmonary rehab; Cardiac Rehab; 
Neurological rehab (4)

• Maximise medicines optimisation in  collaboration with Community pharmacy (3)
• Improve Prescribing for vulnerable patients (5)

• Implement prescribing guidelines re: Primary care (4)

• Mobilisation of new medicines management programme (3)
• Deliver 4 work programmes re ASTRO PU (2)

• Further development of primary care mental health services (5)
• Continued support to NTW PRIDE Project  delivering new build  and reconfigured inpatient 

environments at Monkwearmouth in 2013 and Ryhope in 2014 (2)

• Further development of children and young peoples mental health services (6)
• Implementation of  Winterbourne recommended actions (5)

• Physical health checks for those with severe mental health and learning disabilities (4)

• Review of Endoscopy capacity (4)
• Practices to implement North East Cancer Network  Pathways (4)

• Care Homes Programme (bringing together care home initiatives across Mental Health, Long term 
conditions, urgent care etc) (7)

• Continue implementation of models for Integrated community teams (2)

• Development of Intermediate care hub including intermediate care hub, admission avoidance & 
early supported discharge (4)

• Joint working with Sunderland City Council and 3rd sector in care homes and at home (1)
• Care Homes Programme (Education of Care Homes staff) (7)

• Monitoring of prescribing antibiotics (1)

Cross Cutting 
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Decrease  potential years of life lost from causes 
amenable to healthcare

Reduce under 75 mortality rate from cancer 

Reduce unplanned hospitalisation for chronic 
ambulatory care sensitive conditions

Increase the number of people with COPD and Medical 
Research Council (MRC) Dyspnoea Scale ≥3 referred to a 

pulmonary rehab programme

Improve the Diagnosis rate for people with Dementia

Increase the  number of  people with depression 
referred for psychological therapies receiving it

Reduce emergency admissions for acute conditions that 
should not usually require hospital admission

Ensure achievement of A&E 4 hr waits

Ensure timely ambulance handovers

Reduce emergency readmissions within 30 days of 
discharge from hospital

Reduce incidence of HCAI – Cdiff and MRSA

Reduce prescribing costs per Astro PU

Increase repeat dispensing as a% of all items prescribed
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Around 6,000 Domestic Violence (DV) incidents 
are reported in Sunderland each year, with at 
least the same amount estimated to go 
unreported.  While DV is often viewed as a 
minority issue, affecting a small proportion of the 
population, up to 53,800 adults in the city may 
have experienced DV at some point in their 
lives.  The estimated total cost of DV in 
Sunderland is almost £80 million per year. 
This report provides a comprehensive review of 
the prevalence of DV in Sunderland and the 
services that exist to support victims.  It 
identifies areas where service development or 
partnership working may reduce the incidence of 
DV and/or improve outcomes for those affected 
by the issue.  

 
Key issues, assurances and risks 
 

 

A range of professionals identified a need for a 
clearly defined pathway and understanding of 
the role and service provided by partner 
organisations across the whole system. 
 
While a evidence based service is provided by 
the NHS to support the recovery of children 
once DV has been resolved, concerns were 
raised regarding waiting times and a range of 
stakeholders perceived lack of services for 
children currently affected by DV. 
 
It is unclear that commissioners and providers at 
all times take proper account of the significance 
of Domestic Violence and its impact on 
individuals, families and services locally.  There 
is a so called ‘toxic trio’ where mental health, 
domestic violence and child protection issues 
have maximum impact on families but the 



   
 

conditions are managed ‘separately by service 
providers involved, to the detriment of outcomes 
for individuals and families. 

 
Recommendation/Action Required 
 

Three specific recommendations have been made to 
commissioners: 
 

 Require as part of all contracts that providers 
of public services ensure that their front line 
staff are appropriately trained to identify and 
respond positively to domestic violence.  

 

 Require all domestic violence services to 
undertake an equality impact assessment to 
ensure that commissioned services are 
responsive to the needs of all victims, 
including those from minority groups (e.g. 
male, LGBT and BME victims).  

 

 Specify outcome as well as process 
measures for services, for example 
demonstrating impact on emotional wellbeing 
and social return on investment.  
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Key implications for the following: 

 
Any additional resources needed? 
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EXECUTIVE SUMMARY 
 

Around 6,000 domestic violence incidents in Sunderland are reported to the Police each 

year.  However domestic violence is known to be under-reported and it is estimated that 

between 11,600 and 15,600 people living in Sunderland experienced domestic violence in 

the last year.  Over 53,800 adults living in Sunderland are estimated to have experienced DV 

at some point in their lives.   

 

Domestic violence is a citywide issue, occurring in all wards of the city, but with higher 

reported prevalence in more deprived wards.  The majority of reported cases in the city 

involved younger, heterosexual, female victims from a white background.  However, 

domestic violence affects all groups in society; demographics of victims spanned the age 

range, and a substantial minority of victims (15%) were male.  Other minority groups, 

including those from ethnic minorities and lesbian, gay, bisexual and transgender 

communities, did report experiencing domestic violence but to a lesser extent than expected, 

indicating potential inequality in awareness of or access to support.  Domestic violence was 

most commonly perpetrated by a current or former partner and alcohol was involved in 

almost 60% of recorded domestic violence crimes. 

 

The health impacts of domestic violence on victims cover both physical and mental health, 

with effects ranging from injury to stress and anxiety as well as more severe psychological 

effects.  It is also a root cause of many other social problems including substance misuse, 

homelessness, sexual exploitation and future involvement in criminal behaviour.  It is 

estimated that domestic violence and its impacts cost £79.6 million per year in Sunderland; 

comparable to other public health priorities such as smoking and obesity.  Evidence shows 

that prevention and cessation of domestic violence are more cost-effective than dealing with 

consequences of long-term domestic violence. 

 

Interventions are in place in schools in Sunderland to promote healthy relationships and 

prevent domestic violence, and successful campaigns have previously run in the city to 

challenge attitudes to domestic violence in the community and to prevent domestic violence 

in those at highest risk.  A perceived need for more preventative work, both with young 

people and in the broader community, was a common theme which emerged during this 

needs assessment.  The general public and service users in particular articulated a view that 

there was still a culture of acceptance of domestic violence in the community, calling for 

greater efforts to change social attitudes. 



 

  

Services also exist in the city to support identification and response to domestic violence, 

including interventions which aim to prevent escalation and to provide support when 

escalation does occur.  Services largely focus either on ‘survival’, which focus on achieving 

safety and ensuring that the perpetrator is no longer able to cause harm, or ‘recovery’, which 

focus on supporting the victim and their family to move forward with their lives. 

 

Robust service usage data were not available to enable a reliable estimation of the total 

number of victims who access services.  Assuming that each of the 2,500 contacts with 

services in the last year represented a separate individual, services appear to reach only a 

small proportion of the total need in the city, with prevalence estimates indicating that there 

are likely to be up to 15,600 victims of domestic violence in the city each year.   

 

Stakeholder engagement indicated poor awareness of services and referral routes by 

professionals as well as victims and the public.  Potential barriers to accessing services were 

identified and included variation in front line response, a reluctance of professionals to raise 

the issue and uncertainty, particularly among minority groups, regarding access to and 

responsiveness of services.  A range of professionals identified a need for a clearly defined 

pathway and understanding of the role and service provided by partner organisations across 

the whole system. 

 

Domestic violence was a factor in around a third of all referrals to Children’s Services in 

Sunderland, and in almost half of all families becoming subject to a child protection plan.  

Exposure to domestic violence can have significant negative impacts on the health and 

wellbeing of children, as well as on educational attainment and future risk taking behaviour.   

 

An evidence based service is provided by the NHS to support the recovery of children once 

the domestic violence has been resolved, however concerns were raised regarding waiting 

times and a range of stakeholders perceived lack of services for children currently affected 

by domestic violence. 



 

  

 

 

 

 

Recommendations (draft) 
 
In order to support a partnership approach to tackling domestic violence, the 

recommendations of the HNA have been grouped according to the board or 

organisation likely to be best placed to oversee and lead their implementation. 

 

Adult’s Partnership 

 Through collaboration with commissioners, review capacity of initiatives to 

reduce and respond to domestic violence, including the IDVA service. 

 Encourage commissioners of all public services to require providers to ensure 

front line staff are appropriately trained to identify and respond positively to 

domestic violence. 

 Encourage commissioners to require service providers to undertake an equality 

impact assessment to ensure that commissioned services are responsive to the 

needs of all victims, including those from minority groups (e.g. male, LGBT and 

BME victims). 

 

Safer Sunderland Partnership Board 

 Review current arrangements for coordination and strategic direction of domestic 

violence prevention and response to improve outcomes. 

 Seek opportunities to challenge acceptance of domestic violence in the 

community, for example through a zero tolerance campaign, and consider 

targeting such initiatives in areas with highest reported incidence. 

 Review the findings of equality impact assessments to determine whether 

services are accessible to all victims, including those from minority groups (e.g. 

male, LGBT and BME victims). 

 Develop a care pathway to ensure all organisations are able to respond 

positively to disclosure of domestic violence and signpost to appropriate 

services. 

 

Director of Public Health 

 Embed domestic violence awareness and signposting training into a new 

safeguarding module within the Health Champions training programme. 

 Ensure that domestic violence features more prominently in the Joint Strategic 

Needs Assessment, for example through incorporation of intelligence from the 

Partnership Strategic Intelligence Assessment. 



 

  

Recommendations (continued)  
 

Children’s Trust 

 Review and standardise provision of education in schools around promoting 

healthy relationships and challenging behaviours associated with domestic 

violence. 

 Review commissioning and service provision around emotional support for 

children living with domestic violence. 

 

Commissioners 

 Require as part of all contracts that providers of public services ensure that their 

front line staff are appropriately trained to identify and respond positively to 

domestic violence. 

 Require all domestic violence services to undertake an equality impact 

assessment to ensure that commissioned services are responsive to the needs 

of all victims, including those from minority groups (e.g. male, LGBT and BME 

victims). 

 Specify outcome as well as process measures for services, for example 

demonstrating impact on emotional wellbeing and social return on investment. 

 

Providers 

 Improve routine recording and reporting of data and ensure that barriers to 

information sharing are tackled as appropriate.   

 Undertake an equality impact assessment to ensure responsiveness to the 

needs of all victims, including those from minority groups (e.g. male, LGBT and 

BME victims). 
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INTRODUCTION 

 

Aims 

 

This domestic violence (DV) health needs assessment (HNA) aims to: 

 

 Identify the scale of DV in Sunderland, including profiling characteristics of victims 

 

 Describe existing services currently provided for victims (and their families) which 

impact on health and wellbeing 

 

 Map need against existing service provision for victims and affected children to 

develop an understanding of gaps in provision in Sunderland 

 

 Consider areas where a business case may be made to support service development 

to improve access to and quality of care for those affected by DV, and to work toward 

equity of access across the city 

 

 Review the impacts of partnership working with regard to preventing and responding 

to DV  

 

Note: It had initially been intended that this needs assessment would include a profile and 

assessment of need among perpetrators of DV, however a decision was taken during the 

data collection stage to focus on victims and their families,  enabling a more detailed review 

around these groups.  The beneficial impact of perpetrator services on victims remained 

within scope, and this area is addressed in relevant sections of the HNA.  Discussions with 

Northumbria Probation Trust confirmed that health needs of perpetrators of DV would be 

most appropriately considered as part of a separate offender health needs assessment. 



 

  

Definition 

 

The Home Office (2012a) definition of DV at September 2012 was: 

'Any incident of threatening behaviour, violence or abuse (psychological, physical, sexual, 

financial or emotional) between adults who are or have been intimate partners or family 

members, regardless of gender or sexuality.'  

 

The explanatory text accompanying the definition states that DV includes so called ‘honour’ 

based violence (HBV), female genital mutilation (FGM) and forced marriage, and that victims 

are not confined to one gender or ethnic group. An adult is defined as any person aged 18 

years or over.  Definitions of HBV, FGM and forced marriage are included in Appendix A.  

 

In 2012, the Government announced changes to the definition of DV, amending it to include 

coercive control, and extending it to include those aged 16 to 18. (Home Office, 2012a)  The 

new definition implemented in March 2013 is titled ‘domestic violence and abuse’:  

‘Any incident or pattern of incidents of controlling, coercive or threatening behaviour,  

violence or abuse between those aged 16 or over who are or have been intimate partners or 

family members regardless of gender or sexuality. This can encompass, but is not limited to, 

the following types of abuse: psychological, physical, sexual, financial, emotional. 

 

Controlling behaviour is: a range of acts designed to make a person subordinate and/or 

dependent by isolating them from sources of support, exploiting their resources and 

capacities for personal gain, depriving them of the means needed for independence, 

resistance and escape and regulating their everyday behaviour. 

  

Coercive behaviour is: an act or a pattern of acts of assault, threats, humiliation and 

intimidation or other abuse that is used to harm, punish, or frighten their victim.’ 

  

* This definition, which is not a legal definition, includes so called 'honour’ based violence, 

female genital mutilation (FGM) and forced marriage, and is clear that victims are not 

confined to one gender or ethnic group. 



 

  

 

Scope 

 

This HNA was commissioned by Sunderland Teaching Primary Care Trust (PCT) Public 

Health department and transferred with public health to Sunderland City Council in April 

2013.  The HNA was based on the government’s current definition of domestic violence, as 

at September 2012 and therefore focussed on DV in the adult population of Sunderland.  

Calculations were based on 2011 census population estimates for those aged 18 and over in 

the city, unless otherwise stated. 

 

Although physical abuse of children may co-exist with DV, it was beyond the scope of this 

needs assessment to explore the issue of child abuse resulting from violence directed 

towards or resulting in physical harm to the child, as this was out with the definition of DV.  

However, consideration of the impact that witnessing DV can have on a child’s emotional 

wellbeing, behaviour and development, and on the victim’s parenting capacity and ability to 

care for the child’s needs, was of direct relevance and was addressed in the HNA.  Similarly, 

whilst health needs of perpetrators of DV were beyond the scope of the HNA, the potential 

benefit to victims resulting from services aimed at perpetrators is acknowledged. 

 

Need, services and interventions at all levels were considered, from primary prevention such 

as awareness raising to secondary and tertiary prevention such as home sanctuary schemes 

and refuges. 

 

Decision makers will need to consider the recommendations of this HNA in the context of a 

broadening definition of DV.  Recent changes to the definition of DV mean that larger 

numbers of individuals will be enumerated as DV victims and reported incidence will 

inevitably increase.  Monitoring and evaluation of the impact of any service developments 

will therefore need to be carefully planned and services will need to be commissioned and 

delivered appropriately, to meet the needs of the broader range of individuals. 

 

A note on terminology 

In the interests of consistency, the term domestic violence has been used throughout this 

needs assessment, in line with the current government definition and terminology used in the 

national strategy.  It is important to recognise that use of the term domestic violence, rather 



 

  

than domestic abuse, should not imply a bias toward physical violence.  This HNA considers 

all aspects of DV, as defined by the Home Office. 



 

  

National policy 

 

The current national policy driver for tackling DV is the Call to End Violence against Women 

and Girls, published in November 2010 (HM Government 2010a).  Whilst the scope of that 

document is broader than DV, encompassing all forms of violence against women and girls 

(VAWG), DV is an important contributor to VAWG and therefore the vast majority of the 

policy is directly relevant.   

 

The Call to End Violence against Women and Girls places prevention at the heart of the 

Coalition government’s strategy, with the focus on stopping violence from happening in the 

first place.  While identifying prevention as being the core of the vision, the importance of 

provision of adequate levels of services and support when violence does occur is also 

recognised.  In line with their commitment to the Big Society, the policy makes clear that 

while some actions need to be taken at national level by central government, there is a 

fundamental need for partnership working at a local level, with critical roles for local 

authorities (LAs), health and wellbeing boards (HWBs), health services, public health, the 

voluntary and community sector, community safety partnerships and police and crime 

commissioners (PCCs).  Where violence does occur, the need to reduce the risk to victims 

and ensure that perpetrators are brought to justice is also identified as a key issue. 

 

Prevention 

Three specific areas for action are identified to support the core aim of preventing violence 

from occurring in the first place: 

 Tackle the attitudes and behaviours that reinforce negative messages on the role of 

women and facilitate acceptance of VAWG 

 Intervene early to ensure that children do not grow up to view VAWG as normal or 

acceptable 

 Ensure that front line partners, particularly the police, are able to identify and prevent 

vulnerable people from becoming victims, or repeat victims, of violence 

 

 



 

  

Service Provision 

Working towards provision of adequate and appropriate services, three specific areas for 

action are identified: 

 Support frontline services to support victims, including the role of the independent 

domestic violence adviser (IDVA), recognising this as a national priority when setting 

local priorities and determining expenditure 

 Share and foster effective practice, including training of front line professionals to 

deliver effective outcomes in tackling VAWG, getting the response right the first time 

 Pursue joint commissioning arrangements and new models of funding to improve the 

sustainability of services 

 

Partnership working 

There is an emphasis throughout the policy on the responsibility for delivery not only resting 

with central government but also with local stakeholders working in partnership.  An 

important aspect of partnership working relates to equipping local community and voluntary 

organisations to engage in negotiations with future commissioners, such as PCCs, clinical 

commissioning groups (CCGs), public health commissioners in LAs and the HWB to make 

the case locally for tackling VAWG.  This is particularly important as evidence shows that 

victims are more likely to engage with voluntary or community than statutory organisations. 

(Smith, 2012) 

 

Risk reduction & the Justice system 

A core ambition of the Call to End Violence against Women and Girls is to bring more 

offenders to justice and increase the confidence of victims to access the criminal justice 

system.  The Specialist Domestic Violence Courts (SDVCs) are acknowledged to represent 

an important partnership approach to dealing with DV, supporting victims through the legal 

process. 

 

Alongside the aim to bring more offenders to justice, there is a commitment to continue to 

develop programmes to support the rehabilitation of perpetrators of DV. 

 

There is also a commitment to reduce the risk for victims of DV, and particularly the risk of 

repeat cases.  Multi-agency risk assessment conferences (MARACs) represent an important 

multi-agency approach to assessing the needs of high-risk victims and to put actions in place 

to reduce risk. 

 



 

  

The Home Office has ensured stable funding for a number of IDVAs and MARAC 

coordinators for the duration of the current Spending Review period, which runs until March 

2015. (HM Government 2011a & HM Government 2012) 

 

As the title of the policy implies, the emphasis is on protecting women and girls, however it is 

acknowledged that men and boys can be victims of violence, and there is a commitment to 

include them in this work. (HM Government 2010a)  Responding to stakeholder feedback 

that male victims were underrepresented in the original strategy, the Government recently 

announced a commitment to begin to address this issue. (HM Government 2012) 

 



 

  

Local context 

 

Community safety partnerships (CSPs) were established as statutory bodies under the 

Crime and Disorder Act 1998. (HM Government 1998)  Sunderland Teaching PCT has been 

a responsible authority on the CSP since its inception in 2004. 

 

Sunderland’s CSP is the Safer Sunderland Partnership (SSP), which is part of the wider 

Sunderland Partnership, the city’s Local Strategic Partnership (LSP).  The SSP discharges 

its operations via both area-based local multi-agency problem solving groups (LMAPs) and 

themed delivery groups.   

 

The LMAPs are coterminous with the council’s five area frameworks through which funding 

decisions affecting local areas within the city are increasingly being made.  The area-based 

focus supports the city council’s ‘Sunderland Way of Working’; an approach which involves a 

commitment to decentralisation, maximising the potential of partnership working and getting 

closer to the population served.  A key objective of this approach is to develop a greater 

understanding of the range of provision in the city, focusing not only on those that are 

directly under the control of the council, but also on the services provided by other 

organisations and community groups. (Sunderland City Council, 2012a) 

 

The SSP consists of six responsible authorities: 

 Northumbria Police 

 Northumbria Probation Trust 

 Sunderland City Council 

 Tyne and Wear Fire and Rescue Service 

 Northumbria Police Authority* 

 Sunderland Teaching PCT** 

 

* From 22nd November 2012, police authorities across England and Wales were 

decommissioned and replaced by PCCs.  The PCC has a statutory duty to cooperate with 

the SSP, but is not a responsible authority.  

 

** The PCT responsibility ceased from 1st April 2013, at which time Sunderland CCG 

replaced the PCT as a responsible authority on the SSP.   

 



 

  

Under the Crime and Disorder Act 1998, the responsible authorities of the SSP have a legal 

duty to work in partnership toward the reduction of crime and disorder, which includes 

domestic violence.  In addition to the responsible authorities, a wide range of other 

organisations are also represented on the SSP. 

 

The structure of the SSP is shown in Figure 1. 

 

Figure 1 Safer Sunderland Partnership (SSP) structure 

 

Source: Safer Sunderland Strategy 2008-2023 

 

 



 

  

The SSP has a statutory duty to produce a partnership plan to tackle crime, disorder, 

substance misuse and re-offending.  In April 2008, the SSP produced their 15 year strategy, 

the Safer Sunderland Strategy 2008-2023. (Sunderland Partnership, 2008)  The overall 

outcome of the Safer Sunderland Strategy is that everyone in the city will be and feel safe 

and secure.  A key long term outcome is that by 2023, levels of repeat incidents of 

domestic violence will be at their lowest levels.   

 

The initial strategy included strategic priorities for the period 2008-2011, one of which was to 

reduce violent crime, including domestic violence.  The strategic priorities were revised in 

2012, reflecting the importance of domestic violence; a key strategic priority of the SSP is to 

tackle domestic violence (including other violent crime). (Safer Sunderland Partnership, 

2013) 

 

Tackling DV is supported by a number of other outcomes of the Safer Sunderland Strategy, 

including: being free from harm, being free from crime, disorder and substance misuse, 

creating a safe environment and creating active citizens and a supportive family 

environment.  The Safer Sunderland Strategy 2008-2023 identified key priorities around DV 

to be: improving services to victims, reducing re-offending and reducing levels of repeat 

incidents. 

 

The Safer Sunderland Strategy 2008-2023 recognises that DV remains a hidden crime, with 

chronic under-reporting and emphasises the irrefutable link between alcohol misuse and risk 

of DV.  The link between alcohol misuse and DV is also highlighted in Sunderland’s Joint 

Strategic Needs Assessment (JSNA), as is the potential for exacerbation of the problem if 

the current period of austerity leads to an increase in levels of alcohol and substance misuse 

in the city. (Sunderland City Council & Sunderland PCT, 2011a) 

 

The strategy employs a problem solving approach, ensuring that activities are balanced 

around prevention, early intervention, enforcement and support and reassurance, as 

illustrated in Figure 2. 

 



 

  

Figure 2 The Safer Sunderland Strategy problem solving approach 

 

 

Source: Safer Sunderland Strategy 2008-2023 

 

The Comprehensive Area Assessment, published in 2009, noted that levels of DV in 

Sunderland remained high, but were reducing. (Audit Commission, 2009) 

 

Many aspects of the Sunderland Joint Health & Wellbeing Strategy (JHWS) are relevant to 

tackling the DV agenda.  The JHWS takes an asset based approach, which seeks to identify 

those needs which can be best served at a community level through to those that require 

public service provision. (Sunderland City Council, 2012b)  The JSNA for Sunderland 

recognises that CSPs face significant challenges; being expected to do more, with less. 

(Sunderland City Council & Sunderland PCT, 2011a)  At a time of unprecedented financial 

pressure, it is more important than ever to ensure that finite resources available are used to 

tackle the greatest need.  Identification of the type of service delivery (community and 

voluntary sector versus public services) is one means by which resources can be better 

matched to need, and the recommendations of this HNA will be made with reference to 

appropriate service delivery models, where relevant.   

 

In line with the Safer Sunderland Strategy problem solving approach, the JHWS places an 

emphasis on prevention and early intervention.  The JHWS also follows the Sunderland Way 

of Working, based on a principle of joint working to maximise the use of community assets, 

including family and community relationships and local organisations, partnerships and 

networks.  Importantly, the JHWS also recognises the influence of wider social determinants 

on health outcomes and on inequalities.  The following strategic outcomes of the JHWS are 

particularly relevant to the DV agenda: 

 



 

  

 Promoting understanding between communities and organisations 

 Ensuring that children and young people have the best start in life 

 Supporting and motivating everyone to take responsibility for their health and that of 

others 

 Supporting individuals and their families to recover from ill health and crisis 

 

DV has been selected as one of the local discretion criteria for the Family Focus programme, 

which is Sunderland’s version of the national Troubled Families initiative. (personal 

communication, Joanne Cholerton)  The programme aims to provide support to and “turn 

around” the lives of the most vulnerable families, recognising that DV is likely to be a factor 

in a substantial proportion of cases. (Department of Health, 2012) 

 

A Scrutiny Policy Review on DV was recently undertaken on behalf of Sunderland City 

Council Scrutiny Committee.  The review aimed ‘to evaluate the approach to reducing the 

number of victims of domestic violence; through awareness raising, increasing the reporting 

and detection of domestic violence and supporting victims of domestic violence‘. (Lancaster, 

2012)  Throughout production of this needs assessment, there was close working with the 

lead scrutiny officer to maximise opportunities for the two pieces of work to support one 

another, and to minimise duplication. 

 

 

Safeguarding and promoting the welfare of children 

 

Safeguarding and promoting the welfare of children is defined as ‘the process of protecting 

children from abuse or neglect, preventing impairment of their health and development, and 

ensuring they are growing up in circumstances consistent with the provision of safe and 

effective care that enables them to have optimum life chances and enter adulthood 

successfully’. (Department for Children, Schools and Families, 2010)   

 

LAs and CCGs have statutory responsibility to safeguard and promote the welfare of all 

children. (HM Government 2010a)  The Children’s Act 1989 defines a child as anyone who 

has not yet reached their 18th birthday. (Department for Children, Schools and Families, 

2010)  As such, child victims are specifically excluded from the government’s definition of DV 

as at September 2012, though from March 2013 children aged 16 to 18 will be covered by 

the revised definition.  Although physical abuse of children may co-exist with DV, it is 

therefore beyond the scope of this needs assessment to explore the issue of child abuse 



 

  

resulting from violence directed towards or leading to physical harm to the child, as this is 

out with the definition of DV.  However, consideration of the impact that witnessing DV can 

have on a child’s emotional wellbeing, behaviour and development, and on the victim’s 

parenting capacity and ability to care for the child’s needs, is of direct relevance and will be 

addressed in this HNA.   

There is an inherent link between DV and safeguarding children, with potential for children to 

experience both physical abuse and emotional harm, as well as neglect. (Department for 

Children, Schools and Families, 2010)  A 2009 report stated that, of the 11 million children in 

England, there were 200,000 living in households where there was a known high risk case of 

DV.  (Lord Laming, 2009) 

 

The Department for Children, Schools and Families identified three core objectives around 

any intervention to tackle DV where children are involved: 

 to protect the child/ren, including unborn child/ren; 

 to empower the mother to protect herself and her child/ren; and 

 to identify the abusive partner, hold him accountable for his violence and provide him 

with opportunities to change. 

 

The link between DV and child safeguarding in the context of the emotional wellbeing of 

children who witness DV is emphasised in Sunderland’s JSNA.  (Sunderland City Council & 

Sunderland PCT, 2011b)  Accordingly, tackling the impact of DV on children and young 

people is a priority outcome identified in the Children and Young People’s plan produced by 

the Sunderland Children’s Trust.  Progress against the outcome is monitored using National 

Indicator (NI) 32, which relates to repeat incidents of DV.  While not relating directly to 

children, NI32 is a relevant performance measure as children and young people would be 

positively impacted through a reduction in repeat cases of DV. (Sunderland Children’s Trust, 

2010)  Tackling the impact of DV is also identified as a priority area in the current business 

plan of the Sunderland Safeguarding Children Board. (Sunderland Safeguarding Children’s 

Board, 2011) 

 

 

Adult Safeguarding 

 

The adult safeguarding agenda aims to ensure that vulnerable adults, who are at risk of 

abuse, receive protection and support. (Department of Health, 2000)  A vulnerable adult is 

defined as a person aged 18 years or over “who is or may be in need of community care 



 

  

services by reason of mental or other disability, age or illness; and who is or may be unable 

to take care of him or herself, or unable to protect him or herself against significant harm or 

exploitation”. (Department of Health, 2000) 

 

Unlike cases involving children, it is very difficult for agencies to intervene in cases of DV 

which involve only adults where the victim has capacity and does not want support.  In such 

situations, options are limited to signposting to services and safety planning.  Formal adult 

safeguarding procedures can only be initiated in cases where an adult has been identified as 

vulnerable. (Sunderland Safeguarding Adults Board, 2013) 

 

 



 

  

Evidence review 

 

Health impacts of domestic violence 

 

The well documented health impacts of DV have been quantified in a report based on the 

Crime Survey for England and Wales (CSEW) and summarised in a recent Department of 

Health publication. (Department of Health, 2012)  Data from the CSEW indicates that 

approximately one in four (27%) victims of DV experienced physical injury.  The most 

common types of injuries sustained were ‘minor bruising or black eye’ (18%) and ‘scratches’ 

(13%).  Approximately two in five (39%) victims experienced emotional or mental health 

problems, which ranged from relationship or trust issues (19%) to suicide attempts (4%). 

(Office for National Statistics, 2012a) 

 

In addition to direct physical, emotional and mental health impacts, DV can also impact on 

health related behaviours, such as drug and alcohol misuse. (Department of Health, 2012)  

A recent report exploring the lives of sex workers in Tyne and Wear identified particularly 

high rates of DV, as well as mental health problems and ‘chaotic lifestyles’ among sex 

workers.  (PEER Research Team, 2013)  Similarly, it is known that a substantial proportion 

of female offenders have been or are victims of DV. (personal communication, Maureen 

Gavin)  These observations highlight the potential for the accumulation of risk factors in 

vulnerable groups, as well as emphasising the impact the DV can have both on individuals, 

who may be more likely to engage in risky behaviour as a result, and on society, particularly 

from a criminal justice perspective. 

 

In the most severe cases, DV can result in homicide or suicide.  It has been reported that on 

average there are two DV homicides per week in England and Wales, and around 500 

suicides per year occur in women who have experienced DV.  In the case of suicides, over 

one third had visited a hospital on the day they committed suicide.  DV is believed to be a 

factor in approximately one third of all female suicides. (Walby, 2004) 

 

Exposure to DV in childhood has been associated with an increased risk of involvement in 

violence in later life.  Children who witness DV in the home have been shown to be at an 

increased risk of both suffering and perpetrating DV as adults, as well as increased risk of 

involvement in youth violence. (Department of Health, 2012) 

 



 

  

Each of the health impacts outlined is of particular significance in Sunderland:   

 The physical injuries sustained by substantial numbers of DV victims likely contribute 

to the high levels of demand for emergency care in Sunderland; reducing which is a 

key priority of the CCG.   

 Links to mental health are particularly significant, given a recent report which 

indicates that rates of depressive illness in Sunderland are the highest in the country. 

(North East Public Health Observatory, 2013) 

 Alcohol related hospital admissions in Sunderland are particularly high and reducing 

these is a further priority area.  The relationship between DV and alcohol misuse in 

both victims and perpetrators suggests tackling DV may be one approach to reducing 

alcohol related hospital admissions in the city. 

 

 

What works: evidence of effective interventions 

 

A 2010 review of the evidence for prevention of intimate partner violence identified five 

successful or promising interventions (Wood, 2010): 

 School-based education programmes that promote healthy relationships 

(successful in reducing violence toward current partners) 

 Routine enquiry about DV in health care setting by trained health care professionals 

(successful in increasing disclosure and identification of intimate partner violence; 

less evidence on protection against future violence) 

 Regulation of alcohol sales at a community level, for example through increasing 

prices (associated with reduction in intimate partner violence) 

 Advocacy services can reduce some forms of physical abuse in the medium, but 

not long, term (In addition, the use of protection orders and SDVCs have generated 

successful criminal justice outcomes; these are beyond the scope of this HNA) 

 Substance misuse treatment among offenders (successful in reducing repeat 

offending; beyond the scope of this HNA) 

 

The Department of Health recently identified a range of violence prevention initiatives in 

which health services should have a leading role (Department of Health, 2012): 

 Supporting parents and families by developing parenting skills and strengthening 

family relationships (midwives, health visiting and family nurse partnership). 



 

  

 Developing life skills in children and young people, building social and emotional 

competencies and skills in avoidance of conflict, poverty and crime (social 

development programmes, with a focus on healthy relationships, gender and 

prevention of DV). 

 Reducing the availability and harmful use of alcohol, which is strongly associated 

with DV (non-health approaches include reducing the density of alcohol outlets and 

controlling price; health interventions include screening, identification and brief 

advice). 

 Community interventions, including multiagency partnership working in areas such 

as tackling alcohol related DV, and data sharing. 

 Changing social norms, through approaches such as mass media campaigns, 

aiming to shift stigma from victims to perpetrators. 

 Identification, care and support of victims to protect health and wellbeing and 

break the cycle of violence.  Health settings are highlighted as potentially ideal places 

to both identify and support victims of DV. (Includes use of screening tools, training 

needs of health professionals, advocacy programmes, and specialist high risk 

approaches such as MARAC and criminal justice interventions). 

 

The Identification and Referral to Improve Safety (IRIS) programme provides training to 

primary care staff, prompt in the medical record system to enquire about abuse and referral 

pathways to advocacy services.  It has been shown in a randomised controlled trial to 

improve identification and referral of DV victims (Feder, 2011) and is highlighted by the 

Department of Health as an evidence based method of providing DV training to health 

professionals in primary care settings. (Department of Health, 2012) 

 

It is estimated that a third of DV starts or escalates during pregnancy. (Department for 

Children, Schools and Families, 2010)  A recent Cochrane Review concluded that there was 

insufficient evidence to assess the effectiveness of interventions for DV in pregnancy and 

highlighted the need for high quality randomised controlled trial evidence to identify whether 

interventions prevent or reduce DV incidence during pregnancy, or improve pregnancy 

outcomes. (Jahanfar, 2013) 

 

The National Institute for Health and Clinical Excellence (NICE) and the Social Care Institute 

for Excellence (SCIE) are currently jointly producing public health guidance on preventing 

and reducing DV.  The guidance, expected to be issued in February 2014, will focus on how 



 

  

social care and health services, in partnership with others, can identify, prevent and reduce 

DV. (National Institute for Health and Clinical Excellence, 2013) 

 

Financial costs of domestic violence  

 

A study published in 2009 estimated the total cost of DV in England and Wales 2008 to be 

around £15.7 billion, of which £1.7 billion were health care costs.  Table 1 below provides an 

overview of the estimated costs across service sectors. (Walby 2009)   

 

Table 1  The financial cost of domestic violence in England and Wales 

 

 2008 cost (millions) 

Services £3,856 
Criminal justice system £1,261 
Health care £1,730 
Social services £283 
Housing and refuges £196 
Civil legal services £387 

Economic Output £1,920 
Human and emotional costs £9,954 

Total £15,730 

 

Based on the size of the population of England and Wales in 2008 (54.4 million), this 

equates to a cost of £289 per head of population. (Office for National Statistics, 2010)  

Applying this figure to the size of the Sunderland population (275,500), the estimated annual 

cost of DV to Sunderland is £79.6 million. 

 

It should be noted that these estimates were based on inflation and gross domestic product 

in 2008; therefore the true cost in 2013 may be markedly different. 

 

The cost of DV is similar to other public health priorities, such as smoking, obesity and 

alcohol misuse.  Table 2 provides a comparison of annual costs for public health priorities in 

England (note: DV costs relate to England and Wales, so cost to England alone will be 

lower). 

 



 

  

Table 2  Comparison of financial costs of public health priorities 

 

 Estimated annual 

cost to economy* 

Estimated annual 

cost to NHS per year 

Smoking £5.2 billion £2.7 billion 

Alcohol misuse £20.0 billion £2.7 billion 

Obesity £15.8 billion £4.2 billion 

Physical inactivity £8.3 billion £1.8 billion 

Domestic violence £15.7 billion £1.7 billion 

* Data for smoking, alcohol misuse, obesity and physical inactivity refers to England, from 2009 (Kings Fund, 

2012).  Data for domestic violence refers to England and Wales, from 2008 (Walby, 2009) 

 

Prevention and intervention to end violence is more cost-effective than dealing with the 

consequences of long-term DV. (Department of Health, 2011)  A tool produced by the 

Department for Education estimated average cost of responding to one DV incident to be 

£23,315. (Centre for Excellence and Outcomes in Children and Young People's Services, 

2011)  The estimated total cost of DV, £15.7 billion in 2008, was a 32% decrease compared 

to 2001.  This decrease in cost of DV has been partly attributed to investment in public 

services to prevent and better respond to DV. (Department of Health, 2011) 

 

A recent publication from the Department of Health has reported that the MARAC process 

saves public services an average of £6,000 per case in direct costs.  The NHS accrues 20% 

of the savings, police 32% and the wider criminal justice system 40%.  (Department of 

Health, 2011)  Based on an average of 212 cases per year being discussed by MARAC in 

Sunderland, it is estimated that the process saves public services approximately £1.3 million 

per year. 

 

The cost-effectiveness of the IDVA programme has been nationally evaluated; the cost of 

providing IDVA support to a victim of high risk DV was estimated to be £500.  Compared to 

the costs to public services associated with ongoing DV, IDVAs were therefore found to be 

highly cost-effective. (Howarth, 2009) 

 

 



 

  

What is Health Needs Assessment? 

 

HNA is a systematic method of identifying the unmet health and health care needs of a 

population.  Ultimately, HNA facilitates targeting of resources to improve services to better 

meet need and therefore improve health and reduce health inequalities. 

 

The process involves a broad range of activities: 

 Assessing need 

 Identifying effective  

 Mapping existing services 

 Making recommendations 

 Prioritising 

 Plan for monitoring 

 Action plan 

 Evaluation of the process 

 

In order to assess need it is useful to define the concept.  Need is a separate entity to 

demand, as that which is demanded is not always needed, and vice versa.  Need in a public 

health context has been described as the capacity to benefit; (NHS Management Executive 

1991) implicit in this definition is a fundamental requirement for a goal, a measurable 

deficiency from the goal and an effective intervention. (Wilkin 1992, Pencheon 2006)   

 

Determination of need (including what constitutes deficiency from a goal, and what 

constitutes an effective intervention) depends on perspective and therefore inevitably 

involves some degree of value judgement (Bradshaw, 1972 & Wilkin, 1992).  As such, it is 

essential that a needs assessment considers need in its broadest sense, incorporating a 

wide range of views, including those of service users, professionals and broader society. 

(Wilkin 1992)  

 

Several methods of categorising need have been proposed; one of the most widely cited is 

that of Bradshaw (1972) which identified four dimensions of need: 

 

 Normative need (professional views) 

 Felt need (can be viewed as an individual’s wants or desires, having recognised 

changes from normal health) 



 

  

 Expressed need (broadly equivalent to demand; the help an individual seeks having 

recognised changes from normal health) 

 Comparative need (equity of gap between expressed need and supply of services 

across different populations) 

 

This taxonomy lacks explicit consideration of the evidence base, epidemiological need, 

which should be considered in any HNA.  The NHS Management Executive proposed a 

model which considers epidemiological need alongside a ‘pragmatic’ approach, which 

included consideration of comparative and corporate needs. (NHS Management Executive 

1991)  Witkin and Altschuld (1995) proposed an alternative method of classification, which 

reclassified Bradshaw’s four dimensions of need according to the stakeholder group 

represented.  Some or all of these terms may be encountered in HNAs therefore the 

relationship between the various definitions is summarised in Table 3. 

 

Table 3  Equivalence of definitions in taxonomy of health need 

 
Bradshaw (1972) Witkin and Altschuld (1995) NHS Management 

Executive (1991) 

Comparative need 
Resources & systems; the 

needs of the organisation 
Comparative need 

Felt need 
Service recipient views 

Corporate need Expressed need 

Normative need Professional views 

  Epidemiological need 

 

For the purposes of clarity, the following categories and terminology will be consistently used 

in this HNA: 

 

 Epidemiological need (reflecting the evidence base) 

 Normative need (reflecting professional views) 

 Expressed need (reflecting demand, through service usage) 

 Felt need (reflecting service user and community views) 

 Comparative need (reflecting comparison of need and provision with other services) 

 

Whilst referred to as a health needs assessment, the process is more accurately an 

assessment of health care needs; of the scale of the problem, of the availability and 

responsiveness of services and preventive initiatives and the evidence of their effectiveness 



 

  

(the population’s capacity to benefit from these services). (NHS Management Executive, 

1991; Stevens and Rafferty, 1994)  Given the broad scope of DV, involving a range of 

partners across various organisations (many of which are outside the health system), the 

needs assessment will consider both health and social care needs, using these terms in their 

broadest sense. 

 



 

  

METHODS 

 

Epidemiological need 

 

National level data 

 

Data on the prevalence of DV in England and Wales is produced by the Office for National 

Statistics, based on the CSEW, formerly the British Crime Survey (BCS).  In 2011/12, 

approximately 67,000 households were invited to participate in the survey and around 75% 

of invited households chose to take part.  The CSEW is a key data source used by the 

government to assess the extent of experience of crime in England and Wales on an annual 

basis.  Importantly, this data source includes crimes that may not have been reported to the 

police; typically the CSEW therefore records higher levels of crime than reported in police 

recorded incidents datasets. (Office for National Statistics, 2012b) 

 

The CSEW records DV incidents under the broader classification of intimate personal 

violence, which is a collective term to describe domestic violence, sexual assault and 

stalking.  Data on intimate personal violence are collected using both self-completion 

questionnaire and face to face interviews.  Self-completion questionnaires have been shown 

to generate markedly higher response rates compared to those achieved when questions 

were asked by an interviewer; therefore all CSEW statistics quoted are from the self-

completion questionnaire. (Office for National Statistics, 2012c)  Within the CSEW, intimate 

personal violence includes the following categories: 



 Any domestic abuse: non-sexual emotional or financial abuse, threats, physical 

force, sexual assault or stalking carried out by a current or former partner or other 

family member.  

 Partner abuse (non-sexual): non-sexual emotional or financial abuse, threats or 

physical force by a current or former partner.  

 Family abuse (non-sexual): non-sexual emotional or financial abuse, threats or 

physical force by a family member other than a partner (father/mother, step-

father/mother or other relative).  

 Emotional or financial abuse: includes being prevented from having a fair share of 

household money, stopped from seeing friends or relatives or repeatedly belittled.  



 

  

 Threats are classified as an affirmative response to the statement 'frightened you by 

threatening to hurt you/someone close'.  

 Minor force is classified as an affirmative response to the statement 'pushed you, 

held you down or slapped you'.  

 Severe force involves being kicked, hit, bitten, choked, strangled, threatened with a 

weapon, threats to kill, use of a weapon or some other kind of force.  

 Sexual assault: indecent exposure, sexual threats and unwanted touching (‘less 

serious’), rape or assault by penetration including attempts (‘serious’), by any person 

including a partner or family member.  

 Rape is the legal category of rape introduced in legislation in 2003. It is the 

penetration of the vagina, anus or mouth by a penis without consent.  

 Assault by penetration is a legal offence introduced in 2003. It is the penetration of 

the vagina or anus with an object or other body part without consent.  

 Stalking: one or more incidents (causing distress, fear or alarm) of receiving 

obscene or threatening unwanted letters, e-mails, text messages or phone calls, 

having had obscene or threatening information about them placed on the internet, 

waiting or loitering around home or workplace, following or watching, or interfering 

with or damaging personal property by any person, including a partner or family 

member 

 

It is important to note that the CSEW defines an adult as being 16 to 59 years old, which is 

not consistent with the government’s current definition of DV.  However, this is the only 

source of national level data available. 

 

 

Local level data  

 

There is no single complete source of data relating to DV in Sunderland.  A range of 

organisations and agencies hold data on cases which are known to them and/or who have 

used their services.  The following were key local data sources relating to reported cases of 

DV: 

 Northumbria police  

o Data was provided directly from Detective Inspector Denise Clark at 

Northumbria Police on officer recorded incidents of DV.  Additional 

information on DV incidents, and information on DV crimes (an incident is 



 

  

given a crime number when evidence indicates that a criminal offence has 

been committed), was provided by Stephen Potts, Information Analyst at 

Sunderland PCT.   

 Sunderland Safeguarding Children Board 

o Rob Gilhespy, Performance & Intelligence Officer at Sunderland City Council 

provided data on the proportion of referrals to children’s social care each year 

which were related to DV, and the proportion of families becoming subject to 

a child protection plan which were related to DV. 

 MARAC 

o High risk DV cases are discussed at MARAC.  Detective Inspector Denise 

Clark, chair of the Sunderland MARAC, provided data on the number of cases 

discussed and demographics of victims. 

 Mainstream NHS Services (routine enquiry) 

o Data was requested from providers of key community (South Tyneside NHS 

Foundation Trust) and secondary care (City Hospitals Sunderland NHS 

Foundation Trust) services regarding the number of service users who 

disclosed experiencing DV on routine enquiry. 

 Hospital Episode Statistics 

o Data on hospital admissions relating to DV was requested from the Business 

Information Team at Sunderland Teaching PCT, however no information was 

provided. 

 

 

Domestic violence is an underreported crime (HM Government 2010a), therefore data held 

by local agencies on reported cases of DV is likely to represent a significant underestimation 

of the scale of the problem.  The HNA therefore additionally attempts to quantify the likely 

extent of unreported DV in Sunderland.     In order to estimate the true prevalence of DV in 

Sunderland, national figures from the CSEW were extrapolated, based on the size of the 

Sunderland adult population.  A further estimation of true prevalence was made based on 

underreporting rates from the CSEW. 

 

 

 

 

 



 

  

Expressed need 

 

Expressed need can be considered as broadly equivalent to demand; therefore one 

dimension of this form of need was derived from levels of service usage.  Information on 

activity levels in 2011/12 was requested from the following organisations: 

 

 Victim Support 

o Gillian Thirlwell, Senior Service Delivery Manager at Victim Support South of 

Tyne and Wear provided data on the number of DV cases in Sunderland 

where support had been provided by the organisation. 

 Gentoo 

o Lisa Smith, Victim Support Officer at Gentoo provided data on the number of 

cases of DV held by Gentoo, including demographic breakdown.  Information 

is also included on the impact of the Gentoo Victim Support service, assessed 

according to service user’s feelings of safety.   

 Sunderland Counselling Service 

o Toby Sweet, Service Manager at Sunderland Counselling Service provided 

an overview of referrals to the service, including demographic breakdown.  

 Impact Family Services 

o Hazel Hedley, Chief Executive of Impact Family Services, provided data on 

the number of cases from Sunderland accessing Impact services, where DV 

was raised as an issue. 

 Sunderland Mind 

o Dorothy Gardner, Manager at Sunderland Mind provided data on the number 

of clients who referred in to the service for counselling for DV from 1 April 

2012 to 7 March 2013. 

 Washington Mind 

o Jacqui Reeves, Service Manager at Washington Mind provided data on the 

number of individuals referred to the service from 1 April 2012 to 7 March 

2013 who reported DV as a reason for referral. 

 Wearside Women in Need 

o Anita Lord, Assistant Director at Wearside Women in Need (WWIN), provided 

data on numbers of calls received at the local helpline and the number of 

people provided with and refused refuge accommodation in 2011/12. 

 



 

  

 Accident & Emergency 

o Sunderland PCT funds a post within City Hospitals Sunderland NHS 

Foundation Trust (CHS) to collate and share anonymised information relating 

to A&E attendances following incidents of violent crime (the ‘Cardiff model’).  

The post responsible for providing this data was vacant during the production 

of this HNA, therefore CHS was unable to provide any ‘Cardiff data’ for 

inclusion. 

 Child and Adolescent Mental Health Service (CAMHS) 

o Anna Foster, Performance Manager at Northumberland, Tyne & Wear NHS 

Foundation Trust, provided data on the number of patients discharged in the 

last year who had DV recorded in their notes, and on the proportion of the 

current CAMHS caseload where DV is recorded in case notes. 

 

 



 

  

Felt need 

 

Quantitative data on the ‘amount’ of need based on activity levels of services provides only 

part of the picture.  Inclusion of qualitative data around issues such as perceptions of DV, 

barriers to accessing services, availability and acceptability of services enables exploration 

of felt need, and therefore provides a richer assessment of need with regard to DV in 

Sunderland.   

 

Working in collaboration with Jackie Nixon, Promoting Health Engagement Lead, a number 

of focus groups were held to explore awareness, perceptions and acceptance of DV in local 

communities.  A basic topic guide was developed, which was refined following an initial pilot 

that took place with five female promoting health volunteers.  The topic guide was developed 

iteratively following the pilot, and adapted as appropriate for the subsequent focus groups.  

Dedicated focus groups were conducted as follows: 

 

 Community/voluntary sector workers (five female participants) 

 Black and minority ethnic (BME) community (eight female participants) 

 Valley Road School peer support group (seven female participants) 

 Men’s groups (fourteen male participants in two groups of seven) 

 Wearside Women in Need – refuge services (fourteen female participants) 

 Wearside Women in Need – outreach services (five female participants) 

 

In addition, qualitative feedback was received from a further support group who had 

undertaken their own focus group, not using the standard topic guide. 

 

A Health Needs Assessment focusing on the lesbian, gay, bisexual or transgender (LGBT) 

community across South of Tyne & Wear was conducted in 2010.  This included qualitative 

research with members of the LGBT community around domestic violence.  The relevant 

findings are included in this needs assessment. 

 

As part of the City Council’s Scrutiny Policy Review, local councillors visited one of the 

refuges operated by WWIN and met staff and residents.  A summary of key themes 

emerging from that visit are also included in this section of the needs assessment. Local 

councillors were also invited to contribute their thoughts and experiences on DV in the city 

directly into this HNA. 



 

  

Normative need 

A meeting of key stakeholders was held at Sunderland Civic Centre on 31 October 2012.  

The purpose of the meeting was to make all partners aware of the HNA and to agree aims, 

to collect opinions from front line staff and experts from a range of agencies on the issues 

that the HNA should consider and to agree the output of the HNA.  Representatives were 

invited to attend from the following agencies: 

 

 Gentoo 

 South Tyneside NHS Foundation Trust (STFT) – Health Visiting 

 Northumbria Police 

 Sunderland City Council – Adult Safeguarding (Health, Housing and Adult Services) 

 Sunderland City Council – Child Safeguarding (Children’s Services) 

 Sunderland City Council – Performance and Intelligence 

 Sunderland City Council – Safer Sunderland (People and Neighbourhoods) 

 Sunderland Clinical Commissioning Group 

 Sunderland Safeguarding Children Board 

 Sunderland Shadow Health and Wellbeing Board 

 Sunderland Teaching PCT – Public Health 

 Sunderland Teaching PCT – Safeguarding 

 Wearside Women in Need 

 

A list of attendees at the stakeholder meeting is presented in Appendix B. 

 

Following the stakeholder meeting, more detailed discussions were held with individual 

stakeholders, to explore the data, intelligence and their views on services.  Meetings were 

held with representatives from primary care (general practice), Sunderland City Council 

(SSP, Scrutiny, Children’s Commissioning), Victim Support, Sunderland University, WWIN, 

Sunderland Teaching PCT (Safeguarding), CAMHS, CHS and STFT. 

 

 



 

  

Comparative need 

 

A questionnaire was developed in collaboration with Kelly Henderson, Principal Policy 

Officer for People & Neighbourhoods, Sunderland City Council and Pam Lee, Public Health 

Consultant, Sunderland Teaching PCT.  The questionnaire was distributed to DV leads in 

neighbouring LAs and aimed to collect information on the types of services provided across 

the region.  It also collected qualitative data on the opinion of the DV leads as to how well 

services met local need, aiming to identify areas of best practice and any inequity in 

provision in different areas. 

 

   



 

  

NEEDS ASSESSMENT 

 

Population Profile 

Sunderland has a population size of 275,500 with a slightly higher proportion female than 

male, reflecting the gender distribution observed nationally. (Office for National Statistics, 

2012d)  Figure 3 illustrates the population structure for Sunderland, compared to England 

and Wales, based on 2011 Census estimates. 

 

Figure 3 Population pyramids showing population structure for Sunderland compared to 
England and Wales 

 

 

Source: http://www.ons.gov.uk/ons/interactive/vp2-2011-census-comparator/index.html 

 

Sunderland has a lower proportion of both males and females in the range 25 to 40 years 

and a higher proportion in the range 50 to 65 years, compared to England and Wales as a 

whole. 

 

The 2011 Census showed that 94.8% of the Sunderland population were white British.  A 

total of 11,224 (4.1%) were from BME groups (excluding white non-British) and the 

remaining 3,073 (1.1%) were white non-British. (Office for National Statistics, 2012e)  The 

BME population in the majority of wards was between 1% and 5.5%, though there were a 

small number of wards with substantially higher proportions of the population from BME 

groups.  The highest rate was in Millfield, where almost a quarter (23%) of the population 

http://www.ons.gov.uk/ons/interactive/vp2-2011-census-comparator/index.html


 

  

was from BME groups. (Nomis, 2013)  Figure 4 shows the proportion of the population in 

each ward that was from BME groups.  

 

Figure 4 Proportion of population by ward from BME groups 

 

 

 

Sunderland is an area with high levels of deprivation; over one third (36%) of the population 

live in the most disadvantaged 20% of areas in the country.  This measure of deprivation is 

based on a range of domains; the population of Sunderland is most disadvantaged in the 

employment and health domains, where 50% and 56% of the population respectively live 

within the 20% most disadvantaged areas in the country. (Sunderland City Council & 

Sunderland PCT, 2012a) Figure 5 illustrates the variation in levels of socioeconomic 

disadvantage across the city. 

 



 

  

Figure 5 Variation in levels of socioeconomic disadvantage across the city 

 

 

 

 

Life expectancy across Sunderland as a whole is 2 years lower than the England average, 

and the size of this gap continues to increase, indicating widening inequality.  Figure 6 

shows the changes in life expectancy for males and females over the last two decades.  

(Sunderland City Council & Sunderland PCT, 2012c) 

 



 

  

Figure 6 The life expectancy gap between Sunderland and England 

 

 

Source: Sunderland City Council & Sunderland PCT, 2012c 

 

There are marked inequalities in life expectancy within Sunderland.  Among males in 

Sunderland there is a 16 year gap in life expectancy between the wards with the lowest 

(Hendon, 68.7 years) and highest (Washington South, 85.2 years) life expectancy.  For 

females, the gap is 8 years between wards with the lowest (Hendon, 75.6 years) and highest 

(Fulwell, 84.2 years) life expectancy. (Sunderland City Council & Sunderland PCT, 2012c) 

 

Over a quarter of children under 16 years old in Sunderland (27%; 13,300 children) live in 

low income families that are either claiming workless benefits or receiving tax credits and 

have a household income which is less than 60% of the national median income.  This is 

higher than the average child poverty level of 22% across England as a whole.  Again, there 

is marked inequality within Sunderland, some wards having rates below 5%, while in other 

wards child poverty rates are more than 60%.  (Sunderland City Council & Sunderland PCT, 

2012b)  Figure 7 illustrates the variation in child poverty rates across the city, with the 

highest rates largely mirroring rates of socioeconomic disadvantage shown in Figure 5. 

 
 



 

  

Figure 7 Variation in child poverty rates across the city 

 

 

 

 

Figure 8 shows that rates of violent crimes against the person in Sunderland have fallen 

consistently over the last five years and have done so at a faster rate than England as a 

whole.  Rates of violent crimes against the person are significantly lower in Sunderland than 

the England rate.  (Sunderland City Council & Sunderland PCT, 2012a) 

 

 



 

  

Figure 8 Rates of violent crimes against the person; trend over time 

 

 

 

The JSNA for Sunderland states that rates of binge-drinking in Sunderland (28%) are 

estimated to be significantly higher than England as a whole (18%), and are rising over time. 

Over 40% of all males in Sunderland aged 18 to 44 were estimated to binge drink at least 

once a week.  Rates of alcohol-attributable hospital admissions in Sunderland are among 

the highest in England.  There does not appear to be a correlation between socioeconomic 

deprivation and regular binge drinking, but a higher proportion of people from more 

advantaged communities drink above recommended weekly safe limits. (Sunderland City 

Council & Sunderland PCT, 2012d) 

 

The Community Mental Health Profile for Sunderland indicated that rates of depression were 

higher in Sunderland than any other local authority in England. (North East Public Health 

Observatory, 2013)  The Public Health Outcomes Framework, which measures self-reported 

mental wellbeing, suggests Sunderland has mental wellbeing outcomes similar to or worse 

than England as a whole. (Public Health England, 2013)  Mental wellbeing in Sunderland 

has recently been measured using the Warwick Edinburgh Mental Wellbeing Scale 

(WEMWEBS), which gives a numerical result based on responses to a series of 14 

questions. There was no significant difference in mental wellbeing between men and 

women, or between different ethnic groups in Sunderland.  A trend of increasing mental 

wellbeing was found with increasing socioeconomic advantage.  Figure 9 shows the 

distribution of WEMWEBS scores across the city (a higher total score indicates better mental 

wellbeing). (Sunderland City Council & Sunderland PCT, 2012d) 



 

  

Figure 9 Mental wellbeing scores by electoral ward 

 



 

  

Current Services 

 

There is a wide range of services, largely helplines, provided at a national level.  Whilst 

these services are available to the Sunderland population, local usage data is not routinely 

available and it was not feasible to contact every national service.  This section will therefore 

consider only those services which are focussed on the Sunderland population, either in the 

way they are commissioned or provided. 

 

A widely used model in public health is that which classifies services and interventions as 

primary, secondary or tertiary prevention.  Primary prevention is concerned with preventing 

an event (whether death and disease or abuse and assault) from occurring at all.  Secondary 

prevention is concerned with early detection and, once an event has occurred, reducing the 

risk of deterioration in conditions, or of adverse effects.  Tertiary prevention is concerned 

with minimising and responding to the negative impacts of a, usually chronic or long term, 

condition. 

 

In the context of DV, primary prevention would include campaigns and interventions 

designed to increase awareness and reduce acceptance of DV, with the aim of decreasing 

incidence.  Secondary prevention would include early detection and interventions to prevent 

escalation.  Tertiary prevention would relate largely to the most severe cases, including 

reducing the risk of repeat victimisation. 

 

Primary prevention 

 

There have been several campaigns and interventions aimed at reducing the incidence of 

DV in Sunderland in recent years. 

 

In 2011, Gentoo and Wearside Women in Need, with the support of the SSP 

and Northumbria Police, ran a week long ‘Only Losers Give Bruises’ 

campaign.  The campaign saw a distinctively liveried bus tour Sunderland, 

aiming to raise awareness and challenge acceptance of DV, and to put local 

services in contact with victims of DV.  As well as 

visiting a wide range of community venues across the city, the bus 

visited schools in the area to specifically tackle the issue of 

violence in teenage relationships. Photo Source: Sunderland Echo 

http://www.sunderlandecho.com/news/crime/only-losers-give-bruises-says-domestic-violence-campaign-1-3549051


 

  

Following the visit of the Only Losers Give Bruises bus in 2011, students from Farringdon 

Community Sports College were inspired to produce a film specifically to raise awareness of 

DV in teenage relationships.  Launched in September 2012, the film ‘I Have the Right’ was 

developed by teenagers to appeal to teenagers and will form part of a teaching pack being 

developed for distribution to schools across the city.  The film was evaluated by 130 

audience members present at premieres which took place at Sunderland University and the 

Sunderland Council Chamber.  Respondents included local councillors, NHS staff, 

community and voluntary sector workers, parents, school governors, police, staff from a wide 

range of council departments including Children’s Services and People & Neighbourhoods, 

and a range of other stakeholders. 

 

The film was evaluated as ‘very effective’ by 94% of respondents.  The majority of 

respondents also indicated that they had learned something new from the film, they would 

be able to recognise the signs of abuse in teenage relationships and would be more likely to 

seek advice or support if they encountered it.  The following were some comments made by 

those who evaluated the film: 

 

“It takes a serious message and tackles it from a young person's perspective.” 

 

“It was really well put together and covered the whole spectrum, and also made the important point 

that it can happen to girls and boys.” 

 

“Personal experiences from the people who have had to deal with the 

trauma of domestic violence.  It's real and happens.” 

 

“It was made to engage young people and it hit the mark.” 

 

“The reality of victim and perpetrator - this makes people think!” 

 

“This was a professional, powerful and informative film for which the 

students should be very proud of.  It highlights the very real problem of Domestic Abuse, how to spot 

the signs and where to seek support.” 

 

“It was an absolute wake up call that these relationships do exist.” 

 

“The emphasis that abuse is not only physical, but emotion, sexual, financial & psychological.” 

 

 



 

  

In addition to local evaluation, the work of the pupils at Farringdon Community Sports 

College has also received Home Office recognition and work is ongoing to enable the 

resource to be shared with schools beyond Sunderland. 

 

In December 2012, Northumbria Police, working with the newly 

elected Police and Crime Commissioner, launched the ‘Are 

you walking on eggshells?’ campaign.  The campaign aims 

to raise awareness of all forms of DV, and to encourage victims 

to come forward.  Posters bearing a freephone helpline number 

were placed around the city; in shopping centres, doctor’s 

surgeries and on the back of washroom doors. (Northumbria 

Police, 2012) 

 

Local and regional awareness raising initiatives are supported by national campaigns, such 

as three new television advertisements that have been launched as part of the national ‘This 

is ABUSE’ campaign, which aims to raise awareness of abuse particularly in teenage 

relationships. (Home Office, 2013a) 

 

The Family Nurse Partnership is an intensive, preventive home visiting service for 

vulnerable, first time parents aged under 20 years, who live in areas of deprivation.  The 

service in Sunderland is provided by six specially trained nurses, employed by STFT.  The 

programme begins in early pregnancy and continues until the child reaches 2 years of age.  

It consists of 14 sessions which cover a range of topics aiming to increase parenting skills, 

improve resilience and promote healthy family relationships.  The programme includes 

content specific to DV, as well as related topics such as conflict management, each of which 

can be tailored according to need.  The Family Nurse Partnership therefore serves an 

important primary prevention purpose), raising the issue with all clients, regardless of 

whether DV has been disclosed, in a vulnerable population (DV incidence being higher 

among younger ages).  If DV is disclosed, the nurse may provide individual support or refer 

to other services as appropriate.  Sunderland is part of a trial of group sessions, which will 

involve sessions of up to twelve families, and expanded eligibility criteria (under 20’s having 

a second child and 20-25 year olds having a first child). (personal communication, Irma 

Shepheard) 

 

A standardised sex and relationships education (SRE) offer has been developed and 

made to schools across the city, covering various aspects of health and wellbeing including 

healthy relationships.  Uptake of the offer has been variable and, although all schools in the 



 

  

city are offering some form of Sex and Relationships Education (SRE), it is not known what 

level of SRE is being delivered in each school.  In addition to the core offer, the Risk and 

Resilience team provide more targeted support on a one to one or small group basis to 

those individuals identified by schools as being high risk.  Feedback from the Risk and 

Resilience team indicates that there may be benefit in developing a robust referral pathway, 

so that children can be identified earlier, before their behaviour and attainment are 

negatively impacted. (personal communication, Rick Stifter) 

 

 

Secondary prevention 

 

A range of services and interventions are in place in the city to facilitate early detection of 

DV, and to prevent escalation. 

 

Gentoo 

Gentoo is the major provider of social housing within the city and plays a central role in 

identifying and responding to DV.  Gentoo has a dedicated team of Victim Support 

Officers, who can provide victims with help and advice around housing issues including 

rehousing, home safety and signposting to refuge services.  In addition, Gentoo ‘Cause for 

Concern’ is a proactive initiative in which potential victims of DV are identified by front line 

and maintenance staff  trained to recognise specific repairs which may indicate DV occurring 

in the household.  Any of the following leads to a ‘Cause for Concern’ being raised with 

Gentoo Victim Support staff, who will discretely make contact with the potential victim: 

 

 external door lock change  

 three bathroom lock changes  

 two broken windows  

 lost keys  

 damage to internal doors 

 

The ‘Cause for Concern’ initiative therefore represents an innovative approach to identifying 

DV cases that may otherwise have gone unreported. 

 

Victim Support 

Victim Support (South of Tyne and Wear) is the local arm of the national charity that 

provides free and confidential help to victims and others affected by crime, across England 



 

  

and Wales.  Crimes do not have to be reported to the police in order to access Victim 

Support. 

 

Impact Family Services 

Impact Family Services is a not for profit organisation which provides services for individuals 

and families who are facing a difficult time due to separation and/or divorce; domestic 

violence and abuse; and for children and young people affected by family or peer 

relationships. 

 

The services offered relating to DV include (personal communication, Hazel Hedley): 

 

 Child Contact Centres – offering a safe venue for children to meet a parent they no 

longer live with.  Child contact centres are for private law cases only (charged 

service). 

 Women’s Support Worker – works with women using the child contact centres when 

DV has been an issue and need additional support.  This is a free service. 

 Domestic Violence Perpetrator Programme – runs in South Tyneside, but accepts 

men from Sunderland who are going through the family courts for contact with their 

children following DV.  The Judge or Magistrate will make a Contact Activity Order to 

attend the South Tyneside Domestic Abuse Perpetrator Programme.  This is a free 

service if ordered by the family court. 

 Family Mediation Service – an impartial third party that help parents discuss 

arrangements for children post separation.  This applies in cases of DV only if both 

parents wanted contact and the mediator felt that no-one was being coerced into 

attending or making agreements.  This is a free service for those entitled to legal aid. 

 Respect Young Peoples Programme – Impact Family Services are part of a national 

pilot with Respect, working on an early intervention programme for young people 

aged between 11-14 years old who are showing signs of being violent within the 

home.  The pilot commenced in February 2013 and will run to September 2015.  This 

is a free service. 

 

Sunderland Counselling Service 

Sunderland Counselling Service is commissioned to provide a specialist service for female 

victims of childhood sexual abuse and adult rape /sexual abuse, but not a specific service for 

DV.  In some but not all cases of sexual violence, there is a clear link to DV.  Support is also 

provided to a small number of cases of DV specifically.  In addition, Sunderland Counselling 



 

  

Service provides a service for male victims of sexual violence, but is not currently 

commissioned to do so. 

 

Washington Mind 

Washington Mind is a local independent charity offering a range of mental health and 

wellbeing services, as well as training of other agencies to respond to local need.   

Washington Mind accepts referrals from other agencies and self-referrals from victims of DV 

and is able to provide emotional support and counselling services. 

 

Sunderland Mind 

Sunderland Mind is a local independent charity offering a range of mental health and 

wellbeing services.  Sunderland Mind accepts referrals from other agencies and self-

referrals from victims of DV and is able to provide emotional support and counselling 

services. 

 

Wearside Women in Need 

WWIN operate a 24 hour helpline, which is staffed by WWIN staff on a voluntary basis.  The 

helpline provides a range of support from information and advice to crisis response and 

access to refuge services. 

 

In addition, WWIN operate an outreach service, supporting women living with DV in the 

community.  Users of the outreach service are offered access to IDVA support via group 

sessions held in community venues. 

 

IAPT 

The IAPT programme is delivered by a range of providers in Sunderland and managed by 

Northumberland, Tyne and Wear NHS Foundation Trust.  IAPT is an open access self-

referral service and therefore can be accessed by anyone affected by DV, however 

intervention would only be provided for those experiencing mild to moderate mental health 

problems.  The IAPT service refers severe cases to secondary mental health care services, 

while those requiring counselling services are referred to third sector organisations. 

 

CAMHS 

Northumberland, Tyne and Wear NHS Foundation Trust provide the CAMHS for Sunderland.  

The CAMHS supports children and young people aged up to 18 who have been affected by 

DV and are showing signs of psychological effects.  In addition to providing individual care, 



 

  

CAHMS also offers training to organisations that work with children and young people who 

have been affected psychologically by DV. 

 

Mainstream NHS services 

Whilst not necessarily commissioned or provided specifically to respond to DV, a wide range 

of health care services are provided by the NHS.  Individuals may access NHS services as a 

direct or indirect result of DV, or individuals experiencing DV may access services for an 

unrelated issue.  NHS services therefore are in a position to both respond to DV and to 

identify victims who could then be referred on or signposted to appropriate services.   

 

The domestic abuse policy for STFT, provider of NHS community health services in 

Sunderland, states that there is a commitment to “ensuring that domestic abuse is 

recognised, and that both clients and staff are provided with information and support to 

minimise risk”.  In support of this commitment, the policy endorses routine enquiry, the 

practice of asking all clients direct questions about domestic abuse, as a skill in which all 

frontline staff should be trained. (South Tyneside NHS Foundation Trust, 2010)  This is in 

line with national guidance. (Home Office, 2004, Department of Health, 2005 & Department 

for Children, Schools and Families. 2010)   It is important to note that routine enquiry is not 

screening.  Routine enquiry is a more flexible approach than screening as it enables health 

professionals to adapt the mode of questioning according to individual patient 

circumstances. 

 

CHS does not currently have a DV policy in place.  Routine enquiry is undertaken in 

midwifery and sexual health departments, while selective enquiry is undertaken by Accident 

& Emergency. (personal communication, Jackie Leaf) 

 

A recent Ofsted report found that the impact of domestic violence in families on children was 

well understood by health practitioners in Sunderland, rating the contribution of health 

agencies to keeping children and young people safe as ‘Good’.  The same inspection also 

rated partnership working as ‘Good’, finding that A&E staff referred appropriately to 

children’s social care services and that a specialist health visitor was in place to work with 

homeless families and with the local domestic violence refuge.  One limitation noted was that 

there is no consistent link from CHS into the MARAC. (Ofsted, 2012) 

 



 

  

Tertiary prevention 

 

There are a number of services and initiatives in place in Sunderland to support high risk DV 

cases and to reduce the risk of repeat victimisation. 

 

MARAC 

MARAC is recommended by the Home Office as best practice for addressing high risk cases 

of DV.  The MARAC is a multi-agency approach which involves sharing information to 

assess the needs of high-risk victims, enabling action planning to reduce risk.  The 

Sunderland MARAC, chaired by Detective Inspector Denise Clark, takes place fortnightly 

and has representation from a broad range of agencies.  The MARAC aims to ensure that 

agencies work together to minimise risk to those at the most serious risk of harm. 

 

A recent Ofsted inspection of safeguarding and looked after children services in Sunderland 

reported that partnership working to tackle domestic abuse was robust, though the report 

highlighted that CHS are not fully signed up to the local MARAC process. (Ofsted, 2012) 

 

IDVA service 

Sunderland has two IDVAs who work with and support high risk victims of DV.  IDVAs are 

trained specialists who aim to secure the safety of victims and their children.  They are a 

primary point of contact for high risk victims and provide support from the point of crisis to 

assess the level of risk, discuss the range of suitable options and develop safety plans.  

(Home Office, 2013b) 

 

Wearside Women in Need 

WWIN operate five residential projects in the city.  There are three ‘mainstream’ refuges for 

female victims of DV and their children.  In addition, the Beechwood project provides 

specialist refuge accommodation for women suffering from DV with mental health disorders, 

whilst ‘TZ’ provides refuge accommodation for 16 to 18 year old females suffering from DV. 

 

Home Security and Sanctuary Scheme 

The Safer Sunderland Partnership supports victims to remain in their home if they wish to do 

so, by providing additional home security.  Referrals are generated via Northumbria Police, 

and home adjustments carried out by Gentoo. 

 



 

  

Accident & Emergency 

CHS provides Accident & Emergency services in Sunderland. While it is known that a 

minority of victims access health services, the most severe cases are most likely to attend 

Accident & Emergency departments.  Accident & Emergency provides health care to attend 

to acute injury and can refer to other NHS services for management of ongoing physical or 

mental health problems.  In addition, selective enquiry is undertaken at Sunderland Royal 

Hospital Accident & Emergency department, aiming to increase the chance of disclosure of 

DV and support risk assessment in specific patients. (personal communication, Jackie Leaf) 

 

Perpetrator services 

There are a number of initiatives in place to support and rehabilitate offenders, aiming to 

reduce the risk of re-offending.  These are provided by organisations such as Northumbria 

Probation Trust and WWIN.  In addition, Sunderland has a SDVC and while it is beyond the 

scope of this HNA to describe services targeted at perpetrators of DV or relating principally 

to the criminal justice system, it is important to acknowledge their potential benefit for victims 

through impacting on repeat offending, and repeat victimisation rates.  

 

Other services 

There is a range of other specialist services which are provided to meet specific needs 

where there is likely to be considerable crossover into DV, though their primary purpose is 

not around DV.  As such, it is beyond the scope of the HNA to describe these services in 

detail; however it is important to recognise that such services have an important role to play 

in protecting and supporting the most vulnerable members of society, many of whom may 

have previously or currently be experiencing DV. 

 

Examples of such services include (but are not limited to): 

 rape crisis 

 homelessness charities  

 Wear Out, an LGBT service working in Sunderland 

 The Women’s Hub, provided by Northumbria Probation Trust for the rehabilitation of 

female offenders or those at risk of offending, a group known to be at high risk of DV 

and unlikely to access mainstream services 

 



 

  

Epidemiological Need 

 

All of the statistics quoted in this needs assessment should be interpreted with caution since, 

due to the nature of DV, a significant proportion of cases are likely to go unreported and 

therefore will not be included in statistical estimates. 

 

National level data 

 

The CSEW indicates that in 2011/12, 5.3% of adults had experienced ‘any domestic abuse’ 

(defined as partner or family non-physical abuse, threats, force or sexual assault) in the last 

year, with a higher rate (6.3%) in women compared to men (4.3%).  Based on 2011 census 

estimates, this equates to approximately 1.0 million female and 0.7 million male victims aged 

16 to 59 reporting having suffered DV within the last year in England and Wales. (Office for 

National Statistics, 2012a & Office for National Statistics, 2012f) 

 

Figure 10 depicts the trends in self-reported prevalence of ‘any domestic abuse’ across 

England and Wales over the last eight years.  Reported prevalence has fallen for both sexes 

compared to baseline in 2004/05, though it appears that reported prevalence rates among 

males has begun to increase in recent years. (Office for National Statistics, 2012a) 

 

Figure 10 Trends in self-reported prevalence of domestic abuse in England and Wales 

 

 

 



 

  

In addition to providing data on experience of ‘any domestic abuse’ within the previous year, 

the CSEW also reports on lifetime experience of ‘any domestic abuse’.  A slightly broader 

definition, which includes stalking, was used by CSEW when reporting this measure.  

Lifetime prevalence rates were markedly higher than in-year prevalence; almost a quarter of 

adults (24.4%) reported having experienced DV at least once since the age of 16.  Almost 

one in three women (31.0%) reported some lifetime experience of DV, compared to almost 

one in five men (17.8%).  Based on 2011 census estimates, this is equivalent to around 5 

million female and 2.9 million male victims aged 16 to 59, across England and Wales. (Office 

for National Statistics, 2012a & Office for National Statistics, 2012f) 

 

Taking partner abuse and family abuse as distinct forms of DV, the CSEW further classifies 

abuse within these two areas.  Table 4 presents these data, illustrating that DV is most likely 

to involve non-physical rather than physical abuse. 

 

Table 4  Prevalence of different forms of partner and family abuse 

 

 Partner abuse Family abuse 

Any 18.5 8.1 

Non-physical abuse 

(emotional, financial) 

12.5 4.9 

Threats 5.7 1.7 

Force 12.2 4.5 

Figures are percentages who were victims once or more since the age of 16 

Source: (Office for National Statistics, 2012a) 

 

 

Repeat victimisation 

The CSEW also provides data on repeat victimisation.  In 2011/12, 32% of those reporting 

DV were repeat victims, the lowest rate ever recorded.  Figure 11 shows the trend in repeat 

victimisation rates. (Office for National Statistics 2012a) 

 

 



 

  

Figure 11 Trends in self-reported repeat victimisation of domestic abuse in England and 
Wales 

 

 

 

While around a third of DV victims are repeat victims, these account for almost two thirds 

(63%) of all DV incidents. 

 

Each year, a specific aspect of intimate personal violence is the focus of an expanded 

report.  Key findings from 2010/11, which focussed on partner abuse and 2009/10, which 

focussed on risk factors for being a victim of DV, are summarised here. 

 

Risk of DV in specific groups 

The Equality Act 2010 makes illegal the unfair treatment of people because of protected 

characteristics. (HM Government 2010b)  The nine protected characteristics set out in the 

Equality Act are:  

 age 

 disability 

 gender identity 

 marriage/civil partnership 

 pregnancy/maternity 

 race 

 religion/belief 

 sex  

 sexual orientation 



 

  

Detailed analysis of data from the 2009/10 BCS included findings from logistic regression 

analysis, which was used to determine the extent to which a range of variables contributed 

to the likelihood of being a victim of DV.  Several individual factors, including many of the 

protected characteristics, were found to be independently associated with risk of DV.  Those 

factors independently associated with an increased risk of DV victimisation are listed in 

Table 5 below.  It is important to note that association does not necessarily imply a causal 

relationship with DV. (Smith, 2011) 

 

Table 5  Independent risk factors for DV victimisation 

 

 use of any drug in the last year 

 people who are separated, divorced or widowed 

 having a long-term illness or disability  

 sex (being female) 

 household structure (higher risk where single adult with child(ren) in 

household) 

 age (generally lower risk with higher age) 

 household income (generally lower risk with higher income) 

 alcohol consumption (lower risk among non-drinkers) 

 housing tenure (higher risk for tenants than owner occupiers) 

 number of visits to a nightclub in last month (higher risk with higher 

frequency) 

 occupation (lowest risk among students and intermediate occupations) 

 

Of the protected characteristics, age, sex, marital status and disability were found to be 

independently associated with risk of DV. 

 

The BCS found that ethnicity was not independently associated with risk of DV, however 

some specific forms of DV, such as forced marriage, so-called ‘honour’ based violence and 

female genital mutilation, are disproportionately distributed by race or religion/belief. (HM 

Government 2010a)  There is very limited specific data on rates these individual forms of DV 

however that which does exist is presented here. 

 

The Forced Marriage Unit (FMU) reported that in 2011 there were 1,468 instances where 

support or advice was provided in relation to a possible forced marriage.  Over three 

quarters (78%) of those receiving support or advice were women.  A small proportion 



 

  

involved those with disabilities (4.5%) and 0.7% involved those who identified themselves as 

LGBT. (Foreign and Commonwealth Office, 2012) 

 

There is a lack of robust data available on the prevalence of HBV in the UK.  Recent 

research from the charity Iranian and Kurdish Women’s Rights Organisation suggested that 

there was likely to be around 3,000 cases of HBV each year in the UK.  This figure was 

based on extrapolation of data provided by a sample of police forces across the country on 

the number of incidents of HBV that were reported in 2010. (Iranian and Kurdish Women’s 

Rights Organisation, 2011)  The Government have recently stated that there are believed to 

be approximately 12 honour-related killings annually, but that actual prevalence could be 

much higher. (HM Government 2011b) 

 

Robust data on the prevalence of FGM in the UK is similarly lacking, though it is known to be 

more common in certain ethnic groups.  A recent report into the issue from the British 

Medical Association (BMA) stated that the majority of cases in this country were refuges, 

particularly those from Egypt, Eritrea, Ethiopia, Gambia, Iraq, Kenya, Kurdistan, Liberia, 

Mali, Nigeria, Northern Sudan, Sierra Leone and Somalia.  FGM can be encountered in the 

UK in women and girls who have already been mutilated, and in girls who might be.  The 

most common age for FGM to occur is from 7 to 9 years. (BMA 2011)   

 

A Department of Health funded study (Forward, 2007) reported that: 

 An estimated 65,790 women resident in England and Wales in 2001 had undergone 

FGM, with over half being from Kenya or Somalia. 

 In 2004, there were an estimated 9,032 maternities to women who were likely to 

have undergone FGM. 

 

The other protected characteristics were not analysed as part of the 2009/10 BCS, however 

a recent equality impact assessment summarises current evidence. (HM Government 

2011b)  It reported that experience of DV varied according to sexual orientation and 

gender identity, with bisexual and transgender people more likely to experience DV than 

lesbians and gay men.  No comparison was made between these groups and the 

heterosexual population. 

 

It has been estimated that around one third of cases of DV start during pregnancy, and that 

almost one in ten women are thought to be abused during or following pregnancy, with 

particularly high rates among teenage mothers. (HM Government 2011b) 

 



 

  

Drugs and alcohol 

While the 2009/10 BCS reported that the frequency of alcohol consumption was associated 

with risk of DV, there was no evidence of a linear relationship with frequency.  All levels of 

consumption were compared to a frequency of three times per week or more; only those 

who had not consumed alcohol in the last year had a significantly reduced risk of DV.  There 

was no statistically significant reduction in risk, for example, among those who consumed 

alcohol less than once a week. (Smith, 2011) 

 

In the 2010/11 BCS, victims of partner abuse were asked whether they believed the offender 

had been under the influence of alcohol or illicit drugs, and whether they (the victim) had 

been.  Alcohol use was more commonly suspected than illicit drug use (21% compared to 

8%), with female victims most likely to perceive both forms of substance misuse.  Victims 

were more likely to report that they themselves had been under the influence of alcohol 

(10%) than illicit drugs (2%), with no statistically significant difference between male and 

female victims.  These results should be interpreted with caution due to large numbers of 

respondents being unable or unwilling to answer. (Smith, 2012) 

 

Mental health 

A recent systematic review and meta-analysis has shown that the prevalence of DV is 

significantly higher in both men and women with mental health disorders, compared to those 

without.  For specific forms of mental health disorder (depression, anxiety and post-traumatic 

stress disorder) in women where sufficient data was available, the authors were able to 

produce numerical estimates of condition-specific increases in the risk of experiencing DV.  

Risk of DV among these women ranged from two to seven times higher than in women 

without mental health disorders. (Trevillion, 2012)  It should be noted that mental illness may 

be both a cause and effect of DV therefore care should be taken when interpreting the 

numerical risk estimates quoted. Nonetheless, the association between DV and mental 

illness means that those working with individuals with mental illness should be aware of the 

vulnerability for DV to be present, and vice versa. 

 

Help seeking behaviours 

The 2010/11 CSEW report described help seeking behaviours of victims of partner abuse.  

The majority of victims did tell someone about the abuse they had suffered; most commonly 

a friend, relative or neighbour.  Various forms of support were provided, ranging from 

listening (87%), provision of advice (29%), onward referral (18%), financial support (14%) 

and provision of accommodation (10%). (Smith, 2012) 

 



 

  

Less than half of female victims and fewer than one in five male victims sought support from 

a professional organisation.  Around one quarter of partner abuse victims reported the abuse 

to the police.  Reasons for not involving the police included the perception that the abuse 

was too trivial to report, that it was a private matter and not the business of the police, or lack 

of confidence that the police could help. (Smith, 2012)  In 2011/12, the proportion who stated 

that they had reported the incident to the police was higher, at 39%. (Office for National 

Statistics 2012a) 

 

Engagement with health professionals was particularly uncommon, especially among men; 

only 4% of male and 19% of female victims of partner abuse reported telling a health 

professional.  Although around a quarter of all partner abuse victims sustained a physical 

injury, only around a quarter of these received any medical attention.  The overwhelming 

majority (over 80%) of those receiving medical attention did so from a GP surgery, with less 

than one in five attending Accident & Emergency. (Smith, 2012) 

 

 

Local data: Northumbria Police incidents 

 
Data relating to the number of DV incidents, gender of victims, sexuality of victims, 

distribution across police sectors and repeat victimisation was provided directly by 

Northumbria Police.  All other data relating to DV incidents was obtained from extracts of the 

Northumbria Police data as supplied to the SSP.  Data extraction from the SSP database 

was undertaken by Stephen Potts, Data Analyst at Sunderland Teaching PCT. 

 

 

Number of incidents 

Northumbria Police reported that they responded to a total of 6,091 DV incidents in 

Sunderland during 2011/12.  This was a decrease of 136 on the previous year however, as 

Figure 12 shows, the number of reported incidents has fluctuated around 6,000 for the past 

four years without evidence of any discernible trend.   

 

 



 

  

Figure 12 Trend in number of reported DV incidents in Sunderland 

 

 

 

Victims 

The 6,091 DV incidents reported to Northumbria Police in 2011/12 involved 3,865 victims, 

3,012 (78%) of which were female and 853 (22%) male.  Just over one in ten DV incidents 

occurred in same sex relationships (667; 11%). 

 

Table 6 shows the distribution of the 3,865 victims of DV across each of the seven police 

sectors in Sunderland in 2011/12.  Note the figures for each sector should not be added as 

the same victim could be recorded in separate sectors. 

 

Table 6  Number of reported victims of DV incidents by police sector, 2011/12 

 

Central East South West North Washington Houghton 

407 431 333 745 797 672 599 

 

 

The repeat victimisation rate was 49.9%, representing a total of 3,037 recorded incidents. 

 

Further data on DV incidents was extracted from the dataset available to the SSP.  In this 

dataset, it was not possible to identify only adult victims of DV incidents.  Therefore any 

reference to incidents herein refers to victims of all ages, which is broader than the definition 

of DV outlined in the scope of this HNA.   

 

It is important to note that the total number of DV incidents included in the dataset provided 

from the SSP differs from that provided directly by Northumbria Police.  The SSP dataset 

included a total of 5,449 DV incidents in 2011/12.  The data from SSP is based on recorded 



 

  

DV incidents while the data provided from Northumbria Police is based on ‘domestic abuse 

records’ created by officers.  On attending an incident where DV has not been identified, an 

officer may suspect DV and create a record.  As such, there are a greater number of DV 

incidents included in the dataset provided by Northumbria Police than that from the SSP.  

This discrepancy is recognised by Northumbria Police and discussions are in hand to 

standardise data provided to Las, (personal communication, Denise Clark) 

 

Seasonal distribution of DV incidents 

The number of reported DV incidents fluctuates around 400 to 500 per month in Sunderland.  

Figure 13 shows the number of reported DV incidents per month over the last four years.  

This figure illustrates the pattern of incidents with no discernible trend, apart from a seasonal 

peak around December in each year.  The number of reported incidents has continued to 

increase each month from November 2011 to the highest level in four years at the end of 

2011/12.  It should be noted that this may be due to random variation, however the 

continuing trend should be monitored. 

 

Figure 13 Number of reported DV incidents per month from 2008/09 to 2011/12 

 

 

 

 

Geographical distribution of DV incidents 

The distribution of reported DV incidents (2011/12) across the city was inequitable, ranging 

from a peak of 49.6 per 1000 population in Hendon ward to a low of 11.2 per 1,000 

population in Fulwell and Doxford wards.  Table 7 shows the number and rate per 1,000 

population of reported DV incidents in each ward of the city. 

 



 

  

Table 7  Reported DV incidents across the city 

 

Ward Number of 
reported DV 

incidents 

Total adult 
population† 

DV incidents per 
1,000 population 

Hendon 488 9,830 49.6 

Washington North 403 9,225 43.7 

Millfield 360 9,674 37.2 

Southwick 321 8,725 36.8 

Redhill 338 9,407 35.9 

Sandhill 305 8,850 34.5 

Pallion 275 8,437 32.6 

St. Anne's 235 9,017 26.1 

Castle 237 9,296 25.5 

Ryhope 200 8,481 23.6 

Hetton 209 9,219 22.7 

Silksworth 192 8,997 21.3 

Copt Hill 194 9,108 21.3 

St. Michael's 195 9,175 21.3 

Washington Central 191 9,367 20.4 

Houghton 170 9,398 18.1 

St. Chad's 141 8,009 17.6 

Washington West 157 9,250 17.0 

Shiney Row 172 10,337 16.6 

St. Peter's 143 9,364 15.3 

Washington South 113 8,455 13.4 

Washington East 109 9,106 12.0 

Barnes 105 9,174 11.4 

Doxford 93 8,281 11.2 

Fulwell 103 9,190 11.2 

SUNDERLAND 5,449 227,372 24.0 
† Adult population based on mid-2010 ward population estimates (experimental statistics), published by the 

Office for National Statistics.  These data differ slightly from the mid-2011 estimates, however this is the most 

recent release of the ward level statistics. 

 

 

Figure 14 illustrates the distribution of reported DV incidents across the city, proportional to 

population size.  Dark green represents the lowest rates of DV per capita, with light green, 

yellow and amber representing increasing rates, up to the highest rates, shown in red.  The 

map shows the highest rates of DV (where incidence is equivalent to up to 8.4% of the 

population) were found in pockets around Hendon, Southwick, Redhill and Washington 

North wards. 

 



 

  

Figure 14 Map showing the geographical distribution of reported DV incidents in 
Sunderland 

 

 



 

  

Association with deprivation 

Lower Super Output Areas (LSOAs) are small level geographies containing between 1,000 

and 3,000 people.  As such they are much smaller than wards and were designed to 

improve the reporting of small area statistics. (Office for National Statistics, 2013a)  Every 

LSOA has been assigned a deprivation score, (Index of Multiple Deprivation, IMD) with lower 

scores indicating lower levels of deprivation. (Department for Communities and Local 

Government, 2010) 

 

It is possible to explore the correlation between rate of reported DV incidents and deprivation 

at LSOA level.  Figure 15 illustrates a clear trend that LSOAs with higher deprivation scores, 

tend to experience higher rates of reported DV incidents. 

 

Figure 15 Scatter plot showing correlation between DV incidence and deprivation score 
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The correlation between deprivation and incidence of reported DV is highly statistically 

significant (Spearman’s Rank Correlation Coefficient rs=0.82, p<0.0001).   

 

While these analyses suggest that DV incidence is significantly higher in more deprived 

areas, it is important to note that this refers only to reported DV incidence.  There is 

conflicting opinion as to whether DV is equally common but less reported by more affluent 

women, (Walby, 2004 and Harne, 2010) or the prevalence is genuinely lower in more 

affluent communities. (Renzetti, 2009)  A recent Department of Health publication describes 

a strong socioeconomic gradient for violence, likely attributable to a clustering of risk factors 



 

  

for violence in deprived communities. (Department of Health, 2012)  It should however be 

noted that DV incidents were reported in every ward of the City in 2011/12, so although 

some areas have higher reported rates than others, DV is a citywide issue in Sunderland. 

 

Incidents involving children 

Data extracted from the SSP database indicates that in 2011/12 over a third (35%) of police 

reported DV incidents in Sunderland involved children.  These statistics have been 

ascertained from those incidents where one or both of the following applied: ‘Concern for 

Safety Persons Under 17 years old’ or ‘Vulnerable Child/Young Person’.  It is not possible 

from these data to estimate the number of children affected, as it is likely that a number of 

cases will be in households with more than one child.  A total of 1,914 incidents reported in 

2011/12 involved children, therefore the most conservative estimate would indicate that at 

least 1,914 children were involved, though the actual number is likely to be considerably 

higher. 

 

Alcohol related incidents 

Although the number of alcohol related DV incidents in Sunderland has increased over the 

last four years, this has not been accompanied by an increase in alcohol related DV crimes.  

There are recognised limitations in the recording system for incidents, in which a limited 

number of associating factors (codes) can be entered for any one incident, meaning that not 

all alcohol related DV cases may be recorded as such.  Due to this data quality issue, data 

on alcohol related DV incidents will not be included in this HNA.  Data on alcohol related 

crimes, which is a more reliable measure, is included in the relevant part of the next section. 

 

Risk level 

Northumbria Police and partner agencies undertake risk assessment of DV incidents to 

determine the severity and ongoing risk.  Incidents are rated as Standard, Medium or High 

risk, with High Risk cases being managed through the MARAC process.  Northumbria Police 

were unable to provide details of the risk level of DV cases over the period 2011/12. 

 

 

Local data: Northumbria Police crimes 

 

All information on DV crimes was provided from the SSP dataset by Stephen Potts, 

Information Analyst at Sunderland PCT.  Whilst only limited information is available for 

incidents, once it is established that a crime has been committed, additional information 



 

  

pertaining to the crime, victim and perpetrator is collected.  Of the 5,449 DV incidents in the 

SSP dataset for Sunderland in 2011/12, 910 were recorded as crimes.  These cases 

represented 45% of all recorded violent crime in adults in Sunderland. 

 

The following narrative refers to the 910 DV crimes.     

 

Sex 

In 85% of recorded DV crimes in 2011/12, the victim was female (774 of 910).  While these 

data indicate that the majority of victims were female, almost one in six victims was male 

(15%; 136 of 910) therefore the potential impact of DV on male victims should not be 

overlooked.  

 

In addition, DV is known to be an underreported crime; therefore it is likely that these 

estimates for both sexes do not provide a true representation of the scale of the issue.  Men 

are generally less likely to engage in help-seeking behaviours (Courtenay, 2000, O’Brien 

2005 and Smith, 2012) and therefore may be less likely than females to report DV. 

 

Age 

Table 8 shows the age distribution of victims of DV crimes as a rate based on stratified 

population size. 

 

Table 8  Reported DV incidents in Sunderland, by age 

 

Age band Number of 
reported DV 

incidents 

Total adult 
population† 

DV incidents per 
1,000 population 

18 19 3,642 5.2 

19 30 4,066 7.4 

20-24 198 19,709 10.0 

25-29 163 16,945 9.6 

30-34 110 15,877 6.9 

35-39 107 17,040 6.3 

40-44 81 19,937 4.1 

45-49 77 20,944 3.7 

50-54 60 20,020 3.0 

55-59 26 17,577 1.5 

60-64 15 18,011 0.8 

65-69 16 13,198 1.2 

70+ 8 33,595 0.2 

SUNDERLAND 910 220,561 4.1 
† Adult population based on 2011 Census. (Office for National Statistics, 2013b)  

 



 

  

This clearly shows that, while 20-24 year olds report the highest rates, DV can and does 

occur at all ages.   

 

Ethnicity 

The vast majority of reported DV crimes were committed against those of white ethnic origin 

(97.8%).  A small proportion of reported crimes (1.5%) were committed against victims of 

Asian or Asian British ethnic origin, with less than 1% committed against those of Black or 

Black British ethnicity. 

 

Census estimates indicate that approximately 5.2% of the Sunderland population are from 

the BME community. (Office for National Statistics, 2012e)  Since national data indicate that 

there is no significant association between DV incidence and ethnicity, these data suggest 

that DV incidents are disproportionately underreported in BME communities. 

 

Sexual orientation 

Data on sexual orientation was not readily available from the data available to the SSP; 

however, through cross-tabulation of the sex of both victim and perpetrator, it was possible 

to identify those crimes committed by a member of the same sex as the victim.  Restricting 

this analysis to those crimes where the perpetrator relationship was recorded as ‘partner’ 

enabled estimation of the number of same sex DV crimes. 

 

A total of 39 DV crimes (4.3%) occurred in same sex relationships, where the perpetrator 

was recorded as either the partner or an ex-partner.  Twenty cases were female and 19 

were male.  While this implies an equal burden of same sex DV crimes, when considering 

the total number of DV crimes in each gender, a different pattern emerges.   The 20 cases of 

same sex DV in females accounts for 2.6% of the 774 female DV victims, while the 19 cases 

of same sex DV in males accounts for some 14.0% of the 136 male DV victims. 

 

 

Information on the other protected characteristics (disability, gender reassignment, 

marriage/civil partnership, pregnancy/maternity and religion/belief) was not available from 

police data. 

 

Relationship 

A total of 3,248 DV crimes were recorded during the period 2008/09 to 2011/12.  Of these, 

45% were perpetrated by a partner, and a further 25% by a former partner.   

 



 

  

Following partners and ex-partners, children were the next most likely group to perpetrate 

DV, against their parents.  Child to parent DV accounted for a total of 415 DV crimes (13% of 

the total) over the four year period.  Other family members such as siblings, parents and 

extended family members comprised the vast majority of the remainder of cases. 

 

Alcohol related DV crimes 

Within crime recording, there are specific flags for both DV and alcohol-related.  As such, 

crime data on alcohol related DV is far more robust than incident data.  In Sunderland, there 

has been a 24% decrease in alcohol related DV crimes over the last year.  The number and 

proportion of alcohol related DV crimes recorded by Northumbria Police over the last four 

years is summarised in Table 9. 

 
Table 9  Number and proportion of alcohol related DV crimes 

 

 Total DV crimes Alcohol related 

2008/09 1269 794 (63%) 

2009/10 1295 795 (61%) 

2010/11 1187 713 (60%) 

2011/12 914 542 (59%) 

 
 
 
Geographical distribution 

As with incidents, there was marked variation in the prevalence of DV crimes across the city.  

Figure 16 illustrates this variation by ward, as well as showing the trend in number of DV 

crimes for each ward over the last four years.   

 

The data show marked inequality in the number of DV crimes experienced by ward, and in 

trends in numbers of DV crimes over the last four years.  There have been marked and 

consistent decreases year on year in the number of DV crimes in some wards, such as 

Southwick, Silksworth and St. Peters.  In other wards, including Shiney Row and Sandhill, 

there is less evidence of significant change.  While this apparent variation warrants further 

investigation, it is important to note that it may be the result, entirely or partly, of working with 

small numbers. 

 
 

 



 

  

Figure 16    Variation and trends over time in numbers of DV crimes by ward (2008/09 to 2011/12) 

 



 

  

Estimate of true local prevalence 

 
DV is known to be an underreported crime, meaning that a substantial number of victims are 

likely to be missing from police and other official data sources.  Through extrapolation of 

national estimates derived from the CSEW, the rate of DV in Sunderland can be estimated.  

The 2011/12 CSEW found that 5.3% of the adult population had experienced DV within the 

previous year.  The adult population of Sunderland is estimated to be 220,561. (Office for 

National Statistics, 2013b)  Therefore, based on crude extrapolation from the national CSEW 

data, there would be approximately 11,690 cases of DV in Sunderland in 2011/12.  As 

reported in the previous section, approximately half this number of incidents was reported to 

Northumbria Police. 

 

It should be noted that the CSEW 2011/12 showed that only 39% of DV incidents were 

reported to the police. (Office for National Statistics, 2012a)  A total of 6,091 incidents were 

reported to the police in Sunderland in 2011/12.  If the reported incidents represented just 

39% of all incidents, the total number may have been as high as 15,618 (equivalent 7% of 

the adult population of Sunderland).  This would suggest that the rate of DV in Sunderland 

may be substantially higher than the national average.  It should be noted that this assumes 

reporting behaviours in Sunderland mirror the national picture; if a higher proportion of DV 

was reported in Sunderland than that suggested nationally by the CSEW, the figure of 

15,618 would be an overestimate. 

 

It is also possible, though extrapolation from CSEW, to estimate the number of people living 

in Sunderland who have experienced DV at any time in their adult life.  National data 

suggest that 24.4% of the adult population have been affected by DV, therefore based on 

the adult population of Sunderland, it is estimated that approximately 53,817 people in the 

city have been or are currently affected by DV. 

 

Local data: Multi Agency Risk Assessment Conference 

 
DV is a complex issue which no single agency can address alone.  It has been recognised 

nationally that MARACs represent best practice in managing the highest risk cases of DV. 

(HM Government 2010a)  The MARAC process enables the identification and management 

of high risk DV cases through information sharing by a number of agencies and 

organisations.  Sunderland’s MARAC is chaired by Detective Inspector Denise Clark from 

the Domestic Abuse & Rape Investigation Crime Department within Northumbria Police. 



 

  

Collated information on MARAC activity levels are presented in Table 10.  These data 

indicate no discernible trend in MARAC activity levels over recent years, and that over three 

hundred children per year in Sunderland continue to live in households where there is 

considered to be a high risk of DV.   

 

The data indicate that between 4% and 8% of victims in MARAC cases have a registered 

disability.  While there are no official statistics available on the proportion of the population 

that are registered disabled, the Office for Disability Issues prevalence estimates indicate 

that there are 0.6 million disabled people in the North East; equivalent to approximately 24% 

of the population. (Office for Disability Issues, 2012 and Office for National Statistics, 2011)  

Since national data demonstrates an increased rate of DV among those with a disability, it is 

likely that only a small proportion of high risk disabled victims are known to the MARAC.   

 

Similarly, the MARAC has discussed very small numbers of cases where the victim was 

male, or from the LGBT community, again suggesting that these groups may be 

underrepresented in the MARAC data.  This is consistent with research evidence which 

shows under-representation of LGBT victims at MARAC at both national and regional level. 

(Donovan, 2010)  Census estimates indicate that approximately 5.2% of the Sunderland 

population are from the BME community. (Office for National Statistics, 2012e) Those from 

BME communities appear to be underrepresented in the MARAC data, though to a lesser 

extent than the other groups described above. 



 

  

Table 10  Sunderland MARAC activity levels 2009/10 to 2011/12 

 

 Number of cases 

discussed 

Number (%) of 

repeat cases 

Number of children 

in households 

% from BME 

communities 

% of LGBT 

cases 

% where victim has a 

registered disability 

% male 

victims 

2012/13* 200 44 (22.0) 346 5.5 <1.0 <2.0 3.0 

2011/12 203 31 (15.3) 330 2.5 0.0 4.4 3.0 

2010/11 221 44 (19.9) 379 3.2 <1.0 7.7 4.5 

2009/10 212 26 (12.3) 343 2.4 <1.0 4.7 <2.0 

*year to date (data correct to 14 November 2012) 

 



 

  

Local data: Sunderland Safeguarding Children Board 

 
Data from the Sunderland Safeguarding Children Board indicates that, on average, 

Children’s Social Care receive approximately 5,000 referrals related to DV per year.  Data on 

the proportion of referrals to children’s social care in Sunderland which were related to DV 

are available for the last three complete financial years (Table 11).  Note that a referral refers 

to a child, rather than a family, and it is possible that one incident may be reported more than 

once in the data.  This occurs when a referral is received from more than one agency.  

Although there is annual variation, the data show that approximately one third of all referrals 

to Children’s Social Care in Sunderland are related to DV. 

 

Table 11  Domestic violence related referrals to Children's Social Care in 
Sunderland, 2009/10 to 2011/12 

 

 
2009/10 2010/11 2011/12 

Three year 
average 

Number of referrals 
related to DV 

3,952 5,705 5,116 4,924 

Proportion of referrals 
related to DV 

28.2% 36.9% 32.5% 32.7% 

 

 

Table 12 shows the proportion of families becoming subject to a child protection plan (CPP) 

which were related to DV over the same time period.  Again, there is annual fluctuation, 

however the data show that just under half of all families becoming subject to a CPP in 

Sunderland were related to DV. 

 

Table 12  Domestic violence related Child Protection Plans in Sunderland, 
2009/10 to 2011/12 

 

 
2009/10 2010/11 2011/12 

Three year 
average 

Number of CPP 
related to DV 

101 150 139 130 

Proportion of CPP 
related to DV 

41.6% 54.3% 46.0% 47.5% 

 

 

Local data: Mainstream NHS Services (routine enquiry) 

 
Both health visitors and midwives in Sunderland undertake routine enquiry around DV with 

families as part of their standard service and refer to appropriate agencies where relevant.  



 

  

Routine enquiry therefore potentially identifies victims who may not already be known to 

services, or be recorded in police data, and enables signposting to support services.  

However, whilst the discussion around DV is recorded in an individual’s case notes, there is 

no routine mechanism by which this information can be audited to identify numbers of cases 

identified through this process. (personal communication, Gillian Lund & Catherine Bramley) 

 

Within CHS, the Named Nurse for Safeguarding Children is informed of all cases of DV in 

which children are involved.  Where appropriate, Child Protection referrals are made and/or 

there is signposting for onward referral to other services. Anecdotal evidence indicates that 

the vast majority of DV referrals to the Named Nurse for Safeguarding Children come from 

Accident & Emergency. (personal communication, Jackie Leaf)  

 

Within CHS there is no formal mechanism for reporting cases of DV in which children are not 

involved, unless Adult Safeguarding processes are implemented following identification of an 

adult as ‘vulnerable’, as defined by the Department of Health. (Department of Health, 2000)  

The Adult Safeguarding Lead may be made aware of cases in other individuals, but through 

an informal advisory rather than statutory reporting route, again signposting to services for 

onward referral. (personal communication, Debbie Cheetham)  As such, it is not possible to 

ascertain the number of DV cases identified by CHS through routine and selective enquiry, 

where children are not involved. 

 

DV is included in the core content of the Family Nurse Partnership programme.  Families 

where DV is identified are supported either by the Family Nurse, or are referred to specialist 

services as required.  While data on the number of cases of DV identified by the Family 

Nurses was not available, it has been estimated that DV is a factor in 50-75% of families in 

contact with the Family Nurse Partnership.  The Family Nurse Partnership in Sunderland can 

support up to 150 families, therefore when operating at capacity the service could potentially 

support 75-110 families where DV is occurring. (personal communication, Irma Shepheard) 

 

 

Local data: Hospital Episode Statistics 

 
The coding system used within hospitals means that it should be possible to identify DV 

related admissions.  Data was requested from the Business Information Team at Sunderland 

Teaching PCT, but was not received. 



 

  

Expressed Need 

 

Health services 
 
It is known from national data that less than a quarter of victims of DV with physical injuries 

attend health services, and that physical injuries account for only part of all DV.  Therefore, it 

is inevitable that health data sources will produce an underestimate of the scale of DV, 

though they may likely encounter or identify the more severe cases. 

 

National guidance encourages information sharing between the NHS and other 

organisations for A&E attendances relating to violent injury.  As it is known that only a small 

proportion of those who attend hospital with violent injury are also recorded by the police, 

(Department of Health, 2013) information sharing aims to improve community safety and 

wellbeing by providing a more complete picture of violent crime in a local area.  Guidance 

states that anonymised information relating to various factors including the time, location and 

type of incident should be shared (the ‘Cardiff model’).  While CHS previously provided data 

to the SSP, the post responsible for providing this data was vacant throughout the 

production of this HNA, therefore no ‘Cardiff data’ was available for inclusion in this 

document. 

 

The Sunderland CAMHS service was able to provide a snapshot of their workload around 

DV.  Of the 3,500 patients on the CAMHS active caseload on 6th March 2013, nine had 

current or historic experience of DV.  CAMHS were also able to provide data which showed 

that a total of 28 discharged patients from 1st April 2012 to 6th March 2013 had current or 

historic experience of DV. (personal communication, Anna Foster)  Clinical CAMHS staff, 

however, estimated that DV is a factor in approximately 25% of CAMHS referrals. (personal 

communication, Kevin Ward)  The CAMHS service had not received any requests to provide 

specific training in relation to DV. (personal communication, Anna Foster) 

 

The IAPT service was unable to provide an estimation of the scale of their caseload related 

to DV. 

 

 
Victim Support 
 

During the period 1 April 2011 - 31 March 2012, Victim Support in Sunderland supported 169 

domestic violence victims.  It was not possible to break down the data for further analysis, 



 

  

however Victim Support South of Tyne and Wear report that they are due to introduce a new 

case management system, which will facilitate the production of more detailed statistics in 

the future (personal communication, Gillian Thirlwell). 

 

WWIN Helpline 

In 2011/12, the WWIN helpline received 1,339 calls; the majority but not all of these related 

to specific DV cases.  In approximately half of the calls (682) there was at least one child 

resident with the DV victim.  While the majority of calls were received between 9am and 

9pm, approximately 10% were received outside of these hours, indicating that the service is 

meeting an expressed need for support outside of normal working hours.  Just over half of 

the calls (53%) to the helpline were from the Sunderland area.  The location of the caller was 

not known in a further 15% of cases, and the majority of the remainder were from elsewhere 

in the North East. 

 

The majority of calls to the WWIN helpline were from women and related to requests for 

refuge accommodation (29%), advice (20%), outreach services (10%), and follow up calls for 

ongoing situations (37%).  A minority of calls (1%) related to male victims of DV. 

 

 
Gentoo 
 

Victim Support Officers at Gentoo provided support in 48 cases of DV in 2011/12.  All 48 

victims were white British, and 94% (45) were female.  Of the three male victims, two were in 

same sex partnerships.  None of the female victims were in same sex partnerships. 

 

The age distribution largely mirrored that at city level, with more cases in the age range 20-

30, but with cases occurring in all age groups up to age 51-60. 

 

Of the 48 cases, two had been identified through the Cause for Concern initiative.  Whilst 

small numbers, it is important to note that these cases may not otherwise have been 

identified by other agencies. 

 

Data was also provided by Gentoo enabling evaluation of the impact of their Victim Support 

service.  At the start of support, just over one in five (21%) felt fairly or very safe.  At the time 

of reporting, 42 cases had ended support.  All of those who remained in contact with Gentoo 

(25/42; 60%) felt very safe.  Gentoo were unable to contact the remaining 17 cases. 

 
 



 

  

Counselling services 
 

From 1 April 2012 to 7 March 2013, a total of 25 individuals who accessed services at 

Washington Mind reported DV as a reason for referral.  Over the same period a total of 19 

individuals accessed Sunderland Mind for counselling for DV.  The majority of victims were 

female, but a small number of male victims were also supported.  Ages ranged from 19 to 51 

years. 

 

Sunderland Counselling Services estimated that in 2012 they had received approximately 20 

referrals for DV specifically.  In addition, they were able to provide activity data for their 

women’s service which is commissioned to provide a specialist service for female victims of 

childhood sexual abuse and adult rape/sexual abuse.  During 2012 they had supported 107 

women, with most being self-referrals or IAPT referrals.  The majority were aged 16-35, 

though all age groups were represented, and most were of white ethnicity, with less than 4% 

recorded as BME.  There is a clear link overlap between DV and sexual assault.  Although it 

is not known what proportion of these women had experienced DV, it was recorded as a 

presenting issue in eight of the cases. 

 

Although not commissioned to do so, Sunderland Counselling Services also support men 

who have been affected by childhood sexual abuse and adult rape/sexual abuse.  A total of 

12 men received support during 2012.  Due to small numbers, it is not appropriate to include 

further demographic details here.  Again, while acknowledging the overlap between DV and 

sexual assault, it is not known what proportion of these men had experienced DV. 

 

 
Impact Family Services 
 

Impact Family Services reported the following activity levels relating to DV victims in 

Sunderland in 2011/12: 

 Family Mediation Services – 203 cases 

 Child Contact Centre – 53 cases 

All were offered support by the Women’s Support Worker, 29 took up the offer. 

 

 
Refuge & outreach services 
 

During 2011/12, the WWIN violence intervention team received 746 referrals which were 

reviewed by the IDVA service.  Of these 666 were new referrals and 80 were repeat 



 

  

referrals.  Of the new referrals, 46 were refused due to non-consent or inappropriate referral.  

Of the remaining 620 referrals, 293 were assessed as high risk; 274 of these engaged and 

were supported by the IDVA service.  Of the remaining 327 referrals which were not 

assessed to be high risk (non IDVA cases), 303 were allocated to the WWIN outreach 

service and 24 were allocated to WWIN residential projects. 

 

In total, WWIN provided refuge accommodation for 300 women and 144 children in 2011/12.  

Over the same period, 225 women and 185 children were refused refuge accommodation.  

In the majority of cases (71%), refusal was due to lack of space.  In these situations, 

alternative support was offered or refuge accommodation was sought in neighbouring areas. 

 

 

Mapping service provision to need 

 

There were 6,091 DV incidents reported to the police in 2011/12 and an estimated ‘hidden’ 

need of between 5,599 and 9,527 unreported cases in the city in the same period.  In total, 

between 11,690 and 15,618 people living in Sunderland are estimated to have experienced 

DV in 2011/12.  Some 53,817 adults living in Sunderland are estimated to have experienced 

DV at some point in their lives. 

 

Against a background of these prevalence estimates, Table 13 summarises the number of 

people accessing services; representing ‘met need’.  Note in some cases these figures are 

estimates, reporting periods may not match exactly and the same individual may be 

represented more than once, however these data can be considered an indicative estimation 

of expressed need. 

 



 

  

Table 13 Summary of number of people accessing DV services in Sunderland 

 

Service Approximate number of people who 
accessed the service due to DV 

CAMHS 30 

Gentoo 48 

Impact Family Services 256 

Sunderland Counselling Services 20 

Sunderland Mind 19 

Victim Support 169 

Washington Mind 25 

Wearside Women in Need 1,888* 

* combined estimate from helpline, refuge and outreach service activity levels, accounting for potential double 
counting as far as possible 

 

 

The data in Table 13 indicate that, compared to levels of known and estimated prevalence 

there are likely to be high levels of unmet need in Sunderland, with services appearing to 

reach only a small proportion of the total estimated number of DV incidents. 

 

Figure 17 shows a schematic representation of the levels of known and estimated need in 

Sunderland, together with the services targeted at different levels of need.  The majority of 

services, and particularly investment, is focused on tertiary prevention, supporting and 

protecting those at the highest risk of harm. 



 

  

Figure 17 Schematic representation of present mapping of service provision to need 
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Felt need 

 

Felt need was assessed through focus groups with service users, members of the public and 

community and voluntary sector workers.  Additional dimensions were added through 

dialogue with local councillors and through consideration of the findings of a recent LGBT 

HNA. 

 

Perceptions of domestic violence 

 

There was a widely held perception that DV was accepted within local communities and it 

remained a largely ‘hidden harm’.  Views were expressed that DV was often viewed as a 

private issue, not talked about, and that a blind eye was frequently turned.  It was suggested 

that in order to be able to tackle the issue more effectively, there needed to be a greater 

acceptance that it happens.  Some respondents reported reluctance to report or seek help 

due to fear of repercussions, blame, stigma or being ‘made to feel needy’.  Members of the 

BME community highlighted the importance of understanding the role of women, and the 

role of violence, in different cultures.  Some respondents felt that DV was viewed as 

unimportant, and called for a campaign promoting zero tolerance. 

 

NHS South of Tyne and Wear conducted an HNA on the LGBT populations of Sunderland, 

Gateshead and South Tyneside in 2010.  DV was identified as an issue within the LGBT 

community locally and it was felt that there had been a lack of awareness raising initiatives 

to highlight that DV does occur in LGBT relationships.  It was particularly noted that DV is 

almost always portrayed, including on posters and leaflets, as being carried out by men, 

against women. (NHS South of Tyne and Wear, 2010) 

 

 

Prevention 

 

Three broad themes emerged relating to prevention of DV.  Several respondents felt that 

early intervention was essential in tackling culture and attitudes to DV and called for more 

work to be done in schools, some stating that this should start in primary school.  A second 

theme related to a perceived need for more proactive campaigns to tackle DV and 

demonstrate that it will not be tolerated in the city.  The ‘Only losers give bruises’ campaign 

was highlighted as an example of a previous effective initiative.  The third theme relating to 



 

  

prevention related to community development; views were expressed that, particularly in 

deprived areas, there was a need to do more to strengthen community resilience and 

challenge attitudes. 

 

Awareness of services  

 

Those attending focus groups were asked about awareness of services or sources of 

support.  The majority were unaware of services and one view was that ‘It should be easy, 

but it’s very hard to get help’.  Of those who were able to identify sources of support, the 

majority named ‘Google’, ‘the police’ or ‘the refuge’.  There was a general view that there 

insufficient information was accessible to the public about services available in the city to 

support victims of DV. 

 

Initial response 

 

There was a strong view expressed in a number of focus groups that removal of the victim, 

rather than the perpetrator, from the home was unfair, and may discourage reporting of 

incidents due to fear of separation from children.  A recurring theme was that there was still 

a tendency for DV incidents to be viewed as ‘a domestic’, both by the public and by front line 

staff in organisations.  Several respondents highlighted the police in particular as requiring 

training in understanding and empathy when responding to an incident.  Some called for 

additional specially trained female police officers to respond to DV incidents. 

 

One suggestion was to consider methods of making it easier for victims to disclose DV 

discretely.  An example was given in the health setting, when providing a urine sample, 

women could be encouraged to place a sticker or mark on the sample bottle to confidentially 

and safely disclose DV. 

 

Service provision 

 

There were mixed views on the accessibility of services.  Some responses indicated a 

perception that services are not accessible, while others felt that services were simply not 

known about, but once approached were very accessible and supportive.  A number of 

responses indicated a need for concise, up to date information on available services to be 

available to both the public, and professionals.  It was recognised that for those victims who 



 

  

are unable to leave the house due to the controlling nature of their partner, accessing 

services can be particularly difficult. 

 

The earlier HNA identified that members of the LGBT community found it difficult or 

impossible to access services.  Although it was noted that there had been improvements, it 

was felt that services and organisations had been slow to address same-sex domestic 

violence.  Mainstream DV services were perceived to view LGBT identity as a barrier to 

providing support, due to lack of expertise. (NHS South of Tyne and Wear, 2010) 

 

While the majority of responses regarding the quality of current services were positive, not 

all participants agreed.  Some felt that individuals were disempowered by services which did 

not ‘move them on’ to regain their independence, while others cited a need for a greater 

choice in sources of support for victims.  It was also reported that there were lengthy waiting 

lists for counselling services. 

 

While services which aim to provide safety and security for women affected by DV were 

viewed largely positively, there was a perception that there was a lack of services in place to 

support recovery.  Some called for development of a network of peer mentors who were able 

to provide ongoing support to women following DV. 

 

Several focus group participants, both male and female, perceived there to be a lack of 

support for male victims of DV with services being targeted at female victims. 

 

Children 

 

The impact on children of witnessing DV was raised by a large number of participants.  It 

was felt that there was a risk that children who witness DV may be more likely to perpetrate 

or experience DV in later life, and that this group needed support.  Several focus groups 

perceived there to be a lack of services available to support children and young people 

exposed to DV. It was felt that there was a need for counselling services to be available to 

these children and young people, and it was identified that in the past support workers had 

gone into the refuge but that this no longer occurred.  Service users reported that there was 

a two year waiting list for a CAMHS appointment. 

 



 

  

Perspective from local councillors 

 

The members of the City Council’s Scrutiny Policy Review panel who recently visited a local 

refuge noted that there were examples of excellent multi-agency working having supported 

women, however there were also examples of less robust systems.  One case highlighted by 

the members of the Scrutiny Review panel was that of a female victim who following 

discharge from hospital reported receiving no support or signposting to services; ultimately 

her family stepped in to identify support via WWIN.  None of the women who spoke to 

members of the scrutiny review panel reported receiving any support or advice from health 

services to help them end their experience of DV. (Lancaster, 2013)  Whilst it should be 

noted that this anecdotal evidence reflects a limited number of cases and does not 

necessarily imply an endemic problem, it does warrant further investigation. 

 

Other key findings from the Scrutiny Review panel visit to the refuge included: (Lancaster, 

2013) 

 Recognition of the value women feel for the IDVA service, in supporting them and 

giving them courage to act. 

 One of the most significant concerns identified for many victims was a fear of being 

separated from their children. 

 There was a perceived lack of focus on preventative activity, particularly in schools, 

where healthy relationship and DV were felt to have been given a significantly lower 

profile than other issues, such as teenage pregnancy. 

 

The Sunderland City Council Scrutiny Review identified that DV was very rarely raised with 

local councillors at ward surgeries, nor discussed alongside other crime data at Area 

Committees. (Sunderland City Council, 2013)  At a meeting of the scrutiny review panel, it 

was noted that by the time victims are identified to be ‘high risk’, they have already 

experienced considerable DV.  Local councillors called for earlier intervention to prevent 

victims from becoming high risk.  The scrutiny panel also recommended better, more 

consistent signposting for all victims of DV, stating that this should become a matter of 

routine for frontline staff as well as community leaders. 

 



 

  

Normative Need 

 

Prevention 

 

Several stakeholders felt that there was a need for more preventative initiatives, particularly 

in schools.  There was a perception that healthy relationships and DV were not topics that 

were widely covered in schools, but that this was vital to truly have an impact on changing 

attitudes and reducing the incidence of DV in the future. 

 

It was suggested that the SRE offer should be reviewed to ensure that content relating to 

healthy relationships, including DV, is adequately developed.  There was also some concern 

as to the potential for variation in coverage within different schools, and a call for all schools 

to provide a defined standard of education on healthy relationships. 

 

Initial response 

 

A view broadly shared by those consulted was that, once identified as a victim of DV and in 

contact with specialist services such as those offered by WWIN, or the Protecting Vulnerable 

People team within the police, the quality of service was very high.  There was less 

confidence that there was a consistently high quality response from all front line staff.  

Concerns in particular were raised with the consistency of response of front line police and 

health services, largely attributed to need for training and increased awareness of referral 

mechanisms.  The Police and Crime Commissioner has identified DV as a priority in the 

Police and Crime Plan for the Northumbria Police force, and as part of this has made a 

commitment to improving training for frontline police officers.  The IRIS initiative was 

proposed by several professionals as a possible mechanism for training and supporting front 

line health professionals in raising and responding to DV. 

 

A concern was expressed that cuts to public funding could lead to scaling back of training of 

staff, risking a loss of organisational memory as experienced staff leave.   

 

A further theme related to acknowledgement that some victims will not access police or other 

statutory organisations to report or seek help for DV.  As such, a number of those consulted 

indicated that use of community based assets to signpost to services should be maximised, 



 

  

which requires greater general awareness of available services.  Some stakeholders 

described a need for a renewed focus for advertising and promotion of services, though this 

was balanced with a view that capacity of existing services needed to be reviewed first, to 

ensure that any increase in demand could be met. 

 

Particular issues were identified in primary care, largely relating to the pressures of a time 

limited consultation, and continuity of care.  DV is an inherently complex issue, requiring 

either longer appointments or a series of appointments.  It was identified that this presented 

a challenge as some practice appointment systems can make it difficult to obtain planned 

appointments with the same doctor. 

 

It was noted that CHS did not have a written policy for how services provided by the Trust 

should respond to disclosure of DV.  Key staff groups have received training, though it was 

identified that there would likely be capacity issues if DV policy and training were to be 

further developed. 

 

A suggestion from health services was to revisit previous initiatives which aimed to enable 

patients to disclose DV discretely and safely.  While best practice is for patients to be able to 

discuss such issues in private, it was identified that there are occasions where victims feel 

unable to disclose due to presence of their partner.  One example of a successful previous 

initiative was to advise patients to ‘put a red dot’ on their urine sample if they need to talk to 

the nurse in private. 

 

 

Services 

 

Several services identified a distinction between ‘survival’ and ‘recovery’, and a lack of 

appreciation of the distinction by many referrers.  The ‘survival’ phase focusses on achieving 

safety.  During this period, agencies work with the victim and their family to identify the steps 

required to establish a safe living environment.  Once a safe living environment has been 

reached and the perpetrator is no longer able to cause harm, the ‘recovery’ phase focusses 

on supporting the victim and their family to move forward with their lives.  This might include 

addressing issues such as substance misuse, emotional and behavioural effects in both the 

victim and their children.  It is important to note that stakeholders identified that while this 

model implies a linear model with passage from ‘survival’ to ‘recovery’, in reality the pattern 

is often cyclical and the period of most severe danger can be during the transition(s) from 



 

  

‘survival’ to ‘recovery’ as some services step back to enable recovery to occur.  Several 

services emphasised that the transition from ‘survival’ to ‘recovery’ was a particularly fragile 

period and called for greater multiagency support.   

 

There was a general perception that there was a lack of awareness of the range of services 

that were available, and how to access them as a victim or how to refer to them as 

professionals.  During stakeholder consultation, it was apparent that victims may contact one 

service which might signpost to an alternative without ensuring that they are able to provide 

the required intervention or support, risking victims getting ‘lost’ in the system. 

 

Related to this, a number of stakeholders suggested that there was a need for a defined 

multiagency care pathway, with robust referral mechanisms.  Such an approach was 

considered necessary to ensure that, regardless of the initial point of contact for a victim, 

they can be signposted or referred appropriately.  It was also considered that the existence 

of a defined pathway would facilitate a better supported transition between ‘survival’ and 

‘recovery’. 

 

There was a perceived need for greater recognition of the potential impact of historic DV by 

mainstream services.  In particular this related to increasing awareness of DV, willingness to 

raise the issue and ability to respond among health services such as drug and alcohol and 

mental health services.  In addition to development of a care pathway which may support 

this, a further approach, suggested by a number of stakeholders, was to appoint a 

coordinator or dedicated IDVA within acute and primary health care settings. 

 

Co-ordinated Action Against Domestic Abuse (CAADA) produces evidence-based 

recommendations on tackling DV, particularly among high risk victims.  A recent CAADA 

report recommended that secure funding should be identified for four IDVAs and one 

MARAC coordinator per 100,000 adult female population.  In Sunderland, this would equate 

to approximately four IDVAs and one MARAC coordinator; substantially greater than levels 

currently available.  A further recommendation of the same report was that IDVAs should be 

located in Accident and Emergency or maternity services, highlighting also the importance of 

development of robust care pathways and staff training in signposting and referral. (Co-

ordinated Action Against Domestic Abuse, 2012) 

 

There was a perception that services were focussed almost exclusively on heterosexual 

female victims.  Whilst acknowledging that the majority of DV victims were from this group, 



 

  

some stakeholders identified the needs of other groups such as male victims and those from 

minority groups (for example BME, LGBT and disabled people) as being potentially unmet. 

 

There were two themes relating to this point; one relating to the risk that such victims fall 

between services, and a second that there was a potential for some individuals to feel 

excluded from certain services.  The risk of falling between services was cited as a 

perception that mainstream DV services may refer, for example, LGBT victims to an LGBT 

advocacy service for specialist LGBT support, while that advocacy service may refer back to 

the DV service for specialist DV support.  Rather than calling for a specialist LGBT DV 

service, better training of mainstream DV services in LGBT (and other) issues, and LGBT 

(and other) services in responding to DV, was suggested as a preferred way forward. 

 

Some stakeholders identified that there was a lack of clarity as to whether all services were 

available to all members of society, and whether the services made this clear.  Examples 

included whether male victims were able to access WWIN, and whether the name of the 

organisation was a barrier.  A further example related to the LGBT community, where simple 

modifications such as the inclusion of the ‘rainbow’ logo provides reassurance that such 

services are accessible to the LGBT community.  The general perception was that all 

services should be explicit in highlighting who is welcome to access services, to avoid 

inadvertently discouraging some victims from seeking support. 

 

There was a range of perceptions and beliefs around the data relating to male victims of DV, 

with some suggesting that males may be less likely to report the issue or seek help, while 

others questioned the accuracy of the national CSEW data as a potential overestimate of the 

proportion of male victims. 

 

Children 

 

A number of professionals, both from health services and other sectors, perceived a lack of 

service provision for children and young people affected by DV.  Waiting lists at CAMHS 

were cited as a particular issue, as was a lack of emotional wellbeing services for children 

continuing to live in environments affected by DV.  The CAMHS service reported that waiting 

times have decreased, from around nine months to around six months, and that efforts are 

ongoing to ensure that the waiting time continues to decrease; however there remain 

approximately 1,000 children on the current waiting list for an initial assessment 

appointment.   



 

  

The CAMHS service typically undertakes intervention three to six months after DV has 

ceased, once a safe and stable environment has been assured.  As such, CAMHS can be 

described as a service which responds during the ‘recovery’ rather than ‘survival’ phase.  

During the ‘survival’ phase, services for children are largely provided through safeguarding 

and WWIN, with broader issues of establishing a safe future supported for example by 

housing, police and Gentoo. Several stakeholders raised concerns however that such 

services were not necessarily in a position to provide specialist emotional wellbeing support 

to children while they continued to live in the environment affected by DV. 

 

 

 

 

 

 

 



 

  

Comparative Need 

 

The response rate to the questionnaire that was sent to other local authorities in the region 

to identify levels of DV provision elsewhere was very poor.  Despite multiple requests, of the 

five authorities contacted only North Tyneside provided any response. 

 

In North Tyneside, Children’s Social Care fund one to one support (male or female) and 

group work (female only) for parents who are or have been affected by DV.  In addition, a 

joint funded project provides counselling, play therapy and support on a one-to-one and 

group basis for children and young people 4 to 18 years old.  Adult and Children’s Social 

Care provide funding for a refuge in the locality.  Other reactive services include IDVAs, 

Victim Support and a Sanctuary Scheme.  A number of preventative approaches, including 

provision of training, delivery of awareness raising campaigns and a Preventative task force 

which develops sessions in schools, are also provided. (personal communication, Lesley 

Pyle) 

 

The domestic abuse coordinator in North Tyneside advised that services generally meet 

local need, though there is a waiting list for children’s counselling services.  It was also 

highlighted that there had been a reduction in one to one support for adults who don’t have 

children under 18. (personal communication, Lesley Pyle) 

 

The Northumbria Police Protecting Vulnerable People Unit is currently in the process of 

collating details of all DV services provided across the Force area.  Once completed this will 

be a valuable source of information to guide signposting, and may also be an alternative 

approach to beginning to explore comparative need across the Northumbria police force 

area. 

 

 

 

 



 

  

RECOMMENDATIONS (draft) 

 

Strategic 

 
DV is still viewed by some as a minority issue and in a time of considerable economic 

pressure, there is a need to ensure that it remains a priority for action in the City.  The 

Scrutiny Review Panel recently considered DV, demonstrating a commitment to the issue 

within the council.  Given the findings of the Scrutiny Review and this HNA, together with 

organisational changes within the council and continuing difficult economic conditions, it 

would be timely to review the strategic direction with regard to DV. 

 

Recommendation: Review current arrangements for coordination and strategic 

direction of domestic violence prevention and response to improve outcomes. 

 

In order to ensure that DV remains on the agenda, it is essential that up to date evidence 

and intelligence are available to stakeholders, to monitor both the direction of travel and 

impact of any initiatives undertaken or changes to funding. 

 

Recommendation: Ensure that domestic violence features more prominently in the 

Joint Strategic Needs Assessment, for example through incorporation of intelligence 

from the Partnership Strategic Intelligence Assessment.  

 

Prevention 

 
A perceived need for more preventative work, both with young people and in the broader 

community, was a common theme which emerged during this needs assessment.  The 

general public and service users in particular articulated a view that a culture of acceptance 

of domestic violence continued to prevail in the community and among some professionals.  

Previous successful initiatives such as the ‘Only losers give bruises’ campaign were 

frequently cited and there was a general call for greater renewed efforts to change social 

attitudes and end tolerance of DV. 

 

Recommendation: Seek opportunities to challenge acceptance of domestic violence 

in the community, for example through a zero tolerance campaign, and consider 

targeting such initiatives in areas with highest reported incidence. 



 

  

Both professionals and lay people consulted as part of the HNA identified a need for 

prevention to start from a young age, with education around healthy relationships and 

domestic violence in schools viewed as being essential.  The ‘I Have the Right’ film, 

produced by students at Farringdon Community Sports College, was recognised as an 

example of excellence and it was thought that the film should be used as the basis for 

teaching around DV in every school in the city.  Queries were raised around the extent to 

which the current SRE offer addresses the issue of DV, as well as whether individual 

schools took up the full SRE offer. 

 

Recommendation: Review and standardise provision of education in schools around 

promoting healthy relationships and challenging behaviours associated with 

domestic violence. 

 

Data 

 
Services were unable to provide sufficiently robust service usage data to enable a reliable 

estimation of the total number of victims who access services.  Some services, particularly 

health services, were unable to provide any data on activity targeted at identifying or 

responding to DV.  In some instances, information was reported to be recorded on paper 

records but not entered into an auditable system, while in other instances data flows had 

ceased due to staff vacancies.  The latter issue related particularly to the lack of provision of 

‘Cardiff data’ from CHS.  Some progress has already been made with CHS on this issue, 

however data flows are not consistently available and the reasons for this should be 

investigated and resolved.  A range of resources that could support this work are freely 

available. (Department of Health, 2013)   

 

There were also concerns that some organisations, again largely health services, could be 

reluctant to share information due to confidentiality and data protection regulations.  

Guidance to support health services in information sharing is available at 

https://www.gov.uk/government/news/striking-the-balance-guidance-on-information-sharing 

and summarised on page 18 of the following guidance:  

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/147352/dh_12

5938.pdf.pdf.  

 

Recommendation: Services should improve routine recording and reporting of data 

and ensure that barriers to information sharing are tackled as appropriate.   

https://www.gov.uk/government/news/striking-the-balance-guidance-on-information-sharing
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/147352/dh_125938.pdf.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/147352/dh_125938.pdf.pdf


 

  

Professionals expressed concerns that the current economic climate caused significant 

concerns relating to ongoing funding.  One way to increase the likelihood of maintaining or 

improving funding would be to measure and report the impact of services on outcomes, in 

addition to activity levels, to enable commissioners to more easily identify and support those 

services which have the greatest impact. 

 

Recommendation: Outcome as well as process measures should be developed for 

services, for example to demonstrate impact on emotional wellbeing and social return 

on investment. 

 

Initial response 

 
National data shows that DV continues to be an underreported crime.  This may in part be 

due to victims’ concerns that the response of front line staff may not be sufficiently 

supportive, as well as a reluctance of professionals to raise the issue.  It was viewed that 

health professionals in particular may be reluctant to raise DV due to concerns over a lack of 

time in a consultation, a lack of knowledge and a lack of awareness of referral routes.  

Similar barriers were also identified in a Department of Health report (Department of Health, 

2011).   Given the clear associations with DV, there is a need to ensure that all front line staff 

working in areas such as drug and alcohol and mental health services are able to identify 

and respond appropriately to DV and likewise that staff in DV advocacy services are able to 

identify and respond to drug, alcohol or mental health problems. 

 

Professionals, service users and members of the public consulted as part of this HNA cited 

variation in quality of response from front line staff, particularly in the police and health 

service, as a barrier to accessing support.  The Police and Crime Commissioner for 

Northumbria has committed to ensuring all frontline police officers will receive training, led by 

survivors. (Baird, 2013) 

 

Recommendation: Commissioners of all public services should require providers to 

ensure front line staff are appropriately trained to identify and respond positively to 

domestic violence. 

 

Service users and members of the public suggested that some victims would be unlikely to 

engage with services as the process of doing so can lead them to feel ‘needy’.  This finding 

is supported by data from the CSEW, which shows that while many victims may not 



 

  

approach statutory services, the majority of victims do tell someone about their experience; 

often a friend, relative or neighbour.  This emphasises the importance of community 

resilience and the role of peer support for such individuals.  Sunderland has a large and 

growing network of Health Champions; members of local communities who work or volunteer 

in the Sunderland area and have received basic training in a range of issues relevant to 

health and wellbeing.  An evaluation has recently shown the Sunderland Health Champions 

to work effectively in their ‘circles of influence’ to provide information on health issues and 

signpost people effectively to services provided both by statutory organisations and the 

voluntary and community sector.  Health Champions are uniquely positioned, offering broad 

accessibility and, through personal face to face contact, provide novel opportunities to 

engage with local people. (Warwick-Booth 2012) 

 

Recommendation: Embed domestic violence awareness and signposting training into 

a new safeguarding module within the Health Champions training programme. 

 

Services 

 
While data quality issues preclude an accurate assessment of the total number of victims 

accessing services in the city, it does show that services are reaching only a small 

proportion of those affected by DV.  Any initiatives aimed at increasing awareness, tackling 

acceptance, or improving access to services, will therefore likely lead to an increased 

number of victims accessing services.  Some providers reported operating close to or 

beyond capacity, with lengthy waiting lists in some cases.  In addition, the IDVA service was 

highly valued by those who had received support from an IDVA, however Sunderland has 

substantially fewer IDVAs to support victims than is recommended in national guidance.  

There is evidence to support placing an IDVA in a health setting to identify and support 

victims; the potential of a health-based IDVA should be explored as part of a review of the 

capacity of the IDVA service as a whole. 

 

Recommendation: Review capacity of initiatives to reduce and respond to domestic 

violence, including the capacity of the IDVA service. 

 

Stakeholder engagement indicated poor awareness of services and referral routes by 

professionals as well as victims and the public.  A range of professionals identified a 

currently unmet need for a clearly defined pathway and greater understanding of the service 

provided by partner organisations across the whole system.  This included a need for 



 

  

services and referrers to better understand where other providers were able to offer support 

across the spectrum, from survival to recovery, and greater awareness of appropriate 

referral routes.  It was felt important that once a victim had contacted a service, they should 

not be ‘lost’ between services, and the aspiration should be for seamless navigation across 

organisational boundaries. 

 

Figure 18 illustrates the suggested elements which should be included in a care pathway.  In 

this figure, services shown in pale red are those which support victims and children through 

survival, the period of instability during which DVs is ongoing, which may be cyclical.  

Services shown in pale green are those which support victims and children through 

recovery, the period following DV, either through separation from the perpetrator and/or 

rehabilitation of the perpetrator.  The initiatives shown in the surrounding blue area represent 

preventative approaches in the wider population, which aim to shift cultural norms and 

tackle acceptance of DV. 

 

 
Figure 18  Service provision at different stages of domestic violence 

 

 

 

Recommendation: Develop a care pathway to ensure all organisations are able to 

respond positively to disclosure of domestic violence and signpost to            

appropriate services. 

 

Potential barriers to accessing services were identified and included variation in front line 

response, a reluctance of professionals to raise the issue and uncertainty regarding access 

to and responsiveness of services, particularly among minority groups.  There was a general 



 

  

perception that services in the city were targeted largely at heterosexual white females, and 

that whilst this group accounted for the highest proportion of incidents, DV affected all 

groups in society.   

 

Recommendation: All services should undertake an equality impact assessment to 

ensure that services are responsive to the needs of all victims, including those from 

minority groups (e.g. male, LGBT and BME victims). 

 

Concerns were raised regarding waiting times and a range of stakeholders perceived lack of 

services for children currently affected by domestic violence.  An evidence based service is 

provided to support children and adolescents in the recovery stage.  However, this service is 

currently offered only three to six months after DV has ceased and a safe and stable 

environment has been assured.  In addition there is currently a six month waiting list for this 

service.  Some stakeholders expressed the view that this left an unmet need for emotional 

support, such as counselling, for children and young people who were still living with or had 

recently experienced DV. 

 

Recommendation: Review commissioning and service provision around emotional 

support for children living with domestic violence. 

 

 



 

  

Summary of recommendations (draft) 
 

DV is a complex issue which cannot be solved by any single agency in isolation, therefore 

like the response to an individual DV incident, improvements to the system can only occur 

through partnership working.  In order to support a partnership approach to DV, the 

recommendations of the HNA have been grouped below, according to the board or 

organisation likely to be best placed to oversee and lead their implementation. 

 

Adult’s Partnership 

 Through collaboration with commissioners, review capacity of initiatives to 

reduce and respond to domestic violence, including the IDVA service. 

 Encourage commissioners of all public services to require providers to ensure 

front line staff are appropriately trained to identify and respond positively to 

domestic violence. 

 Encourage commissioners to require service providers to undertake an 

equality impact assessment to ensure that commissioned services are 

responsive to the needs of all victims, including those from minority   groups 

(e.g. male, LGBT and BME victims). 

 

Safer Sunderland Partnership Board 

 Review current arrangements for coordination and strategic direction of 

domestic violence prevention and response to improve outcomes. 

 Seek opportunities to challenge acceptance of domestic violence in the 

community, for example through a zero tolerance campaign, and consider 

targeting such initiatives in areas with highest reported incidence. 

 Review the findings of equality impact assessments to determine whether 

services are accessible to all victims, including those from minority groups 

(e.g. male, LGBT and BME victims). 

 Develop a care pathway to ensure all organisations are able to respond 

positively to disclosure of domestic violence and signpost to appropriate 

services. 

 

Director of Public Health 

 Embed domestic violence awareness and signposting training into a new 

safeguarding module within the Health Champions training programme. 



 

  

 Ensure that domestic violence features more prominently in the Joint Strategic 

Needs Assessment, for example through incorporation of intelligence from the 

Partnership Strategic Intelligence Assessment. 

 

Children’s Trust 

 Review and standardise provision of education in schools around promoting 

healthy relationships and challenging behaviours associated with domestic 

violence. 

 Review commissioning and service provision around emotional support for 

children living with domestic violence. 

 

Commissioners 

 Require as part of all contracts that providers of public services ensure that 

their front line staff are appropriately trained to identify and respond positively 

to domestic violence. 

 Require all domestic violence services to undertake an equality impact 

assessment to ensure that commissioned services are responsive to the needs 

of all victims, including those from minority groups (e.g. male, LGBT and BME 

victims). 

 Specify outcome as well as process measures for services, for example 

demonstrating impact on emotional wellbeing and social return on investment. 

 

Providers 

 Improve routine recording and reporting of data and ensure that barriers to 

information sharing are tackled as appropriate.   

 Undertake an equality impact assessment to ensure responsiveness to the 

needs of all victims, including those from minority groups (e.g. male, LGBT 

and BME victims). 

 

 

 



 

  

AREAS FOR FURTHER RESEARCH 

 

Given the scale of the topic area, it was not possible to explore in detail every aspect of DV.  

As this needs assessment was undertaken from a health perspective, it was decided to 

focus on those services and interventions which were most likely to have a direct effect on 

health and wellbeing of victims of DV. 

 

Whilst by no means an exhaustive list, three broad areas for further research are identified 

below.  The first two were beyond the scope of this HNA, but are highly relevant to the 

overall topic and likely have significant indirect health impacts on victims of DV and their 

families, as well as perpetrators.  The third area emerged as one which required further 

development during data collection and analysis, relating to the impact of interventions. 

 

Health needs of perpetrators of domestic violence 

This needs assessment has shown a clear and strong relationship between DV and alcohol 

misuse, supported by evidence from CSEW and other research which has shown that a 

large proportion of perpetrators of DV use alcohol harmfully.  Like other offenders, 

perpetrators of DV may be also more likely to suffer from substance misuse and have mental 

health problems.  As with other offenders, there is a risk that perpetrators of DV will reoffend, 

therefore interventions to address the root causes of offending and to bring about behaviour 

change to rehabilitate offenders may have a significant impact on DV prevalence.  There are 

examples of such interventions both in the city and across the country.  It may be useful to 

investigate how well these services meet the health and social care needs of perpetrators of 

DV, and to examine the impact on reoffending and DV prevalence. 

 

Criminal justice system 

The criminal justice system has an important role to play in risk reduction, aiming to ensure 

that a perpetrator is unable to cause further harm to a victim.  A range of perceptions of the 

effectiveness of the criminal justice system were expressed by service users and the public 

while undertaking this HNA.  Given the importance of the criminal justice system in reducing 

both the immediate risk and longer term risk of reoffending and repeat victimisation, it may 

be beneficial to further explore both perceptions and impact of the criminal justice system on 

DV in the city. 

 



 

  

Impact of interventions 

Against an increasingly challenging financial landscape, it is especially important that 

services are able demonstrate their impact in terms of tangible outcomes.  The majority of 

services outside of the NHS were able to provide some level of data to support this HNA, 

though largely this was limited to activity data.  Whilst activity data is important to enable 

assessment of the degree to which services meet the need in the population, they provide 

no information on the real impact of interventions.  There is some research evidence, 

previously referenced, which supports specific forms of intervention, however there is a need 

for a greater evidence base on which to base commissioning decisions.  Future research 

should therefore focus on supporting services in measuring the effect that interventions have 

on outcomes.  For example, there are validated tools which would enable measurement of 

impact on emotional wellbeing; such outcome measures should be developed to use 

alongside process measures such as activity levels, reoffending and repeat victimisation 

rates. 
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APPENDICES 

 

 

Appendix A Definitions of specific forms of DV 

 

The Crown Prosecution Service (CPS) and Association of Chief Police Officers (ACPO) 

define HBV as “a crime or incident which has or may have been committed to protect or 

defend the honour of the family and/or community”.  HBV can be distinguished from other 

forms of violence as it is often committed with some degree of approval or collusion from 

family or community members. (Crown Prosecution Service 2012)   

 

HBV predominantly (but not exclusively) affects women, where it is used to assert male 

power in order to control female autonomy and sexuality.  Examples of HBV include, but are 

not limited to, murder, un-explained death (suicide), fear of or actual forced marriage, 

controlling sexual activity, domestic abuse (including psychological, physical, sexual, 

financial or emotional abuse), child abuse, rape, kidnapping, false imprisonment, threats to 

kill, assault, harassment, forced abortion. (Crown Prosecution Service 2012) 

 

FGM includes procedures that intentionally alter or injure female genital organs for non-

medical reasons.  FGM procedures can cause severe bleeding and problems urinating, and 

later potential childbirth complications and newborn deaths.  It is illegal to practice FGM in 

the UK and it is internationally recognised as a violation of the human rights of girls and 

women.  The Home Office estimates that up to 24,000 girls under the age of 15 in the UK 

are at risk of FGM.  (Home Office, 2012b) 

 

There are several variations on the definition of forced marriage. (Crown Prosecution 

Service 2012)  A representative definition is that used by the UK Border Agency, defining 

forced marriage as “a marriage that takes place without the full and free consent of both 

parties”.  A victim of forced marriage may be coerced into marriage through physical threats, 

emotional blackmail or psychological abuse. It is important to note that forced marriage is not 

synonymous with arranged marriage.  (UK Border Agency 2012) 

 



 

  

Appendix B Attendees at initial stakeholder meeting 

 

 

Catherine Bramley Children Safeguarding Team, South Tyneside NHS Foundation Trust 

Denise Clark  Detective Inspector, Northumbria Police 

Rob Gilhespy Performance and Intelligence Officer, Sunderland City Council 

Kelly Henderson Principal Policy Officer for People & Neighbourhoods, Sunderland City 

Council 

Usha Jacob  Performance and Information Manager, Sunderland City Council  

Helen Lancaster Scrutiny Officer, Sunderland City Council  

Julie Lister Partnerships & Safeguarding Manager, Gentoo 

Anita Lord  Assistant Director, Wearside Women In Need 

Lisa Smith  Victim Support Officer, Gentoo 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
Governing Body 
25 February 2014 

 
Report Title 
 

 
Improving Health- How will we do it 

 
Purpose of report 

This report provides an update of the work 
underway in relation to transforming our 
approach to wellness services and their 
commissioning. 
 
. 

 
Key issues, assurances and risks 
 

 
A public health event was held on 15th 
November 2015.The main theme to emerge 
from this was that improving health requires a 
change of approach across all three domains of 
people, place and economy as well as traditional 
and no- traditional approaches within NHS 
provision and commissioning.  
 
In addition action is required at many different 
levels: individuals, friends and families, 
communities and neighborhoods, areas and the 
City as a whole e.g. employers, services, 
transport and regulation.   
 
Addressing mental wellness (emotional 
resilience) is a key underpinning approach 
which requires concerted and different action 
 

 
Recommendation/Action Required 
 

The Governing Body is asked to note this paper 
and to consider how it and the Clinical 
Commissioning Group Executive and localities 
can engage within the work going forward: For 
instance it could consider  
 

 Require as part of all contracts that 
providers of public services ensure that 
their front line staff are supported to 
undertake Health Champion Training.  

 



NHS Protect                                      Item No: 10.4  

Page 2 of 6 
 

 Require all services to undertake an 
equality impact assessment to ensure 
that commissioned services are 
responsive to the needs of all the 
populations they serve.  

 

 Specify outcome as well as process 
measures for services, for example 
demonstrating impact on emotional 
wellbeing and social return on 
investment.  

 
 

Sponsoring Governing Body member  
(where relevant) 

David Gallagher/Nonnie Crawford 

Report Author 
 
Gillian Gibson 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

x x x x x  

Any relevant legal/statutory issues Statutory duty  

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

Yes (preventable mortality) 

Any information governance issues   

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

 

 
Equality Impact Assessment 
completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources needed? 
 

 
CCG to consider maximizing benefit from 
current use of resource  
 

 
Has there been appropriate clinical 
engagement?  
 

Yes ongoing 
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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 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Any impact on patient outcomes? 
 

Yes ongoing 

 
Has there been member/stakeholder 
engagement if needed?   
 

Yes ongoing 



NHS Protect                                      Item No: 10.4  

Page 4 of 6 
 

Improving Health – How Will We Do It? 

Held on Friday 15th November 2013 

Preliminary Feedback 

 

Background 

Members will be aware that a public health event was held on 15th November 2015.  

Elected members who sit on this group were invited to provide them with an 

opportunity, alongside a range of other stakeholders, to influence the commissioning 

of integrated wellness services, the on-going development of the core strategy and 

objective 3 of the Health and Wellbeing Strategy.  The overall aims of the event 

were: - 

 To offer an opportunity to influence the development of integrated services 

which improve physical and mental wellness 

 To seek views on the health impact of Sunderland’s Core Strategy 

 To identify contributions to supporting and motivating everyone to take 

responsibility for their health and that of others (objective 3 of the Health and 

Wellbeing Strategy). 

The session was well attended (79 participants) and evaluated well – of 40 people 

who submitted evaluation forms on a scoring of 1-5 with 5 being most positive, 1 

scored the event as 3, 21 as 4 and 16 as 5.  In addition, 51 attendees returned 

personal commitment/pledge forms identifying how they would improve health in 

Sunderland.  A number of key themes emerged – a preliminary analysis of these is 

detailed below.  The analysis does not differentiate between the aims as there was 

considerable overlap between the three and it is therefore helpful to look at it 

holistically.  Feedback from the five area based tables will be taken to the People 

Boards. 

Emerging Themes 

The main overarching theme to emerge was that improving health is a mix of people, 

place and economy/purpose and so we need to ensure that there is a joined up 

approach to delivering on our outcomes.  In addition action is required at many 

different levels: individuals, friends and families, communities and neighbourhoods, 

areas and the City as a whole e.g. employers, services, transport and regulation.  

The importance of pride in the City was stressed and this would link to 

improvements at all levels. 

At an individual level, the importance of emotional health and resilience was 

identified as key with links to wider community and neighbourhood developments to 
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achieve this.  The importance of self-care was noted, alongside personal 

motivation and having the opportunity to contribute – to give as well as take – 

especially for older people.  This will be critical if services are unable to respond 

immediately.  We need to show we value volunteers and capture their 

enthusiasm.  We also need to recognise that some people can’t help 

themselves and ensure that we have an equitable approach to motivation and 

delivering opportunities.  We need to prioritise children and families as they are 

the future. 

 

Connectivity between individuals should be on many levels.  Peer support can often 

help where services fail – people are our greatest asset and we need to develop 

them more.  We need to develop more Health Champions in communities and the 

council and NHS should commit to this approach for their own workforce.  Our 

people are our assets.  We need to change attitudes of people and providers, 

focusing on empathy, expectation, access and feedback. 

A very strong theme was meaningful engagement with people of all ages in 

communities to understand them - their needs and how they would want to 

transform.  We need to use traditional and newer methods of engagement e.g. 

social media and ensure that our messages are clear and consistent.  We need to 

recognise what makes a community tick.  We will only achieve this through 

dialogue and being more honest and “upfront” with our communities.  We need to 

build support systems and social networks with active community membership – 

linking in with local businesses.  We should ensure we have sustainable voluntary 

groups delivering holistic healthy opportunities. 

Local community space/place is also key.  Improved outdoor and green 

spaces/coastal routes, clean, litter-free, well lit and safe, will enable individuals 

and communities to have more active lives with the potential for people to connect 

and will improve individual resilience. Barriers to access, especially in relation to 

walking,  should be addressed – this may require funding.  There should be 

community ownership of outdoor space. Allotments will provide opportunities to 

be outdoors, be active as well as helping to develop knowledge and skills in relation 

to healthy eating.  Equally important are high quality local centres, clear 

signposting for a range of local opportunities including footpaths, cycle tracks 

and local shops and other businesses –apps as well as traditional signs.  

Communities need to have venues and facilities, with services operating out of them, 

on an outreach basis.  Where possible, develop inventive approaches to developing 

“village greens”.  People want to “love where we live.”   

Neighbourhoods should develop Healthy Community Plans, prioritising isolated 

communities, building on existing assets and making the most of new developments 

as they arise eg take opportunity to move football pitches in Washington.  They 
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should also reflect the population structure, local jobs and housing.  Housing 

developments should link to these with healthy urban design, ensuring that 

housing is affordable, attractive (to encourage people to stay and inward migration), 

fit for purpose, support integration and suitable for the whole life course so that 

extended families can stay closer together. We should not have ghettoes.   We need 

to build communities not houses.  As developments take place, the need for 

active transport to improve access and reduce pollution should be considered. 

At a City level key themes included working with local employers in relation to a 

living wage and more local employment and apprenticeships as well as broader 

corporate responsibilities.  We need to review and respond as things change and 

be agile.  We should develop a single point of contact with good systems and 

technology supporting self-referral.  We should commission services that support 

people to set their own goals.  Services should be responsive to need not voice.  

We need to support communities to look outwards as well as inwards.  Have clear 

accountability and measurement as well as community peer review so that 

communities and organisations within them can identify best practice and share 

learning.  Also, look at neighbouring authorities and join up where it is better for 

local people that we do this.  We should develop a range of evidence-based and 

innovative approaches in relation to smoking, alcohol and obesity, including the use 

of regulation e.g. licensing and alcohol. 

 

Next Steps 

This was the first of ongoing engagement work that will be required for all people 

linked to public health.  The day was very successful and we need to ensure that we 

build on the momentum developed as we go forward to implement the Health and 

Wellbeing Strategy.  We will, therefore, be identifying a schedule of engagement 

opportunities for the forthcoming months with a particular emphasis on forging new 

relationships and addressing inequalities. 

 

Gillian Gibson 

Consultant in Public Health 

22 November 2013 
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CATEGORY OF PAPER  

Proposes specific action  
Provides assurance   

 
Governing Body 
25 February 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 
completed 
(please tick)  

Yes  No  
Not 
relevant 

 



    

2 

 

 
*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 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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 25TH FEBRUARY 2014 
 CHIEF OFFICER’S REPORT 

 

Next phase of CCG Development 

As we head into the fourth quarter of this, our first full financial year as a statutory body 

we are preparing for what I consider to be the next important phase in the organization. 

In my mind there are (simplistically) three stages to us being a successful organisation: 

 Developing the organisation and its identity 

 Developing and setting out our plans for achieving our ambitions 

 Delivering those plans and therefore success. 

For me, the key part is the final of these three stages, as this is what local people will 

judge us on. It is, of course essential though that we complete the first two phases as 

foundations for this. 

While we need to continue to work on all of these stages, as we will always be looking 

to continuously improve, as we move into the latter stages of this financial year we have 

some huge opportunities to move completely out of the shadow of predecessor 

organisations. The completion of refurbishment of our headquarters at Pemberton 

House and new staff identity badges are symbols of this. We now also have a good 

baseline of staff satisfaction to build upon thanks to an excellent 100% response rate to 

the national staff satisfaction survey. 

It is timely in the context of the first two of these phases that the Governing Body has 

been working with stakeholders to begin to rearticulate and simplify our strategic 

direction to help us meet the many challenges for the next few years so that we are well 

placed to   

Headquarters Accommodation 

The building work on Pemberton House is now well underway and on schedule.  The 

refurbishment will enable our approach to open plan working and facilitate better 

communication between the CCG teams.  The building work on the middle floor should 
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be completed by the end of February, with staff moving into their new areas as soon as 

possible thereafter when work will begin on the ground floor. 

Staff Survey 

I was delighted with the 100% response rate from staff to the national survey. This 

demonstrates to me the commitment of our staff to ensuring we continually improve the 

way we work. I was equally delighted at very many of the messages arising from the 

survey, particularly around communication and how people are working together and 

see a collective sense of purpose to their work. As ever there are some areas for 

improvement and we have begun to work through these with staff to develop an action 

plan that will be shared with the Governing Body when it is complete. 

Health and Well Being Board 

As active members of the Sunderland health and Well Being Board, the CCG has been 

involved in a peer review of the approach being taken on health and well being in the 

city.  It was unfortunate and I was disappointed that I was personally only able to have 

limited input into this as it coincided with another longstanding arrangement but a 

number of CCG colleagues did take part and the initial feedback for the visitors was 

positive, including positive comments on the passion and ambition of partners to really 

make a difference. Once we have the final report we will share it with the Governing 

Body. 

Time in Time Out (TiTo) 

The peer review group, and particularly the CCG representative on it, a CCG chair who 

attended the TiTo this month, commented very positively on this event. This was again 

a major event and was very well attended.  It continues to be well received as a method 

of communication with all of our member practices.  

Feedback from participants has also been really positive and huge thanks and 

congratulations are deserved to everyone who helped make it a success.  

Better Care Fund Development 

As part of the work on reviewing and developing our strategy the CCG is working 

closely with Sunderland City Council to better integrate health and social care services 

in the city to deliver our collective ambitions, including the health and well being 

strategy. The Better Care Fund, previously known as the Integrated Transformation 

Fund, is a key catalyst to this work and the first draft of this has now been completed. 

While we await feedback on it we are starting to work to refine what we need to do to 

meet the challenges of this work in the current economic climate. 
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Local Engagement Board 

The Local Engagement Board (LEB) took place earlier this month and was held at the 

Washington Millennium Centre.  We looked at how we can work with our partners to 

build integrated community teams to help ensure our local residents receive a more 

joined up service from both health and social care teams.  We also looked at how the 

work was progressing following the publication of the national document, NHS: A Call to 

Action, and were given an introduction to the Care Home development work from the 

locality commissioning team. 

Emergency Department Workshop with City Hospitals Sunderland  

One of the key challenges we face in Sunderland is to improve the urgent care system. I 

was therefore delighted recently to co-sponsor a workshop at Sunderland Royal 

Hospital with clinicians and managers looking at how patients are received and triaged 

in the emergency department. I was greatly impressed with the open-mindedness of all 

involved and the joint thinking and working which I think is really moving things on and 

bodes well for the future. 

 

 

David Gallagher 

Chief Officer 

February 2014 
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Executive Committee Meeting 
Minutes of the meeting held at 12.30pm on Tuesday 7th January 2014,  

Doxford Suite A, The Industry Centre 
 

Minutes 
 

Present:  David Gallagher, Chair (DG) 
  Debbie Burnicle (DB) 
  Chris Macklin (CM) 
  Ann Fox (AF) 
  Dr Ian Pattison (IP) 
  Dr Iain Gilmour (IG) 
  Dr Gerry McBride (GMcB) 
  Dr Jackie Gillespie (JG) 
  Dr Henry Choi (HC) 
  Nonnie Crawford (NC) 
  Gloria Middleton (GM) 
  Dr Geoff Stephenson (GS) 
  Florence Gunn (FG) 
  Dr Val Taylor (until 2pm) 
 
In Attendance  Dr Roger Ford (RF) 
  Alison Greener (minutes) 

  
 

Action 
 

 Welcome 
 
DG welcomed everyone to the meeting and wished all a Happy New Year.  The 
meeting was being held ‘off site’ due to refurbishment at Penshaw House. 
 

 

1 Apologies  
 
Apologies were received from Debbie Cornell. 
 

 

2 Declarations of Interest 
 
There were no declarations of interest. 
 

 

3 Minutes of the meeting held 3rd December 2013 
 
Page 6 paragraph 7 second part of the sentence beginning  “IP asked if the 
opportunity was being taken…..” to be removed. 
 
Subject to the above amendment the minutes were approved as an accurate 
record. 

 
 

AG 
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3.1 Matters arising and action log 

 
Item 3.2 Sunderland University – Joint Working 
DG stated that an offer had been received for the Governing Body/Executive 
Committee to visit the University which will encourage positive business links 
and promote a positive relationship.  AF added that she had met with the Head 
of Nursing at the University. 
 
DG to arrange a meeting with the University and the Governing Body  
 
Item 5.2 Prescribing Incentive Scheme 
IP asked if this information has been distributed to the practices.  JG stated that 
there had been some confusion but that all were now aware. 
 
Item 5.4 Research and Development Activity Summary Report 
AF met with Shona Haining from NECS and has fed back to DCo. 
 
Item 5.7 Continuing Health Care Retrospective Claims  
STFT have confirmed that they can deliver on the contract following concerns 
expressed by STCCG and SCCG after the first contract monitoring meeting 
reported at the last Executive Committee.  Whilst NECS are monitoring the 
contract, CCG commissioning staff intend to be present at the separate 
contract monitoring meetings established to manage this work due to the 
previous concerns.  As a result of feedback, DB noted she did not see a need 
to escalate this further at this stage.   
CM also noted that as a result of recent NHS England changes to the rules for 
previous PCT budgets, any differences in costs for CHC retrospective cases 
would be either borne by the CCG (if there is a loss) or NHS England (if there 
is a gain).  CM also noted interest could be charged where delays occurred for 
settling cases, the amount of which would be decided by the financial 
ombudsman.  DB stated that STFT are aware that such interest payments 
would be their risk, not the CCGs and CM asked if it could be confirmed in 
writing. 
 
Primary Care Access – Extended Hours 
DG stated that this should be taken to the Unscheduled Care Board (UCB), 
however, it would be useful to have a brief update and discussion regarding the 
progress.   
 
GMcB expressed some concerns with the pilot project currently being 
undertaken in the East Locality with regards to Primary Care access.  David 
Robinson has circulated some information with regards to the pilot which 
shows very little activity in the 6 weeks that it’s been running.  GMcB asked the 
Committee at what stage will there be a decision to amend, continue or 
abandon the pilot.   
 
VT sought clarification as to whether this refers to OOH or extended hours and 
if it goes through 111 then it should be referred to as extended hours.   
 

 
 
 
 
 
 
 
 

DG 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DB 
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RF asked what criteria the UCB would use to decide if it is a worthwhile 
scheme.  IG stated that if the project was not a success, we should say why.  
There have already been some positives that have come out of the pilot, one of 
which is access to GP records by OOH providers.  There were also some 
comments that patient transport may be an issue. 
 
CM stated that it was not just about the end cost but what would happen to 
these patients if this service wasn’t there.  If they had gone to A&E would this 
put the system into crisis?  He re-iterated that it was too early to make a 
decision to abandon this pilot and that we should try all we could to make it a 
success.  GM added to this and encouraged it continue as the weather is 
forecast to take a turn for the worse.   
 
AF expressed some concern that, as Chair of the Unscheduled Care 
programme Board, she had not had the opportunity to review the information 
that had been referred to and also reminded the Committee that internal 
monitoring arrangements were in place as agreed via the Unscheduled Care 
Programme Board and that the Project Leads are looking at extending this to 
involve other practices which can be profiled into this pilot.  This would then 
help with utilisation whilst enabling learning from the project (which had been 
agreed until end of March) to take place. 
 
DG summarised that the pilot needs time to bed in and to obtain the 
appropriate monitoring of it.   
 
It is proposed that this be discussed at the UCPB later this month. 
 
Action Log 
 
The action log was reviewed and updated 
 

 
 
 
 
 
 
 

AF 

4 Items for Discussion and Assurance 
 

 

4.1 Final CCG Assurance Framework for 13/14 and beyond 
DB presented the report which provided the Executive Committee with an 
update on the final assurance framework for CCGs launched in December 
2013.  This follows the current interim framework which was in place for the 
first 6 months of CCG operation. 
 
There will be a need to prepare for the Annual Report due in the 4th quarter of 
the year, especially as it is needed for the 4th Quarter Assurance conversation 
and to conclude the issue of lay representation in future checkpoint meetings. 
 
The Executive Committee NOTED the content of the report. 
 

 

4.2 Localities Innovation Bids Update 
DB presented the report which provided the Executive Committee with an 
updated log of all approved innovation bids across the five Localities with 
condensed narrative and running totals of spend per Locality.   
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IP commented that to date there had not been a lot of uptake from innovation 
money and questioned why more ideas were not coming forward.  DB stated 
that the log is a record of what has been signed off and intended for the 
information only part of the meeting.  However, DB noted that there is a list with 
innovations currently being considered as the finance team need to be aware 
of what needs to be protected as it can be spent this year.  She also stated that 
at least one idea from a Locality had in the end been funded from non-recurring 
monies via the Gateway rather than the innovations fund as it was over £100k.   
VT stated some innovations that were suggested could not be carried out due 
to staffing capacity and also some uncertainty as they may have needed to go 
to Procurement and she asked for some clarity on this.  She was advised that 
Locality Commissioning Managers could provide clarity. 
 
DB noted an update and minor changes to the Gateway had been agreed at a 
previous executive committee subject to feedback from a task and finish group 
on the use of the innovations fund this year and recommendations for the 
future fund.  DG asked if the outputs of this task and finish work could come to 
the February executive meeting along with any amended guidance. 
 
The Executive Committee NOTED the innovation log and it was AGREED the 
proposals for future use of the fund be presented to the February Committee.                     

 
 
 
 
 
 
 
 
 
 
 

DB  
 
 
 
 
 
 
 

DB   
 

 
   
4.3 Improving our approach to achieving physical and mental wellness in 

Sunderland and associated budgetary implications 
NC presented the report to further inform the Executive Committee of the 
background and plans in relation to proposed changes to wellness services 
over the next 2 years and to identify changes in public health spend.   
 
NC stated that the paper had gone to Informal Cabinet at the Council who 
agreed the paper which states what the savings were and how they are to be 
achieved.  NC stated that there weren’t many surprises as some of the plans 
had not worked but one that caused some concern was Infection Control.  AF 
also expressed concern and stated that this will be discussed at the HCAI 
Group.   
 
CM noted that bariatric surgery is the most successful solution for obese 
patients and that this puts pressure on this area.  NC added that a lot of these 
patients are not classed as “morbidly obese” and therefore do not qualify for 
this and that we should encourage patients to actively travel to try to reduce 
obesity.  If it is encouraged in schools and obtain a better understanding of 
patients’ physical activity it may be commissioned. 
 
DB stated that some clinical lead input is also needed into this discussion as 
not enough is known about the impact of the proposals on specific pathways 
for people with long term conditions e.g. copd; cardiac and cancer pathways 
and therefore recommended the paper be considered by the Prevention and 
planned Care Programme Board.  HC expressed concern about how all of this 
will impact Primary Care and agreed with the suggestion of the PPCPB 
considering the paper. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

HC/AF 
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The Executive Committee NOTED the content of the paper and REQUESTED 
that clinical input should be obtained via the HCAI Group and Prevention and 
Planned Care Board. 
 

5 Performance Management 
 

 

5.1 Finance Report - Month 8 2013/14 
CM presented the report which provided the Executive Committee with the 
Summary Financial position of the CCG at month 8 (period ending 30 
November 2013) and sought approval of budget virements for the same period. 
 
The CCG remains on target to deliver the planned £16.9m surplus.  The team 
are now closing down risks and concentrating on new issues.  Tarryn Lake is 
the new Deputy Head of Finance and Tarryn and David Chandler are meeting 
with the Local Authority on Thursday.  The CCG have done all they can with 
regards to the Winter surge fund.  Discussions will be taking place with regards 
to year end settlements.   
 
JG asked if the present spend had taken into account of specialist drugs and it 
was confirmed that it had.   
 
CM stated that there was over performance with Spire and Durham and 
wondered if more was being fed through these.  IP stated that these may 
include elective procedures and referrals from GPs.  GM also added that 
patient choice may factor into this. 
 
GM added that Interpreter Services seemed high and wondered if we were 
getting value for money.   
 
It was noted that Prescribing and Safeguarding were not costed against 
running costs but were costed to programme.  The cost of the refurb at 
Pemberton will be costed again running costs. 
 
CM will look into these further. 
 
The Executive committee NOTED the financial position and forecast out-turn of 
the CCG, and APPROVED the month 8 budget virements.  CM will investigate 
Spire Hospital, Northumbria and the Interpreter Services further. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CM 

5.2 SCCG Assurance Report – December 2013 
DB presented the enhanced report which provided the Executive Committee 
with the current position against the CCG Assurance Framework requirements 
and delivery against the CCG Operational Plan 2013/14. 
 
The Executive Committee were asked to note the changes since last months 
report which are:  

� Changed position for Never Events at CHS 
� Continued risks around HCAI performance 
� Improvement from last month with regards to cancer 62 days 
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� Continued risks around A&E performance and ambulance handovers 
� Inclusion of proxy data for a number of emergency admission indicators 

– all showing performance is on track. 
� Deterioration in performance of repeat dispensing 
� Drop in performance of Friends and Family Test 
 

JG stated that she had emailed the practices with regards to repeat dispensing 
so expected this to improve. 
 
The Executive Committee NOTED the content and APPROVED the format of 
the enhanced report. 
 

6. Any Other Business 
 
National Campaign – Care Data 
GM asked if anyone had heard or received information with regards to a 
National Campaign about patient care data.   She had received an email about 
this which would involve a leaflet drop to everyone in the country, giving 
patients the opportunity to opt out of it via the GP Practice.  The Committee 
were not aware of any delays with this and had not seen any leaflet nor had 
received any feedback from patients. 
 
GP IT 
CM has been working with Contracting to try to unblock some issues on                          
GPIT rollout currently having with NECS about the roll out of EMIS web.  
Contracting have been requested to go ahead with it and it will be rolled out by 
31st March.  A letter has been sent to all practices and there will be sufficient 
capacity to roll this out and deliver it by this the 31st March.  GM expressed 
concern as practices need at least 6 weeks to be prepared for this type of 
change.  GMcB also expressed some concern regarding QOF data and how it 
will be managed if it is lost.  GM confirmed that provided a screen dump is 
done, it would be honoured.  DG also confirmed that this will be managed as 
part of the process.   
 
DG and CM had discussed and authorised roll out to the remaining 29 
practices by 31st March 
 
Allocations 
CM stated that planning guidance and allocations have been published.  There 
has been considerable debate with a new formula being created.  The CCG 
acknowledged the contribution the LNC had made to the allocations debate.  
For Sunderland, there will be growth in 14/15 and 15/16 but there may be 
concern after this.  CM will try to obtain clarity about the future years but at the 
moment there may be resources for investment. 
 

 

7 Date and Time of next meeting 
 
The next Executive Committee meeting is scheduled for Tuesday 4 February 
2014 in The Industry Centre from 12.30pm. 
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Signed…………………….. 
 
 
  5.2.2014 
Date ……………………….. 
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SCCG Audit Committee Meeting 
 

Minutes of the Meeting held on Tuesday 05 November 2013  
Penshaw 60 Meeting Room, Ground Floor, Pemberton House 

 
 

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) 
   Deborah Cornell, Head of Corporate Affairs (DC)  

Amy Keelty, Client Audit Manager, Internal Audit SIAS (AK) 
Amanda Bellis, Interim Deputy Head of Internal Audit, Internal 
Audit SIAS (AB) 
Sharon Liddle, Team Manager, Mazars LLP  

   Cameron Waddell, Director, Mazars LLP 

   Lynda Smith, PA to Finance Officer (Minutes) 
 
Apologies:  Diane Harold, Senior Manager, Mazars LLP  

   David Gallagher, Chief Officer (DG) 
   Paul Bevan, Counter Fraud Specialist, Internal Audit Svs (PB) 
 
   

2013/15 Welcome and Introductions 
 
PT welcomed everyone to the meeting and a round of introductions 
took place. PT also welcomed NW to his first meeting who had joined   
the Committee as an independent lay member.  
  
 

 

2013/16 
 
 
 
 
 
 
 
2013/17 
 
 
 

Apologies for Absence 
 
Apologies for absence were received from Diane Harold, Senior 
Manager, Mazars LLP, David Gallagher, Chief Officer (DG) and Paul 
Bevan, Counter Fraud Specialist, Internal Audit Systems (PB) 
 
 
Minutes of the Previous Meeting held on 23rd July 2013 
 
Subject to a minor typing amendment in changing the title of the 
Internal Auditor Amanda Bellis, the Audit Committee AGREED the 
minutes as a true and accurate record.  The Chair approved the 
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2013/18 
 

minutes for submission to the Governing Body.   
 
Matters Arising from the Minutes & Action Log 
 
2013/04 – Committee terms of reference.  The terms of reference had 
been discussed at the meeting held on 23 July 2013 and further 
revisions were required.  The revised terms of reference was an item 
on the agenda and therefore this action could be removed from the 
action log.      
 
2013/05 – SCCG Risk Management Framework (DC). Subject to a 
minor amendment on Page 7 - to change the wording to “QSRC”, it 
was agreed this action was complete and could be removed from the 
action log.  
 
2013/07 –External Audit Briefing and Audit Progress Report 2013/14.  
 

 The corporate cover sheet to be sent to the external auditors. 
LS confirmed this had been done and therefore it was agreed 
this action could be removed from the action log.  

 Concerns relating to how auditors will gain assurance from 
NECS during the first six month period April to October.  This 
also related to the lack of clarity in relation to NECS and the 
Area Team and where the responsibility for gaining assurance 
sits.  This was an item on the agenda and therefore could be 
removed from the action log.    

 
2013/10 - Draft Tactical Internal Audit Plan 2013/14. This was an item 
on the agenda and therefore could be removed from the action log. 
 
2013/11 – Draft Counter Fraud Plan 2013/14. The Plan was approved 
by members at the meeting held on 23 July 2013. It was noted that a 
conflict of interest had been highlighted and PB was to hold a meeting 
with GPs to explore this further.  CM was asked to follow this up and 
provide feedback at the next meeting.   
 
Action: feedback on the conflict of interest issue to be brought to 
the next meeting.    
 
Action: the action log to be updated as per the above.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CM 
 
 
 

LS 
 

2013/19 
 
2013/20 
 
 
 
 
 
 

Governance 
 
Revised Terms of Reference 
DC presented the revised terms of reference.  DC confirmed that the 
terms of reference had been updated following the discussion at the 
previous meeting and members were asked to note the highlighted 
areas.  
 
PT highlighted that Neil Weddle had been appointed to the Committee 
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2013/21 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

as the third independent lay member.  Neil had significant audit 
experience and it was felt he would be an asset to the Committee. DC 
was asked to update the terms of reference to reflect this and to bring 
a final version to the next meeting for sign off before submission to the 
Governing Body for formal ratification. 
 
Action: a further update of the terms of reference to be brought 
to the next meeting for sign off.    
 
The Audit Committee NOTED the content of the revised terms of 
reference and requested a final version to be brought to the next 
meeting.   
   
 
Consultation on proposed new Constitutional Requirements 
for Audit Committees 
 
PT presented a brief overview on the proposed new constitutional 
requirements for audit committees. A discussion took place around the 
specific questions outlined in the document and members were asked 
to submit any further comments to DC to enable an overall response to 
be submitted to the Department of Health by the required deadline.  
 
Some key points were highlighted as follows: 
 

 CW updated members with specific feedback from auditors in 
relation to future developments in 2017/18. 

 Section 2 on page 6 highlighted the proposal for local bodies to 
have an auditor panel. Members felt this would not be an issue 
for the CCG and a panel could be introduced.   

 CW confirmed Mazars LLP had been appointed for a period of 
four years until March 2017.  The process of appointing 
auditors from April 2017 would need to commence in 
November 2016. PT advised members that consideration 
would need to be given to the large number of CCG’s 
undergoing the process at the same time and this may impact 
on timescales.  

 Section 3 on page 7 detailed the proposed requirements for the 
constitution of audit committees.  CW advised that work was 
underway with the Foundation Trust networks with regards to 
the proposals and requirements. PT drew attention to the cost 
implications in Section 3.3.  This confirmed it was not 
anticipated that the proposed new requirements would result in 
any significant additional costs and it would be cost neutral.  
PT requested comments and recommendations with regards to 
the third audit member.   DC highlighted that other CCGs had 
appointed GPs as their third lay member.   

 The proposed requirement 4 on page 8 confirmed members 
could also include ‘non-executive members of the health 
service body’s Governing Board who do not meet the definition 

 
 
 
 
 
 
 
 
 

DC 
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2013/22 
 
 
 

of independent.’  It was felt this terminology related more to 
Foundation trusts than CCGs.   

 Proposal 5 (5a) – it was felt the timescales of the last five years 
was excessive and also conflicted with the number of years 
outlined in 5(b) which was three years.  Members agreed the 
terminology was again more relevant to Foundation Trusts.   

 5(d) – it was agreed the statement ‘close family ties’ required 
definition. 

 5(e) – the statement ‘cross-directorships’ again required 
definition.  CW raised a concern regarding the whole 
document as it was felt it lacked clarity and was focused more 
on Foundation Trusts than CCG’s. 

 5(g) – this statement was not relevant to the CCG. 

 Section 4 on page 9 outlined the specific consultation 
questions.  Members were asked to review the questions and 
submit any comments to DC by 6 December 2013.   It was 
noted that the document had also been forwarded to Governing 
Body members with the same request.  PT asked DC to draft a 
response in her name following receipt of all comments.  

 
Action: 
Members to review the consultation document and submit any 
comments to DC by 6 December 2013. DC to draft an overall 
response in PT’s name for submission to the Department of 
Health. 
 
The Audit Committee NOTED the content of the Consultation 
Document and agreed for the Chair to submit a response on behalf of 
the CCG.       
 
QIPP and Financial Update 
 
CM provided members with a verbal update on QIPP and the current 
financial position.  Members agreed this should be a standing item on 
the agenda as detailed in the terms of reference.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DC 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

CM advised members that: 
 

 The CCG was currently on target to deliver the planned surplus of 
£16.9m as at month 4. The CCG return had been submitted to the 
Area Team and a discussion had been held with the Area Team in 
relation to the submitted figures. 

 

 DCh and CM advised an interim review of reserves had been 
included in the finance paper which was to be presented to the 
Executive Committee later that day.  The paper outlined the winter 
reserve funds and confirmed the CCG was working with providers 
to look at a Winter Surge Plan. 

 Winter SITREP reports had commenced. As a result of County 
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2013/23 
 
 
 
 
 
 
 
 
 
 
 

Durham and Darlington Foundation Trust (CDDFT) closing some 
services this had some impact on the North and South reaching 
NEEP3.  The Area Team was aware of the issue. 

 A meeting with the North East Ambulance Service had been 
planned to discuss the situation at CDDFT. CM confirmed the CCG 
was working hard to achieve the Winter Surge Plan allocation.  

 
CM also updated members in relation to key QIPP Plans as follows:  
 

 QIPP plan of £4.5m had been set aside to achieve the CCG plans. 

 CM advised the CCG was not reaching its target for prescribing.  
This area had not been delivered to date but was to be an area of 
focus for next year. It was noted it would not be rectified for the 
remainder of this year. 

 A review of the overall surplus had taken place in October 2013.  
There was a concern that a winter surge tolerance fund should be 
implemented, however it was decided at that point a record of no 
change would be made. 

 
PT reinforced the need for QIPP to be a standing agenda item to 
ensure the Committee received regular updates on the current 
position. 
 
CM confirmed the creation of the winter fund was being escalated 
through reserves and approval for this was being sought from the 
Executive Committee. 
 
NW asked for a brief update in relation to the ongoing legacy issues 
exercise.  CM advised that the numbers relating to this were not a 
cause for concern for the CCG. The CCG are now aware of the 
balances that will pass through to the CCG. From a Sunderland 
perspective Keith Dunn is working on the legacy work issues. CM 
provided assurance to the committee members that all returns have 
been submitted for Sunderland. 
 
The Audit Committee Members RECEIVED the verbal update. 
 
 
Policies for review 
 
Speaking up On Issues of Concern Policy 
 
DC presented the paper and gave a brief outline of the policy which set 
out the process and procedures for staff to follow if they wished to 
raise a concern.  The policy had been developed in consultation with 
the Local Counter Fraud Specialist.  DC advised the policy was also 
in line with current national guidance. 
 
The following key points were noted: 
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 The term ‘whistleblowing’ had now been replaced with ‘issues 
of concern’.   

 PT felt the policy needed to be clearer as to whom staff should 
contact when they wished to raise a concern and asked if the 
steps in the policy could be rearranged to reflect she was the 
main point of contact for independent advice.   
 

 The following revisions were agreed to section 3.3:  

 Step one: the line manager to be notified in line with 
current HR policy.   

 Step two: named member of senior team who could be 
approached. 

 Step three: this should be PT as the nominated lay 
member champion.  

 An appendix to be included detailing the appropriate 
contacts.  

 
Action:  DC to amend the policy as highlighted above  

 
Subject to the above amendments, the Committee APPROVED the 
policy and AGREED for it to be submitted to the Quality, Safety and 
Risk Committee for formal ratification.  
 
Anti-Fraud, Bribery and Corruption Policy 
 
DC presented the draft policy for review by members which outlined 
the CCG’s approach to mitigating these risks as much as possible.  
The policy had been developed in consultation with the Local Counter 
Fraud Specialist and reflected current national guidance.   
 
It was agreed that, subject to some minor typing errors and a change 
to the reference on page 6 from statement on internal control to read 
annual governance statement, the policy could be submitted to the 
Quality, Safety and Risk Committee for formal approval.  
 
Action:  DC was asked to update the policy as highlighted 
above.  
 
It was also noted that this policy and the speaking up on issues of 
concern policy should be an item at a future staff briefing.  

 
 
Subject to the above amendments, the Committee APPROVED the 
policy and AGREED for it to be submitted to the Quality, Safety and 
Risk Committee for formal ratification  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DC 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DC 
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 External Audit Assurance 
 
 

 

2013/24 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2013/25 

Joint Working Protocol for Internal and External Audit 2013/14 
 
CW presented the protocol which outlined the framework by which 
Internal and External audit would work to in order to optimise the 
benefits of audit to the CCG.   
 
CW advised it was good practice for internal and external audit to work 
together to avoid any duplication. Work had been ongoing with AB and 
AK within internal audit to gain an understanding of the remit of the 
CCG. 
 
Representatives from both Internal and External Audit highlighted they 
had concerns in relation to assurances from NECS.  This was an item 
later on the agenda and further discussion would take place then. 
 
The Audit Committee RECEIVED and APPROVED the Joint Working 
Protocol Plan.   
 
External Audit Progress Report 2013/14 
 
CW presented the external audit report for 2013/14 and confirmed that 
more detailed work on the report was to commence this month. CW 
confirmed that meetings were continuing with CM and PT.  
 
The assessment of risk process had commenced with NECS and a 
meeting had been scheduled with NECS for the following week. 
 
The HFMA Accounts workshop for CCGs was scheduled for         
29 November 2013. DCh and CM advised there would be 
representation from the CCG at the workshop. 
 
DCh confirmed that the CCG had recruited a Deputy Head of Finance 
to make the team more resilient. Tarryn Lake, who currently worked 
with the NECS finance team, would take up her post in January 2014 
but would be working with the CCG one day a week until then.  
 
CW advised that the Value for Money Guidance has been published 
which would help external auditors in terms of reporting on this area.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

    The Audit Committee RECEIVED and NOTED progress to date.   
 

 

 
 
2013/26 
 
 
 

Internal Audit Assurance 
 
Strategic Internal Audit Plan 2013/14 – 2015/16 
  
AK presented the report and highlighted the plan had been developed 
to determine priorities over a three year period. 
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2013/27 

 
DC referenced the complaints section and highlighted that the CCG 
now received a very small number due to the change in 
commissioning responsibilities and felt this was a low risk.  DC also 
highlighted the dissemination of safety alerts was no longer a 
responsibility for CCGs and had been transferred to NHS England.   
 
AK confirmed the plan would be presented to the Committee on an 
annual basis and Internal Audit would continue to review the plan on 
an ongoing basis.   
 
PT requested the safety alerts to be removed from the plan and review 
the risk rating of complaints once an initial review of these had been 
undertaken.  
 
Action: AK to amend the plan as highlighted above. 
 
The Committee RECEIVED and APPROVED the Strategic Internal 
Audit Plan 2013/14 - 2016/16. 
   
 
Tactical Internal Audit Plan 2013/2014 
 
AK presented the tactical Internal Audit plan for 2013/14 which had 
been developed from year one of the Strategic Internal Audit Plan 
2013/14 to 2015/16. The plan outlined the audit areas to be covered in 
2013/14. 
 

 Page 4, section 3 – The surname change for AK detailed in the 
report was to be amended to reflect Keelty. 

 Page 4, section 5 – Amendment relating to the sources of third 
party assurance had been completed.  

 Page 7, quality section – confirmation that the serious incident 
section had been amended was received.  Safety alerts were to 
be removed from the plan. 

 
Action: 
PT confirmed that the above amendments need to be rectified 
along with clarity of the names and titles listed who will be 
producing the reports.  
 
The Audit Committee RECEIVED and APPROVED the Tactical 
Internal Audit Plan.   
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AK 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AK 
 
 
 

2013/28 
 
 
 
 
 

Internal Audit Progress Report 
 
AK presented the first Internal Audit Progress Report to the Committee 
for discussion and review. 
 
Page 2, section 4 detailed the current position with all of the audits and 
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2013/29 

target dates were confirmed for presenting the internal audit reports to 
the committee.  
 
AK confirmed that only extracts of the reports would be presented at 
the meetings going forward and the level of assurance would be 
discussed and updates provided.  
 
It was noted that internal audit work was progressing to plan and a 
large amount of work was still ongoing. AK confirmed the timescales 
scheduled for audit plans were achievable and would be produced for 
January 2014.   

 
The Audit Committee APPROVED the Internal Audit Progress Report.  
 
NECS Audit Assurance 
 
PT gave a brief overview of the issue relating to NECS audit 
assurance and confirmed a significant amount of work was being 
delivered by NECS on behalf of the CCG.  
 
PT drew attention to the discussions at the last meeting and that the 
approach to obtaining assurance relating to NECS was not as 
expected.  Normally the CCG, as a customer, would receive a report 
from NECS auditors on the assurance on the services they deliver on 
our behalf. However, the NECS auditors were proposing to only give 
an assurance report covering the last 6 months of the financial year.  
This would mean the NECS audit reports would not give the CCG any 
assurance for the first 6 months of the year.  
 
PT confirmed she had attended a meeting with DCh, Neil Nicholson 
and NECS to discuss this issue.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
DCh circulated a presentation from the meeting on 23rd October 2013 
to the members and it was confirmed that a ‘Service Auditor Report’ 
would be produced for the CCG covering the 6 month period 1 Oct 
2013 to 31 March 2014. 
 
CM confirmed he had also met with Neil Nicholson on 4th November 
2013 and reinforced the expectation that the CCG required some form 
of confirmation of the co-ordinated assurance to provide clarity for the 
first 6 months with a more detailed report after the 6 month period.   
 
PT raised a question with KT and AB on what approach would be 
taken with the NECS assurance reporting aspect. A discussion arose 
as to whether a different focus would be taken in the first 6 months to 
bear this in mind.   
 
CW confirmed that Neil Nicholson had agreed with the Chief Finance 
Officers of CCGs to write out to give some form of assurance relating 
to the controls in place for NECS.  Deloitte would be assisting NECS 
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2013/30 

with this in the absence of a formal report. More substantive 
assurance would be received for the following 6 month period.    
   
CW advised Mazars would do more testing in 6 months. It was 
confirmed that this would be incorporated within the current CCG fees. 
DCh/TL were meeting with Mazars to look at this in more detail.   
 
PT reaffirmed the main points and advised it was helpful to hold 
discussions as this provided more assurance to the members. This 
was an issue the CCG needed to address as part of the annual 
governance statement. Internal and external audit colleagues 
confirmed they were not overly concerned about this and assured 
members that any issues would be addressed.  
PT advised the letter from Neil Nicholson would also identify any 
significant issues even if these had not impacted on the SCCG. 
 
The Audit Committee Members RECEIVED the verbal update. 
 
 
SCCG Forward Work Plan 2013/14 – 2014/15 
 
DCh presented the draft Audit Work Plan for 2013/14 – 2014/15 for 
discussion.  It was noted there was the requirement for the details of 
QIPP and the financial position to be reflected in the draft forward plan.   
 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
2013/31 
 
 
 
 
2013/32 

Action: DCh to make the necessary amendments and bring a 
revised plan to the next meeting.  
 
It was NOTED that internal audit have reviewed the plan and 
AGREED the planned time frames. PT confirmed that this draft work 
plan should be submitted to Audit Committee prior to being approved 
by the Executive Committee. 
 
Any Other Business 
 
No items of any other business were raised.   
 
 
Date and time of next meeting 
 
Tuesday 7 January 2014, 10:00-12:00pm. This date was to be 
rescheduled due the Christmas break.   
 
Action: LS to reschedule the next meeting in January 2014.   

DCh 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

LS 
 



Item No. 3 

 
SUNDERLAND HEALTH AND WELLBEING BOARD 

 
Friday 22 November 2013 

 
MINUTES 

 
Present: - 
 
Councillor Mel Speding (in 
the Chair) 

- Sunderland City Council 

Councillor Graeme Miller - Sunderland City Council 
Councillor Pat Smith - Sunderland City Council 
Councillor John Wiper - Sunderland City Council 
Neil Revely - Executive Director of People Services 
Dave Gallagher - Chief Officer, Sunderland CCG 
Ken Bremner - Sunderland Partnership 
Christine Keen - NHS England Area Team 
Kevin Morris  - Healthwatch Sunderland 
Jane Hartley  - Healthwatch Sunderland 
   
   
In Attendance:   
   
Ann Fox - Director of Nursing, Quality and Safety 
Nichola Fairless - North East Ambulance Service 
Gillian Gibson - Consultant in Public Health 
Councillor Louise Farthing - Sunderland City Council 
Councillor Julia Jackson - Sunderland City Council 
Liz Highmore - DIAG 
Allison Patterson - Scrutiny and Area Arrangements, Sunderland 

City Council 
Karon Purvis - Scrutiny and Area Arrangements, Sunderland 

City Council 
Karen Brown - Scrutiny Officer, Sunderland City Council 
Karen Graham - Office of the Chief Executive, Sunderland City 

Council 
Gillian Kelly - Governance Services, Sunderland City Council 
 
HW32. Apologies 
 
Apologies for absence were received from Councillors Watson and Kelly. 
 
 
HW33. Declarations of Interest 
 
There were no declarations of interest. 
 



HW34. Minutes 
 
The minutes of the meeting of the Health and Wellbeing Board held on 20 
September 2013 were agreed as a correct record. 
  
 
HW35. Feedback from Advisory Boards 
 
Adults Partnership Board 
 
Councillor Miller informed the Board that the Adults Partnership Board had met on 5 
November 2013 and the main issues considered had been: - 
 
 Health and Wellbeing Board Agenda 
 Voluntary Organisations supporting Health and Wellbeing in Sunderland 
 The Principal Community Pathways Project (PCP) 
 Health and Wellbeing Strategy and JSNA Process Paper 
 Tobacco Alliance 
 
In relation to the item on the Tobacco Alliance, Councillor Wiper asked how smoking 
levels in Sunderland compared with the region. Gillian Gibson reported that 
Sunderland’s smoking levels had compared poorly with the North East figures but 
good progress was being made and levels were getting closer to the national 
average.  
 
Councillor Speding highlighted that a recent World Health Organisation conference, 
the prevalence of Shisha bars had been discussed and this was now being treated 
as a separate issue to tobacco smoking. Gillian stated that there had been some 
local guidance on this but any issues with Shisha smoking would be dealt with by the 
Tobacco Alliance. 
 
Councillor Miller commented that the issue of e-cigarettes had been raised as part of 
this discussion but legislatively, this was a different matter. 
 
NHS Provider Forum 
 
Councillor Speding informed the Board that the NHS Provider Forum had held its 
first meeting on 24 October 2013 and the main issues considered had been: - 
 
 NHS Call to Action 
 Health and Social Care Integration Fund 
 Next forum meeting to discuss terms of reference and the group’s role and remit 
 
The Executive Director of People Services commented that the discussion had been 
timely and positive and there was a commitment from those present to make things 
work.  
 
Councillor Smith informed Members that the last meeting of the Children’s Trust had 
been cancelled and feedback would be provided at the next meeting of the Board. 
 



The Board RESOLVED that the information be noted. 
 
 
HW36. The Transfer of Funding from Health to Social Care in 2013/2014 
 
The Chief Officer of Sunderland Clinical Commissioning Group and the Executive 
Director of People Services submitted a joint report outlining how the adult social 
care funding for 2013/2014 transferred from NHS England to Sunderland City 
Council would be used and the arrangements which were being established to 
monitor the funding. 
 
The amount to be transferred to the local authority for 2013/2014 would be 
£5,611,337 and Appendix 1 to the report indicated how this would be allocated for 
the provision of services. The priorities outlined were: - 
 
 Increased demand on Disabled Facilities Grant 
 Capacity within Home Care Service 
 Capacity within Community Equipment Service 
 Day Services for people with learning disabilities 
 Extra Care Schemes 
 Time to Think beds 
 Handyperson Scheme 
 Pressures on social care service for people within learning disability residential 

homes 
 Care Homes for Older People 
 Pressures on Support Service for people using Direct Payments 
 
The report outlined the current position and illustrated that the Council had been 
working in partnership in relation to these areas for a number of years. It was also 
noted that the planned allocation had been considered by the CCG Executive 
Committee and that it would go through the governance procedures at NHS England 
before being formally signed off. It was a national condition of transfer that the 
proposals were agreed by the Health and Wellbeing Board. 
 
It was proposed that the governance arrangements to monitor the funding transfer 
for 2013/2014 would be through the Joint Commissioning Programme Board. The 
Board currently meets on a monthly basis and would be accountable for the delivery 
of the overarching joint commissioning programme and provided strategic leadership 
and direction, overseeing progress across all of its component projects. 
 
Ken Bremner asked where this £5.6m would sit within the bigger transfer of funds for 
2014/2015 and Dave Gallagher advised that in some respects this was separate as it 
had always happened. However it could also be considered as the tip of the 
transformation fund iceberg and a starting point for the discussion around joint 
working.  
 
With regard to the scrutiny of each of the schemes, the Joint Commissioning Board 
would be charged with monitoring the detail and the Health and Wellbeing Board 
would have a role in overseeing this. Neil Revely highlighted that scrutiny had been 



carried out within the PCT and the local authority previously and the next step would 
be to develop a joint scrutiny process.  
 
In response to a question about NHS England’s role in the process, Christine Keen 
stated that their view was that those responsible for directing money were the best 
placed to say how it would be used. The priorities would have a direct line of sight to 
the local strategic objectives and the NHS England Local Team’s role was to ensure 
that money was appropriately directed. 
 
Kevin Morris enquired where patients’ experience would feature and how this would 
be captured. Dave Gallagher advised that this had been a technical exercise so far 
but it would be built into work carried out on the floor. 
 
Having considered the report, the Board RESOLVED that the use of health transfer 
funds as outlined in Appendix 1 to the report be approved.  
 
 
HW37. Health and Social Care Integration (including the Introduction of 
  an Integration Transformation Fund 
 
The Chief Officer of Sunderland Clinical Commissioning Group and the Executive 
Director of People Services submitted a joint report setting out the vision for the 
integration of Health and Social Care in Sunderland and setting out how plans for the 
Integration Transformation Fund (ITF) would support this vision. 
 
The report had been written in the context of the Health and Wellbeing Strategy and 
against the background of the Health Act and Care Bill. The June 2013 Spending 
Round had established the Integration Transformation Fund from 2015/2016 which 
was designed to further drive the Integration Agenda. The fund would be a catalyst 
to improve services and achieve value for money through organisations achieving a 
joint vision of how integrated care would improve outcomes for local people and 
achieve efficiencies.  
 
The Council and the CCG had made public declarations on their wish to further 
integration and the vision was to ensure that local people had easy and appropriate 
access to health and social care solutions which were easy to use and avoided 
duplication. The full detail of the vision refers to how services would help to change 
behaviour and ensure that appropriate solutions and care were in place at the right 
time. This would be supported by: - 
 
 Integrated working between health and social care to assess people’s needs 
 Integrated working to plan and manage care to ensure continuity 
 Anticipatory case finding, supporting a prevention model 
 A single engagement process for the people for the people of Sunderland to 

influence and inform service development 
 Integrated IT systems allowing information to be shared amongst those who need 

it, including the individuals themselves 
 Working differently to nurture community resilience 
 



The system would undergo redesign to enable full integration and the outcomes 
which Sunderland wanted to achieve from integrated working included: - 
 
 Supporting people to live at home 
 Reducing the number of people admitted to long term residential/ nursing care 
 Improving the diagnosis rate for dementia 
 Increasing the number of people diagnosed with depression being referred for 

psychological therapies 
 Reducing unplanned hospitalisation for chronic ambulatory care sensitive 

conditions 
 Reducing emergency admissions within 30 days of discharge 
 Improving patient experience by reducing waiting times in A&E 
 Improving quality of life for vulnerable families and their communities  
 Supporting carers in a co-ordinated manner 
 Greater trust in, and satisfaction with, the public sector and service providers 
 Generating the required efficiencies 
 
This was a huge task but Sunderland was not going from a standing start. PCTs had 
begun this work and the CCG was continuing to work with the Council to develop a 
joint commissioning team. A number of major transformational programmes were 
underway in Sunderland, linked to the Health and Wellbeing Strategy and CCG Five 
Year Plan, but also involving a large number of stakeholders and partners. Dave 
Gallagher stated that the next challenge was considering the breadth and depth of 
what was involved and how this could be brought together as a whole. 
 
It was proposed that the Health and Wellbeing Board should oversee the delivery of 
the vision and to enable this, the role and membership of the existing Joint 
Commissioning Programme Board should be reviewed and re-badged as the Health 
and Wellbeing Integration Programme Board. This Board would be supported by a 
Joint Commissioning Unit and the NHS Provider Forum. 
 
Neil Revely informed the Board that the Integration Transformation Fund was one 
mechanism for achieving the necessary integration and would create a £3.8bn pool 
at national level from already committed resources which would then be re-shaped to 
target programmes delivering better outcomes. The national fund was likely to 
equate to £24m for Sunderland from core NHS funding and other monies composed 
of Carers breaks, CCG Reablement funding, Capital funding (e.g. Disabled Facilities 
Grant), and existing and additional transfers from health to social care. 
 
Further guidance would be issued in December, along with greater detail about the 
performance aspect of the Integration Transformation Fund, but it was understood 
that performance measures were likely to include emergency admissions, 
effectiveness of reablement and patient and service user experience. £1bn of the 
funding was to be linked with performance and the remaining £2.8bn would be 
shared using a formulaic approach.  
 
Members’ attention was drawn to Appendix 1 which outlined the first stages of the 
mechanism which needed to be put in place leading up to the submission date for 
the joint plan of 15 February 2014. Between that date and September 2014, 



performance measures would have to be worked up with the fund being applicable 
from April 2015. Initially half of the money would be paid and if certain targets were 
met, the remainder would be received in September 2015.  
 
The Integration Transformation Fund was seen as part of the whole system and 
Sunderland’s agenda would be larger than one which would be funded through the 
Transformation Fund. 
 
Councillor Speding commented that it would useful to get a fundamental 
understanding of what was meant by ‘integration’ so that everyone involved was 
clear about what this would look like. Jane Hartley added that if the Health and 
Wellbeing Board was overseeing delivery, then there needed to be measures in 
place which would align back to the vision. 
 
With regard to reducing unplanned and emergency admissions and readmissions, 
Councillor Wiper queried how this could be achieved. Dave Gallagher responded 
that as a starting point, people would not go to hospital unless they really needed to, 
and then would be treated properly and thoroughly so that they did not get into a 
cycle of admission and discharge. It was also a matter of keeping long term 
conditions under control so that patients did not have to keep being re-admitted.  The 
whole system approach could straddle acute, primary and health and social care and 
sometimes when things went wrong, it was because the system had not worked as 
well as it could have done.  
 
Councillor Smith asked about treatment in community settings and it was explained 
that this did not necessarily mean health centres but treatment being delivered at 
home where it was appropriate and safe to do so. Councillor Smith raised a further 
question about how it would be known if community settings were working and Dave 
Gallagher stated that resource needed to be freed up to ensure that this was the 
case. It was to be ensured that people worked together and that services were 
provided together where possible. The challenge was in that services could not just 
stop, an alternative had to be provided first, and it was important to choose the right 
measures to show what success would look like.  
 
Services which were provided were also regulated and there would be a feedback 
loop on this. The Care Quality Commission (CQC) as a regulatory body may change 
how it operated at a local level to reflect the new way of working. 
 
Christine Keen commented that there was an expectation that performance 
measures would be stretching and there needed to be a sense of the process 
around how these were set. Neil Revely advised that some of the measures would 
already be set for Sunderland but there was a task to do in setting further 
performance measures before September 2014. The performance measures would 
be developed to be broader than the Integration Transformation Fund and include 
the core funds within a pooled budget. Christine noted that this would be an 
opportunity to move away from focusing on targets and concentrate on outcomes.  
 
Gillian Gibson welcomed the vision which had been set out for transformation and 
commented that changing behaviours would be linked to system design and the 
establishment of clear pathways. This was then linked to the principles of the Health 



and Wellbeing Strategy and it was important to make these elements explicit so that 
they did not get lost in the process. 
 
Ken Bremner expressed concern that the money for the Integration Transformation 
Fund was not new and was already funding services elsewhere. Care would need to 
be taken with the choices made as they would, in effect, be trade offs between 
investment and disinvestment and would have an impact on local services. This had 
been discussed at the NHS Provider Forum and it was highlighted that the 
consequences of ‘trade offs’ had to be made clear. 
 
To provide further reassurance, Neil Revely advised that one of the conditions of the 
judgement of the Integration Plan was if providers had been involved in its 
development. The complexity of the task was recognised by all involved but there 
was also an exciting opportunity presented by the vision for integration in Sunderland.  
 
Following detailed consideration of the report, the Health and Wellbeing Board 
RESOLVED that: - 
 
(i) the vision for integration be agreed; 
 
(ii) an Integration Programme Board be established; 
 
(iii) an overall Integration Plan be established and that the Board reviews and 

coordinates the various current activity as outlined in section 4 of the report; 
 
(iv) the Joint Commissioning Unit be established; 
 
(v) the Joint Commissioning Unit develops the Integration Transformation Fund 

Plan as outlined in Appendix 1; and 
 
(vi) a further report be received in January setting out progress and presenting a 

further draft Integration Transformation Fund plan.  
 
 
HW38. Winter Preparedness and Assurance Update 2013/2014 
 
The Chief Officer of Sunderland CCG submitted a report providing an update on the 
work carried out by the Sunderland Unscheduled Care Board on the review of 
provider winter plans in respect of preparing the whole system for winter 2013/2014. 
 
Ann Fox, Director of Nursing, Quality and Safety was in attendance to present the 
report and advised that the Unscheduled Care Board brought together key strands of 
existing work and was the perfect vehicle to undertake winter assurance and to 
consider how surge and demand in the system should be managed. All key 
stakeholders from providers were represented on the Board as well as NHS England. 
 
Area Teams were asked to facilitate an assurance process of Urgent/Unscheduled 
Care Boards in respect of winter preparedness and once completed, the Regional 
Team was responsible for communicating a regional overview aimed at providing 
assurance to the National Support Team. 



The national and regional timetables for Winter Assurance were detailed within the 
report and it was highlighted that the following providers had shared winter plans and 
completed the self assessment checklist: - 
 
 City Hospitals Sunderland NHS Foundation Trust 
 South Tyneside NHS Foundation Trust  
 Northumberland, Tyne and Wear NHS Foundation Trust 
 Sunderland City Council 
 North East Ambulance Service NHS Foundation Trust 
 Primecare 
 Gateshead Health NHS Foundation Trust (in relation to the Intermediate Care 

Assessment and Rehabilitation Unit at Houghton Primary Care Centre) 
 
Peer reviews were undertaken of the winter plans and self assessment checklists of 
each organisation. Where specific gaps were identified, provider actions were 
agreed to mitigate them. All the issues identified had been addressed and this was 
outlined within the checklist for system wide assurance set out in section 4 of the 
report. A number of indicators were being reported daily including A&E closures and 
diverts, trolley waits, ambulance delays and bed availability and occupancy.  
 
During the winter preparedness and peer review process, providers were asked to 
supply details of any services which could be funded from the Winter Pressures 
Fund and could make an impact during winter 2013/2014. Bids for the fund totalling 
£2.4m had been approved by the CCG Executive in October.  
 
The full detail of the all the projects was included within the report and the Board 
were informed that 75% of the initiatives would be up and running by 1 December 
2013. The Unscheduled Care Board felt that initiatives were already working well 
and that lessons learned from this year would go forward to inform next year’s 
process. 
 
Neil Revely commended all who had been involved in review and assurance process. 
He stated that this was a testament to the partnership working which existed in 
Sunderland, that full assurance could be provided on the preparedness of the urgent 
care system to manage winter surge and demand. Ann advised that collaboration 
had made a real difference and that the Unscheduled Care Board would pick up the 
work again early next year for winter 2014/2015.  
 
The Board RESOLVED that the contents of the report be noted. 
  
 
HW39. NHS England Call to Action 
 
The Chief Officer of Sunderland CCG submitted for information, a copy of 
presentation slides which summarised the journey so far for Sunderland CCG. 
 
The Board were informed that the content of the presentation had been used to 
inform various groups of stakeholders including the public and NHS Provider Forum. 
Attention was drawn to the key questions which were being used as the basis for 
discussion, which were: - 



1. Do these still feel like the right long term objectives? 
2. Consider the initial priorities for 2014/2015 in the light of where we have come 
 and where we want to be in 2016/2017. Do you agree? Are any significant 
 priorities missing? 
3. What is the best way to engage with you? 
  
Having noted the detail of the presentations being delivered by Sunderland CCG, the 
Board RESOLVED that the information be noted. 
 
 
HW40. Area Health Pilots – Men’s Cancer 
 
The Head of Scrutiny and Area Arrangements submitted a report providing the 
Health and Wellbeing Board with a progress update on Health Pilots developed 
through Sunderland City Council’s Area Committees. 
 
Allison Patterson and Karon Purvis were in attendance to present the report and 
Allison advised that the Healthy City Investment Fund had existed for a number of 
years and had in the past been used to make small grants to the voluntary and 
community sector to support activities likely to have a positive impact on health 
outcomes. During 2012/2013 an allocation of £31,413 was made available to each of 
the five Area Committees and projects were developed in order to: - 
 
(a) address the main lifestyle causes of cancer in men, i.e. tobacco, alcohol and 
 obesity; and to 
 
(b) promote awareness of the early signs and symptoms of cancer. 
 
All five area projects were approved and were delivering activity from January 2013. 
The report outlined the work done in each area and how a large number of men who 
would not normally have been reached had been contacted through the projects. 
Some smaller community groups had enlarged their capacity and a lot had been 
done with a small amount of money. Lessons had also been learned through the 
projects and they had proved to be an effective way of delivering messages. 
 
Ken Bremner commented that the pilots were great in terms of coverage but queried 
the extent to which effective results could be demonstrated. Allison Patterson 
advised that at this point evidence of uptake could be provided but assistance would 
be required to correlate this. Ken suggested that this could be quantified through 
Public Health data. 
 
Jane Hartley noted that a lot of the work was only funded for the short term and to 
evidence a sustained behaviour change then the projects would need to be revisited 
to obtain a quantitative measurement. Allison stated that the projects had enhanced 
the activity already being delivered and it was about organisations continuing to link 
with the men they had contacted and to ensure that there were legacies to the 
project.  
 
With regard to Public Health information, Gillian Gibson advised that there were not 
the complex information systems to look at this at present but plans for the 



Intelligence Hub could help. The real success of the work had been the engagement 
with people and the steps taken towards how visualising how change could happen. 
 
Councillor Speding highlighted that some interventions had instantaneous results but 
others took a while to come to fruition and not everyone was prepared to wait to 
observe and measure this impact. Councillor Miller expressed pleasure and surprise 
at the initial results but noted that the validity of the activity must be able to be 
confirmed or denied through appropriate measurement.  
 
The Board RESOLVED that: - 
 
(i) the report as an interim update on how projects were performing to date be 

accepted; and 
 
(ii) a future report to include an evaluation of activities and lessons learnt during 

the development and implementation of the projects be accepted once the 
projects were complete. 

 
 
HW41. 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 providing an update on the 
closed Board sessions. 
 
To tie in with the timetable agreed for the development of the plan for the Integration 
Transformation Fund, the next scheduled development session on Friday 20 
December 2013 would be an update on the plan and discussion about the proposals 
contained within it. 
 
The Board had taken part in a closed Board session on the Health and Social Care 
Integration Fund and Members were informed that there would be more closed 
Board sessions during the year to further discuss the topic and debate the plan in 
advance of it coming to the full Health and Wellbeing Board. 
 
The Forward Plan for the Board for 2013/2014 was also presented and Members 
were asked to consider any additional items they would like to see on the agenda for 
a future meeting. 
 
The Board RESOLVED that: - 
 
(i) details of the next development session be noted; 
 
(ii) the intention to hold further closed Board sessions on Health and Social Care 

Integration be noted; and 
 
(iii) the Forward Plan be noted. 
 
 



HW42. Date and Time of Next Meeting 
 
The next meeting would take place on Friday 24 January 2014 at 12.00noon. 
 
 
 
 
 
(Signed) M SPEDING 
  Chair 
 
 
 



 


