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Meeting of the Governing Body 
 

To be held on Tuesday 23 September  2014 2.15-3.30pm in the Sunderland Winter 
Gardens, Burdon Road, Sunderland, SR1 1PP. 

 
 

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 

22 July 2014 
   
5. Matters arising from the minutes and action log   Enclosure 
  
6. Notification of Items of Any Other Business     

 
7. Question Time 

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

8        Items of Quality and Safety 
    
8.1 Communications Strategy      Enclosure 
 D Gallagher 
   
8.2 Patient and Public Engagement Strategy    Enclosure 
 A Fox 
    
9        Items of Governance and Assurance 
        
9.1 Risk Appetite        Enclosure 
 D Cornell 
 
9.2 Corporate Risk Register Summary     Enclosure 
 D Cornell 
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9.3 Assurance Framework 2014/15      Enclosure 
 D Cornell 
 
10       Items for Discussion and Assurance 
 
10.1 SCCG Assurance Report       Enclosure 
 D Burnicle 
 
10.2 MSK          Enclosure 
           D Burnicle 
      
10.3    Sunderland CCG Financial Report Month 4 2014/15  Enclosure  
  C Macklin 
   
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 5 August  2014.  
 
12 Any other business 
 
13 Date of next meeting 
 
 Tuesday 11 November 2014 1.00-3.30pm in the Industry Centre, Colima 

Avenue, Sunderland Enterprise Park, Sunderland, SR5 3XB. 
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Governing Body 

 

Minutes of the meeting held on Tuesday 22 July 2014 

The Tansy Centre, Church Road, South Hylton, Sunderland, SR4 0QD. 

 

Present:   Dr Ian Pattison, Chair   

   Prof Mike Bramble, Secondary Care Clinician 

   Dr Henry Choi, Elected GP Member 

   Mr David Gallagher, Chief Officer  

   Dr Jackie Gillespie, Elected GP Member 

   Dr Tracey Lucas, Elected GP Member 

   Mr Chris Macklin, Chief Finance Officer 

   Dr Gerry McBride, Elected GP Member 

   Mrs Aileen Sullivan, Lay Member for PPI 

   Mrs Val Taylor, Elected GP Member 

   

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

 Mr David Chandler, Head of Finance 

Ms Deborah Cornell, Head of Corporate Affairs 

 Ms Nonnie Crawford, Director of Public Health, Sunderland City 
Council 

 Mrs Natalie McClary, Service Reform Manager 

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

 Mrs Richard Scott, Designated Nurse of Safeguarding Adults 

 Ms Lynda Smith, Minutes 

Dr Geoff Stephenson, Medical Director   
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2014/75 Welcome and Introductions 

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

2014/76 Apologies of Absence 

Apologies were received from Mrs Ann Fox, Director of Nursing, Quality and Safety, 
Mrs Gloria Middleton, Executive Practice Manager Lead, Mrs Pat Taylor, Lay 
Member for Audit and Vice Chair and Mr Neil Revely, Executive Director of Peoples 
Services, Sunderland City Council. 

2014/77 Declarations of Interest 

There were no interests declared. 

2014/78 Minutes of the meeting held on 20 May 2014 

Page 1, in attendance - an amendment to title to reflect “Mrs” Jan Thwaites. 

2014/50 It was confirmed that the QSRC would be under taking an in-depth look at 
mortality rates at its next informal session - an amendment to read “serious 
incidents” not mortality rates 

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

2014/79 Minutes of the meeting held on 03rd June 2014 

The minutes were RECEIVED as a true and accurate record. 

2014/80 Matters arising from the minutes and action log 

No matters arising from the meeting held 20 May 2014 

Matters arising from the meeting held on 03 June 2014 

2014/66 Annual Accounts - The Chief Officer confirmed that all the accounts had 
been authorised and signed off by all responsible officers. 

2014/69 Letter of Representation – The Chief finance Officer confirmed that the 
Letter of Representation was signed off and the formal letter will be presented at the 
next Audit Committee Meeting on 02 September 2014.         

2014/70 Statement of Disclosure for Auditors for Governing Body Members 
The Chief Finance Officer confirmed that this document was signed off and the 
formal statement will be presented at the next Audit Committee Meeting on              
02 September 2014. 

2014/71 Annual Report – including Annual Governance Statement – The Chief 
Finance Officer confirmed that the Annual Report and Governance Statement were 
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signed off and the formal statement will be presented at the next Audit Committee 
Meeting on 02 September 2014. 

Action Log: 

2013/10 Director of Public Health Update 

SCCG roles and responsibilities as category 2 responders in emergency planning to 
be raised with the Resilience Group.  This piece of work is delayed and will therefore 
be presented to the Governing Body on 23 September 2014. 

2014/09 Quality Action Plan 

The Quality Action Plan to the agenda has been delayed and will therefore be 
scheduled on the agenda for 23 September 2014.  

2014/32 Health and Safety Strategy 

The Head of Corporate Affairs has confirmed the required training the Lay members. 
This item can be removed from the action log. 

 2014/50 Report from the Quality Safety and Risk Committee 

The Head of Corporate Affairs to confirm with the Deputy Head of Contracting, 
Performance and Business Intelligence if all GP Practices have NHS.net accounts. 
Further discussion took place to confirm that the organisation should hold an nhs.net 
account as a secure email account. The Governing Body fully endorsed this 
decision. This item can therefore be removed from the action log.      

2014/50 Report from the Quality Safety and Risk Committee 

The Director of Nursing, Quality and Safety to request a more granular detail on 
commissioned services to be included in the report. An updated report will be 
presented at the next meeting on 23 September 2014. 

2014/51 Communications and Engagement Strategy Action Plan 

A Board to Board meeting with the Governing Body and Health watch has been 
arranged for Tuesday 30 September 2014. This item can be removed from the action 
log. 

2014/51 Communications and Engagement Strategy Action Plan 

An update on the strategy will be discussed at the Quality, Safety and Risk 
Committee meeting in August 2014 and will then be presented at the Governing 
Body meeting on 23 September 2014 for approval.    

2014/81 Notifications of items of any other business 

There were no notifications of any other business to note. 
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2014/82 Question Time 

A member of the public raised a question in relation to the Complaints Process and 
asked whether the CCG should be responsible for following up any complaints 
registered with NHS England. 
  
Further details were highlighted to the Governing Body with regards to a complaint in 
the service with a local GP practice in relation to a sick patient being escorted to the 
Health Centre and the waiting time being 45 minutes. An issue was also raised in 
relation to patient confidentiality.   
The complaint had been raised with Health Watch and the member of public did not 
think this was correctly escalated.  
 
In response Deborah Cornell, Head of Corporate Affairs provided an explanation into 
the Complaints Process. It was advised that Health Watch is a sign poster to 
escalate complaints to the correct destination. All GP Practice complaints should be 
escalated to NHS England to resolve. If the complaint relates to a commissioning 
issue that the CCG is responsible for then it would be escalated to the CCG to 
investigate. In any instance where a complaint is raised the Service Provider should 
always be the first point of contact. 
 
The member of public was also recommended to view the complaints procedure and 
process which is detailed on the NHS Sunderland CCG website.   
 
2014/83 Patient Story 

A verbal update was provided to the Governing Body by Mrs Goulding, noting that 
the patient story process is still in development and no one specific patient story 
could be presented at today’s meeting.  
The success of the patient story is also reliant on providers sharing some of their 
patient stories. The report will be open and honest with all action stories being 
reported. 
 
Dr Pattison reaffirmed the need for patient stories so the organisation can continue 
to strive to improve patient experience and outcomes. 
   
Mrs Sullivan informed the Governing Body that the Francis Report also provides 
details and recommendations to view patient stories.  
It was confirmed that a patient story would be presented to the Governing Body in 
the September meeting. 
 
The Governing Body NOTED and RECEIVED the verbal update.   
 
2014/84 Safeguarding Annual Report 

The Safeguarding Annual Report was presented to the Governing Body by Mrs 
Goulding and Mr Scott confirming the purpose of the report is to provide an overview 
of the Safeguarding activity in 2013/14 and highlighting the key issues, assurance 
and risks. 
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Some of the discussion was focussed around the five serious case reviews for 
children and young people and the Domestic Homicide Review that is currently being 
undertaken by the Safer Sunderland Partnership. 
 
The following areas were brought to the Governing Bodies attention: 
 

 Risk to the CCG was noted in the failings as a result of which an action plan 
has been developed. 

 An internal audit has been carried out in Safeguarding and to date no risks 
have been identified. 

 The dashboards introduced will be monitored to ensure adequate training to 
be carried out during 14/15. 

 It was noted that on page 12, section 7 a number of abbreviations are referred 
to in relation to committee meetings and these are difficult to follow.   

 Lessons learnt from serious review cases, how this information is 
disseminated across the GPs, although the CCG TITO events have proved 
very popular to share the reviews. A steer needs to be implemented so this 
information is open to all GPs.    

 
Prof Bramble highlighted the main issue as being risk and asked whether the 
safeguarding team were adequately resourced to deal with this. Mr Scott advised 
that the team were well resourced and that it is system wide issues that place 
pressure on the team. The Head of Safeguarding, Deanna Lagun is currently leading 
on a piece of work with the restructure of the team and Mr Macklin advised that there 
is potential to offer further support in resource requirements should this be 
necessary.  
 
It was agreed that this is the right model, but further vigilance needs to be given to 
the key performance indicators. Dr Pattison drew attention to the Governing Body’s 
awareness of the risks within Safeguarding and the need for all the members to be 
informed of any updates.    
 
Action: A Governing Body development session to undertake an in-depth review of 
safeguarding for Adults and Children to be arranged. 
 
Action: The use of nhs.net accounts by practices to be fed back to the Informatics 
Group to action. Feedback will be presented at the next meeting on 23 September 
2014.  
  

The Governing Body RECEIVED and NOTED the Safeguarding Annual report with 
recommendations to organise a Board Meeting to address key assurances.  

 

2014/85 Safety, transparency and openness in the NHS 

The Safety, Transparency and Openness in the NHS report was presented to the 
Governing Body members with a request to approve and register to Sign Up to the 
safety campaign.   
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Mrs Goulding referred to Appendix 1: A copy of the NHS Choices Website detailing 
Infection Control and the CQC Standard. All relevant information is detailed in the 
report and the national database is available to view all the publications. 
 
An independent review is being taken on Whistleblowing by Sir Robert Francis QC. 
The review is to provide independent advice and recommendations on measures to 
ensure that the NHS workers can raise concerns with confidence, and they will be 
acted upon.           
 
The information from this campaign will be regularly discussed by each Provider at 
Quality Review Groups and Assurance will be given at the Quality, Safety and Risk 
Committee on a bi-monthly basis.   
 
The Governing Body RECEIVED and APPROVED to sign up to the new campaign.  

     
2014/86 Sealed Documents 

The Head of Corporate Affairs presented a report to the Governing Body providing 
recommendations in line with Standing Orders and the recommendation to execute 
documents using the CCG seal.     
 
The Governing Body NOTED and APPROVED the registering of sealing for 
executing CCG documents.    
 
 
2014/87 Sunderland CCG Financial Report Month 2 2014/15 
 
The Chief Finance Officer presented the Month 2 Sunderland CCG Financial Report 
to the Governing Body members advising that the current data remains incomplete 
for the early months of the year. The current report is purely based on month 2 data 
and subsequent to this information the month 3 data does not change the underlying 
figures, confident that the CCG are on target and are delivering the surplus to date.  
 
NHS England announced some additional resilience monies for handling 
winter/surge and Sunderland has now been awarded £2.3m additional funding which 
will assist with winter planning. With the additional funding being awarded by NHS 
England, they will not expect any issues to be escalated during winter. 
 
The Senior Finance Team has carried out an in-depth financial risk analysis and can 
confirm that there are no issues to highlight. The winter resilience is incorporated 
within the CCG and plans to ensure this will be delivered. 
 
Mr Chandler referred to the improvements of the Financial Dashboard and confirmed 
further improvements would be made if members requested them.   
 
The Governing Body RECEIVED and NOTED the update from the Financial Report        
  

 

2014/88 Sunderland Health and Care System Strategic Plan 
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The report provided the Governing Body members with an update to the plan from 
the draft version shared at the extra ordinary Governing Body meeting in June 2014. 
 
Some of the key updates   
 

 The Accelerated Solutions Event that the CCG and City Council held with our 
partners has assisted in the development of the plan. 

 The Plan on a Page includes the big 10 transformational changes being led 
by the CCG 

 The Financial Plan has changed and the CCG are working in line with 
financial efficiencies due to the additional funding being awarded for Winter 
Resilience. It was confirmed that NHS providers and main providers 
Medical/Nursing Directors are required to sign off their efficiency information, 
through the CCG mechanisms that are in place. 

 
Professor Bramble and Dr Gillespie congratulated the CCG on the first version and 
content of the data recorded in Strategic Plan.  
 
It was noted that consideration needs to be given when patient targets are set to 
ensure they are achievable.    
 
A question was raised by Dr Taylor about “Patient Length of Stay” in relation to a 
patient requiring a one day stay and how we can reduce this. The CCG need to be 
mindful of this measure to the comparison of measuring shorter stays. 
 
Dr McBride raised a question in relation to the sophistication of our intelligence within 
financial funding of sharing organisations and qualified if there were any financial 
connections with our organisation within Safeguarding. 
 
Mrs Burnicle highlighted to the Governing Body the transparency with the “Better 
Care Fund” and advised that the Transformation Board share intelligence and data 
with all partner Organisations. The CCG are striving to continually share data with all 
providers and one of these examples is at the Executive to Executive meeting that is 
held with South Tyneside Foundation Trust. 
 
Dr Lucas advised that it may be a good idea to pass a copy of the Strategic Plan to 
all our Clinical Leads so they can share the future of the CCGs five year plan.           
Mrs Burnicle confirmed that the Strategic Plan is system wide and assumed that the 
Plan on the Page is shared with all our key internal staff.       
 
Action: Mrs Burnicle to check that this Strategic Plan is shared across the Clinical 
Leads and confirm at the next meeting on 23 September 2014. 
 
The Chief Officer drew the Governing Bodies attention to the logo on the front cover 
sheet of the document, “All together Sunderland”. This is a symbol of all our partners 
working and learning together. 
 
The Governing Body NOTED and RECEIVED the updated plan. 
2014/89 SCCG Assurance Report July 2014 
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The report provided the Governing Body with an update to highlight the current 
position for the CCG against the national assurance framework, noting some minor 
changes and updates. 
 
Three of the domain changes since last month include  

 Are the local people getting good quality care? 

 Are patient rights under the NHS Constitution being promoted? 

 Are health outcomes improving for local people/ 
 
DB noted that whilst the CCG was achieving the NHS constitution rights around 

waiting times across the board, there were some specialty pressure areas.  In 

addition NHS England as part of resilience planning had identified addition monies 

for providers to address certain waiting list pressures and CHS were to receive 

approximately £100k to fund additional activity over July and August and the CCG 

had agreed to supplement this.     

An update was provided on two engagement examples within the model for 
Governing Body to raise questions or comments for discussion.     
 
Some of the following points were raised by the members of the Governing Body: 
 

 The NEAS Quality Review Group is currently working across the patch and 
working with NEAS to obtain multiple views. 

 Patient and Public involvement is very important and should form part of this 
report. 

 Details were provided on the Red/Amber/Green areas of performance for the 
actuals to date and the risks to year end, detailing the planned actions. 

 
The Chief Finance Officer explained that once the first quarter has been reached the 
accuracy of the performance improve as more information was received. The 
Contracting Team will then be in a position to quantify the predicted outturn.    
 
Action: DB to provide a further report on Ambulance Handover and Performance, 
providing a more in depth detail of the areas highlighted in red.  
 
The Chief Office advised that a Visibility Wall is used to share progress against the 
Winter Plans on a weekly basis within the CCG. Partners are invited to attend these 
sessions. The ultimate fix for A & E performance will be getting the A & E 
Department reconfigured and fit for purpose for the 21st century. 
 

The Governing Body NOTED the updated position detailed in the Assurance Report.   

2014/90 Operational Resilience and Capacity Planning 2014/15 

An update was provided to the Governing Body on the requirements outlined in the 
National Planning document “Operational Resilience and Capacity Planning”. This 
needs to be submitted by July 2014 and developed further in October 2014. This 
plan has been shared with the Sunderland System Resilience Group (Formerly 
Urgent Care Board) in June 2014. 



Item: 4 

Page 9 of 10 
 

 
The Chief Finance Officer advised the Governing Body members that the Referral to 
Treatment target position will return to the same level as it was in January 2013 with 
the investment planned.  
 
The Governing Body RECEIVED the report and NOTED the further development of 
the plan.     
   

2014/91 SCCG Prospectus 2014/15 

The draft Sunderland CCG Prospectus was emailed as a separate document to the 
group members last week so the detail could be viewed prior to today’s meeting 
taking place with a request for any comments or feedback to be emailed directly by 
Wednesday 30 July 2014. 
 
This summary is shared with the partners and members of the public to detail 2 year 
Strategic Plan and focus for the next 2 years. 
 
A comment was raised to reference the “Health and Wellbeing Strategy”. This 
strategy has been developed since the last plan which forms the “Better Care Plan”.  
 
A further issue was noted by the Governing Body members in relation to the 
document being viewed by patients and the public, some of the detail needs to be 
more easily readable, and more variety is required in the visual pictures.     
 
The Governing Body REVIEWED the draft version of the SCCG Prospectus and 
NOTED the required changes.    

 
2014/92 Sunderland GP Out of Hours Service Improvement Initiative 

The Sunderland GP Out of Hours Service Improvement Initiative document was 
introduced by Dr Pattison and presented to the Governing Body members by Mrs 
McClary. 
 
The purpose of this report was to inform the Governing Body regarding the progress 
of the GP OOH project initiative and the various elements of the action plan. Some of 
the key issues, assurance and risks of the project plan are to identify the rational, 
challenges and milestones. 
 
An explanation was provided to the Governing Body members around the number of 
initiatives taking place to support this project along with timeframes involved and the 
plans to hold a workshop in September 2014 where a number of patients have 
confirmed attendance. 
  
It was explained that innovation is a priority with the timeframes for the new service 
to be mobilised from May 2015. The NETS methodology is being used to improve 
this process ensuring all KPIs and services are interlinked.  
The Governing Body RECEIVED the updated report. 
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2014/93 Tobacco Alliance update 
The Tobacco Alliance update was discussed with the Governing Body members and 
confirmed the broader action underway to combat the impact of tobacco on health 
and wellbeing locally. 
  
Concerns were raised to the issue with the Tobacco Houses, Police Involvement and 
how this is impacting the Tobacco industry. The importance of these issues need, to 
be tackled by the Police.  
 
Ms Crawford confirmed that one response letter could be compiled for all patients, 
including the CCG to approve and support.  
 
Action: An update report on alcohol will be presented by Ms Crawford at the next 
Governing Body Meeting on 23 September 2014. 
 
The Governing Body RECEIVED the report for assurance. 
 
2014/94 Chief Officer’s Report 
 
The Chief Officers report was received.   
 
2014/95 Confirmed minutes of the Executive Committee meeting held on        
03 June 2014 
 
The confirmed minutes of the meeting held on 03 June 2014 were RECEIVED.   
 
2014/96 Confirmed minutes of the Audit Committee meeting held on                
08 April 2014 
 
The confirmed minutes of the meeting held on 08 April 2014 were RECEIVED. 
 
2014/97 Confirmed minutes of the Health and Wellbeing Board meeting held on 
21 March 2014 
 
The confirmed minutes of the meeting held on 21 March 2014 were RECEIVED. 
 
2014/98 Measuring what matters: Are we healthy and well in Sunderland. 
 
The Measuring what matters: Are we healthy and well report was RECEIVED.    
  
2014/99 Any other Business 
 
There being no further business the meeting closed at 3:45pm. 
 
2014/100 Date of next meeting 

Tuesday 23 September 2014 1.30-4.00pm in the Sunderland Winter Gardens, 
Burdon Road, Sunderland, SR1 1PP. 
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NHS SCCG Governing Body Action Log      

 NHS Sunderland CCG Governing Body Action Log 23 September 2014  
 

Minute Reference Action Point Lead Timescale 

2013/110 
Director of Public 
Health update 

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

N Crawford An update to be 
provided at the 
Governing Body 
meeting in 
September 2014  

2014/09 Quality 
Action Plan 

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

2014/50 Report 
from the Quality 
Safety and Risk 
Committee 

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

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

2014/51 
Communications 
and Engagement 
Strategy Action 
Plan 

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

D Cornell An update on the 
Strategy would be 
discussed at the 
QSRC in August and 
would be presented 
at the Governing 
Body meeting for 
formal approval in 
September 2014 

2014/84 
Safeguarding 
Annual Report 

A Governing Body development session to 
undertake an in-depth review of safeguarding for 
Adults and Children. 
 

A Fox February 2015. 
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 2014/84 
Safeguarding 
Annual Report 

The use of nhs.net accounts by practices to be 
fed back to the Informatics Group to action 

D Cornell Completed. 

2014/88 
Sunderland 
Health and Care 
System Strategic 
Plan 

Debbie Burnicle to share the Strategic Plan with 
the Clinical Leads 

D Burnicle To be confirmed at 
the Governing Body 
meeting on 23 
September 2014. 

2014/89 SCCG 
Assurance report 
July 2014 

Debbie Burnicle to provide a further report on 
Ambulance handover and performance providing 
a more in depth detail of the areas highlighted in 
red 

D Burnicle In Assurance Report 
for 23 September 
meeting. 

2014/93 Tobacco 
Alliance update 

An updated report on alcohol to be presented to 
the Governing Body 

N Crawford To be on the agenda 
at the Governing 
Body meeting in 
November 2014.  
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 Background 
 

1.1 NHS Sunderland Clinical Commissioning Group’s (the CCG) vision is to 

achieve BETTER HEALTH FOR SUNDERLAND, its local healthcare priorities 

and its high level goal to work with patients, carers, the public and stakeholders 

to: 

 

• Improve the health and well-being of all local people;  

• Integrate services better across health and social care 

• Underpinned by more effective clinical decision making 

 

1.2 This communication, marketing and digital media strategy will be implemented 

in accordance with our core values, which are: 
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1.4 This strategy and its associated action plans support the vision of the CCG and 

to enable effective relationships with all stakeholders. 

 

1.5 It describes how we value the need to have professional, systematic 

communications mechanisms in place to support the CCG to meet its 

commissioning objectives and to ensure we establish and maintain key 

relationships with all our stakeholders including the public. 

 

1.6 It describes how the CCG will ensure meaningful communication with the 

public, patients, carers and their communities in Sunderland and also describes 

the planned and sustained efforts necessary to maintain goodwill and mutual 

understanding between the CCG and its many audiences.    

 
    1.7 The strategy looks at the way in which the CCG will communicate with and 

involve all its member practices and takes into account a range of 

responsibilities in relation to its role as a publicly accountable organisation. 

   

    1.8 This strategy should be read alongside the CCG’s engagement strategy.  

Communications and engagement are part of a continuum and should work 

seamlessly together and as such the communications mechanisms and 

activities described in this strategy should be aligned to the engagement 

strategy and work plan. 

 

   1.9 Overall, it sets out how effective communications, marketing and social media 

will be used to promote understanding of the vision and the work of the CCG 

and instil confidence in its clinical leadership and decisions.  It will also support 

engagement activities, as well as campaign activities to help patients make the 

best use of services. 

 

   1.10 This includes innovative methods of communications which will help to develop 

effective relationships that provide accessible and meaningful opportunities to 

influence decision-making processes and improve services, and build public 

confidence in the local NHS. 
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   1.11 This activity is overseen by the communications and engagement steering 

group, and in the main communications, social media, advice, guidance and 

activity is provided by NHS North of England Commissioning Support (NECS). 

 

2 Ensuring effective communications, marketing and digital media 
 
   2.1 All NHS organisations are required to have effective processes in place for 

communications and engagement. The Health and Social Care Act 2012 is 

clear in its ambition to put patients at the heart of the NHS ‘nothing about me, 

without me’; to increase patient choice and control; strengthen the collective 

voice of patients and to improve health outcomes. 

 

2.2 At NHS Sunderland CCG, we believe time spent building relationships with key 

partners, patients, the public and stakeholders is a valuable investment.  It will 

ensure that we have a clear and up-to-date understanding of their views, needs 

and preferences.   

  

2.3 We recognise the importance of good internal and external communications 

and the need to embed an understanding of the communications process and 

the skills necessary to be an effective communicator at a senior management 

level, as well as all levels across the organisation.   

 

2.4 Increasing the number of people involved in the design, delivery and 

improvement of health services is more likely to lead to sustained lifestyle 

changes and long-term health improvements.  The health inequalities which 

prevail across Sunderland means there must be efforts to target and engage 

with those individuals and communities that are hardest to reach and influence 

and people who are least able to act as advocates for themselves.   

Communications (and its associated disciplines of marketing, public relations 

and digital media) is a key strategic management function that supports this 

process.   

 

2.5 By using a mix of communications mechanisms we are able to ensure we can 

effectively communicate with our local population and stakeholders. 
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2.6 Communications and marketing generally includes reputation management, 

media relations, internal communications, website, social and digital  media 

management, stakeholder management, parliamentary relations, as well as the 

marketing of services and development of integrated campaigns - including 

copy writing and printing materials - which influence behaviour, for example to 

encourage the best use of services or to make healthier lifestyle choices.   

 

3. Context for Sunderland 

3.1  The CCG was authorised as a statutory body in April 2013.  The CCG 

superseded NHS Sunderland Teaching Primary Care Trust, taking over some, 

but not all, of its commissioning functions. 

 

3.2 The CCG was authorised as a statutory body in April 2013.  The CCG 

superseded NHS Sunderland Teaching Primary Care Trust, taking over some, 

but not all, of its commissioning functions. 

 

3.3 Even if the general levels of health in these age groups continues to improve, 

the shape and structure of health services will need to change to meet the 

needs of this growing population, particularly as older people use services 

more often, have more complex needs and stay longer in hospital. Our 

modelling shows that in ten years, if we do nothing differently, we will need 

over 150 extra beds which our hospitals do not have, at a cost of over £18m 

which we cannot afford. 

 

3.4 The 2012 Community Health Profiles prepared by the Association of Public 

Health Observatories compare health in Sunderland to England averages. 

From this and other data it is clear that on most health measures, Sunderland 

is significantly worse than the rest of England. 

 

3.5 Priorities in Sunderland include early cancer awareness, diagnosis and 

intervention and enhancing work around Best Start in Life and Early 

Intervention. 
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3.6 The national and local political environment and the prevailing economic 

situation are important contextual issues that give rise to a number of 

communications challenges. 

 

3.7 Effective partnership working is essential to the success of the CCG and an 

ongoing key priority is to develop and strengthen alliances and relationships.   

 

3.8 We have made significant progress locally in terms of relationship building and 

awareness raising amongst partner organisations and key stakeholders in 

particular through ‘all together Sunderland’.   

 

3.8 In developing this strategy we have taken into account the legal requirements 

set out in the NHS Constitution, the guidance in Better Health, Better 

Experience, Better Engagement – why good commissioning needs patients 

and public at its heart (August 2011) and in Transforming Participation (NHS 

England 2013) which seeks to benchmark individual participation, public 

participation and patient insight.  

 

3.9 It takes into account of The NHS belongs to the people: a call to action (July 

2013) which highlights that responsibility belongs to all to transform the NHS to 

ensure it is sustainability for the future. 

 

3.10 The strategy supports Sections 242 and 244 of the NHS Act 2006 (formerly 

Section 11 Health and Social Care Act 2011), which came into force in 

November 2008, and were amended in the Health and Social Care Act 2012, 

strengthening the statutory duty on all NHS organisations to make 

arrangements to consult and involve patients and the public in:  

• the planning and provision of services  

• the development and consideration of proposals for changes in the way 

those services are provided 

• decisions made that affect the operation of those services. 
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3.11 Finally, it takes into account the Equality Act 2010 which provides a legislative 

framework to: 

 

• protect the rights of individuals and advance equality of opportunity for all  
update, simplify and strengthen the previous legislation; and  

• deliver a simple, modern and accessible framework of discrimination law 
which protects individuals from unfair treatment and promotes a fair and 
more equal society.  

 

3.12 It requires organisations to take equality and human rights into account in 

everything they do, whether that is commissioning services, employing people, 

developing policies, communicating, consulting or involving people in their 

work. 

 

3.13 This means that when planning and delivering services organisations need to 

make sure that: 

 

• measures are in place to identify and tackle any barriers to using such  

services 

• people are provided with the support and information they need to use  

services in a way that meets and takes account of their individual needs 

• people are supported to make informed choices about their care and 

treatment and to understand their rights 

• there are strong systems in place to gather feedback and capture 

experiences from the people who use services, which is used to bring about 

improvements.  

 

4.0   Communications, marketing and digital strategic objectives 
 

 

4.1 As the CCG continues to develop, there will be many new opportunities and 

challenges.  It is therefore not the intention that this strategy will set out a 

detailed menu of communications activities, but rather indicate a direction of 

travel and provide a framework for progress.    

 

4.2 This strategy has three overarching aims: 
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 Raise the profile of the CCG, its role and work in line with its objectives, 

vision and values by: 

 

� Maintaining a strong, recognisable and consistent brand identity in all 

communications materials   

� using proactive media and stakeholder relations to communicate with 

the public, patients and stakeholders to promote service improvements;  

� embracing new technologies, using social media and developing a 

digital marketing strategy 

� engaging and communicating with stakeholders to promote the CCG 

vision, commissioning plans, and demonstrate accountability 

 

• Manage the reputation of the CCG and generate confidence in its clinical 

leadership and decisions by: 

 
� using communications to ensure public and  stakeholder confidence in 

the NHS and CCG brand 

� maintaining  the quality and safety of local services 

� maintaining established relationships with the local, regional and 

national media 

� having a clear process in place to deal with media and parliamentary 

enquiries quickly and efficiently to help minimise any reputational risks 

� offsetting the impact of any real or potential negative media attention 

through the generation of positive coverage. 

 

• Ensure member practices are at the heart of CCG decision making and are 

supported to become affective advocates of its work by: 

 

� working with constituent practices to understand their communications 

requirements 

� developing effective internal communications mechanisms to ensure 

practices can access relevant information 

� ensuring practices are well informed about key issues 
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5.0 Governance and accountability  
 

5.1 The chief officer has overall accountability for the developing and delivering the 

communications function and how it relates to engagement.  On a day to day 

basis this is overseen by the head of corporate affairs.  The executive practice 

manager has also been appointed as the lead for communications and 

engagement.  

 

5.2 A communications and engagement steering group has been established, 

chaired by the head of corporate affairs, and meets regularly to oversee this 

strategy and directs the priorities and resources available for both 

communications and engagement.   The group reports to the CCG’s executive 

committee on a monthly basis.   

 

5.3 Communications services are provided by NHS North of England 

Commissioning Support (NECS), by staff with significant experience and 

expertise in communications and engagement.  

 

6.0 Effective communications with Stakeholders and audiences 

 

6.1 Communications activities generally includes reputation management, media 

relations, internal communications, website, social and digital  media 

management, stakeholder management, parliamentary relations, as well as the 

marketing of services and development of integrated campaigns which 

influence behaviour, for example to encourage the best use of services or to 

make healthier lifestyle choices.   

 

6.2 Our member practices have a significant role to play in ensuring the success of 

the CCG.  It is vital we have good communications with and between member 

practices to ensure that they are aware of the vision and values of their CCG. 

The practices are not only uniquely placed to understand the needs and views 

of local people, but to act as important advocates for the work and 

achievements of the CCG. Ensuring that they are well informed and therefore 
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able to effectively support the promotion of the CCG and its activities is a key 

communications task. 

 

6.3 Everything we do is in partnership with other organisations and we need to 

understand. A stakeholder mapping exercise has taken place and they include: 

 
NHS Organisations 
Department of Health 
NHS England 
CCG Governing Body 
Other local CCGs 
Foundation Trusts: acute, 
community and mental health 
North East Ambulance Services 
Foundation trust 
NHS 111 and Northern Doctors 
Urgent Care (NDUC) 
 
Local Authority 
Health and Wellbeing Board 
OSC/Health Select Committee 
Directors of Services 
Public Health 
  
Independent contractor 
community 
Local GPs and practice staff 
Local Medical Council 
Other independent contractors 
Private providers and potential 
providers 
Representative councils:  Local 
Optometrist Council(LOC) , Local 
Pharmacists Council (LPC), Local 
Dental Council (LDC) 
Care Home providers 
Primecare (out of hours provider) 
St John’s Ambulance 
Red Cross 
IntraHealth 

 
Public and interest groups 
Local Healthwatch  
Carers’ groups 
Patients 
Patient Groups 
Local Engagement Board 
Local interest groups / networks  
Specific condition groups 
Voluntary organisations 
Local media 
Residents associations 
Seldom heard groups 
 
Elected representatives 
MPs 
Councillors 
Parish Councillors 
  
Others 
Police 
Probation Service 
Schools 
Youth groups 
University 
Nurse Academy 
Medical Schools 
Gentoo 
Sunderland Armed Forces 
network 
Sunderland Association Football 
Club 
Go Transport 
Business Community 

 

 

7.0 Communications activity planning 

 

7.1 We need to make sure we make the best use of resources and that any 

communications activity is effective in meeting the objectives of the CCG. 
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7.2 Part of this activity is to identify key issues that may require communications 

support to ensure they are aligned with organisational objectives 

 

7.3    We recognise the need to collaborate with other local CCGs in at scale 

campaigns which have the benefit of gaining economies of scale and a bigger 

impact. A good example of this has been the winter campaign Keep Calm, and 

‘My Medicines, My Health’. 

 

7.3 Key issues and/or initiatives will require an underpinning communications plan 

which describes the following key aspects: 

• Background to the issue 

• Communications objectives 

• Key messages 

• Stakeholder analysis 

• Communications methods 

• Budget (if required) 

• Evaluation metrics 

 

 

8.0 Brand identity 

 

8.1 As part of becoming a new organisation, we have redeveloped our brand 

identity in line with NHS branding guidance. This was a significant development 

that locality groups and members of the CCG helped to shape and influence. 

Our strong brand is rooted in our organisational values, and helps our 

stakeholders, patients and the public know who we are. It is very important that 

we use our branding consistently and properly to ensure our communications 

reflect the organisation. To help us do this we have brand and corporate 

identity guidelines as well as house design style in appendix 3.  

 

9.0 Media relations 
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9.1 Having a good relationship with the media is an essential part of effective 

communications and engagement. As a public body we need to ensure we are 

acting openly, honestly and in the public interest. The media are key 

influencers to the public and other stakeholders, therefore helping them with 

their enquiries and assisting with clear information and briefing. 

 

9.2 The majority of the media are confused about how the NHS operates, so it is 

important that they are helped to understand how the NHS fits together and 

shared objectives to improve healthcare and health services. 

 

9.3 We have a media relations protocol which supports how staff should redirect 

media enquiries to NECS communications staff so the enquiry can be logged, 

appropriate colleagues notified and responses and handling prepared and 

agreed and is included in appendix 1. 

 

10.0 Website 

 
10.1 We have completely redesigned and re-launched our website and consider it to 

be our organisations ‘shop window’. It is the cornerstone for how we will ensure 

our communities can access information about the work of the CCG. 

10.2 It also allows us to make the vest best use of communications and 

engagement resources meaning we can now fully develop and implement our 

plans for digital and social media activity as part of our communications toolkit. 

 

11.0 Digital media 

 

11.1 Digital and social media has the potential to transform people and patient’s 

health and care as it allows access to information and services that are 

convenient to the user. Our new website is technologically enabled and allows 

us the use of twitter, facebook, vine, youtube etc which means we can make 

better use of communications and engagement resources. 

 



 14

11.2 Digital and social media opens up communication channels and engages users 

but it’s also important to remember that this medium needs to be integrated 

into existing traditional communications and engagement tactics and channels. 

 

11.3 Digital and social media opens up the potential to have a two way conversation 

with the target audience and this type of communications is measurable, 

meaning it is easier to evaluate impact and capture themes and issues. 

 

11.4 Digital and fundamentally social media remove the perceived barriers between 

the public and the NHS resulting in an open dialogue, honest feedback, and 

the true voice of the user being heard. A digital marketing strategy forms part of 

this and is included as Appendix 2.  

 

12.0 Engagement with elected officials, campaign groups and 

active communities 

 

12.1 Members of Parliament (MP) and local councillors as democratically elected 

officials are important representatives of the public.  We need to ensure that 

there is a good relationship with elected officials and that their enquiries, letters 

and requests for parliamentary briefing are handled effectively and efficiently. 

 

12.2 A parliamentary handling protocol describes how such enquiries should be 

handled and is included in appendix 1. 
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Appendix 1 
 

Media relations and parliamentary protocol 
 
1. Background 
 
1.1 As a statutory body, NHS Sunderland CCG (the CCG) needs to be accountable 

for the decisions it makes. Part of this accountability is responding to requests 
from the media for information, whenever this is needed.  

 
1.2 As GP and CCG leaders start to become names known to the media they may 

be contacted directly via their practice.  This can lead to delays in information 
being passed on and risks fragmenting a co-ordinated response to the media, 
who may also be trying to contact other individuals or NHS organisations. 

 
1.3 If the media feel that they do not receive a response to enquiries in an interested 

or timely manner, they will stop making contact which means there may not be 
opportunities to provide balance to a negative story. As such the CCG places a 
big emphasis on good relationships with editors and journalists and give priority 
to media inquiries, as well as ensuring journalists are well briefed on 
opportunities for positive media stories.  

 
1.4 Sunderland is served by the Sunderland Echo, Sun FM radio station, the Journal 

and other local radio and TV news which present opportunities in terms of a 
regular channel for communicating with local communities. 

 
2. Handling incoming media inquiries  

 
2.1 During office hours, all incoming media calls relating to the CCG including 

requests for information, interviews or statements, should be channelled 
through to the North of England Commissioning Support (NECS) public 
engagement and communications team, who will speak to someone from the 
CCG where necessary to agree a response.   

 
2.2 This will ensure that the enquiry is handled promptly, the response comes from 

the most appropriate person and/or the correct information is supplied.  It also 
ensures a consistency of approach across the CCG, and other partner NHS 
stakeholder organisations, to provide assurance that the enquiry has been dealt 
with by colleagues with expertise in media relations. 

 
2.3 Should a journalist contact someone from the CCG during the evening or 

weekend, he or she should direct the journalist to the out of hours media 
arrangements for calls to be received and directed to an appropriate officer.   

 
2.4 The communications staff  within NECS operate a shared on-call rota and 

details of these arrangements are available on the office voicemails of the 
communications and public engagement team and on the NHS SCCG website. 
Regional and local journalists are reminded of these arrangements during the 
year, particularly in advance of long bank holidays. (Most regional and local 



 16

journalists already have the mobile telephone numbers of the communications 
team.)  

 
2.5 All enquiries should be responded to positively with the aim of providing as 

much information as possible on any issue.  While it will not always be possible 
to give as many details as the journalist would wish, for example, because of 
patient confidentiality or because the matter impinges on personnel procedures, 
as a general rule responses should be as open and as detailed as possible.  

 
2.6 As a principle, the CCG should never refuse to comment on any issue.  No 

matter what the issue, it should always be possible to provide a statement and 
if information has to be limited (as above) an explanation should be given to the 
journalist about why this is the case. To say ‘no comment’ is bad practice, leads 
to mistrust and misses the opportunity to provide context or balance to a story. 

 
2.7 In formulating a response, consideration should always be given to the likely 

impact on partner organisations. If necessary, any partner organisation that 
may receive a call as a result of the CCG response should be contacted so that 
they are aware of what has been said.  

 
2.8 If it is agreed that someone from the CCG will be interviewed by the media, he 

or she should always be properly briefed by the public engagement and 
communications team before this takes place. The briefing should include as 
much context as possible (i.e. information about the issue in question, why the 
media are interested, what line is being followed by the journalist and who else 
is commenting, or in the event of a radio or television interview, who else is 
being interviewed) and key messages for use in the interview.   

 
2.9 In the event of a media enquiry about an issue that is likely to result in 

substantial interest, the public engagement team and communications team 
would also notify the NHS England area team communications team. This is to 
provide early warning to NHS England so that they can be prepared to give a 
response should they be required to do so, assess the implications for other 
parts of the NHS, and contact the Department of Health media centre, which 
may also be asked for a comment. 

 
2.10 All enquiries and responses are logged by the public engagement and 

communications team on an electronic data base for ease of reference and 
monitoring purposes. 

 
3. Contentious issues 

 
3.1 The public engagement and engagement team should be briefed as early as 

possible, with as much information as possible, on any contentious issue that is 
likely to result in media interest. This includes advice on how the issue could be 
communicated to partners and stakeholders. 

 
3.2 This also applies during out of hours, for example, when someone from the 

CCG is contacted about issues that are likely to attract media interest, they 
should contact the on call communications personnel.  
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3.3 Such early warning will help the CCG to determine and plan an approach, 

either proactively releasing information to the media (and other stakeholders if 
required) or preparing a statement for reactive use.  Public interest/safety 
should always be the ultimate deciding factor(s) in consideration over whether 
or not to be proactive in such circumstances.   

 
3.4 In any event, whether or not a decision is taken to be proactive, the NHS 

England’s area team communications team should be briefed as outlined 
above. 

 
4. Spokespeople 

 
4.1 It is important that the right person fronts contentious or major issues and that if 

the issue is prolonged over a period of time there is consistency in terms of who 
is seen by the public to be responding through the media. For such matters, 
media interviews would usually be done by a member of the CCG executive 
team. 

 
5. News releases 

 
5.1 News releases are a quick and easy way of disseminating information about 

the work and decisions of the CCG.  All ideas for news releases should be 
channelled through the CCG’s Head of Corporate Affairs and public 
engagement and communications team, who will write and distribute any 
agreed releases as appropriate. The team would also provide professional 
advice on the likely media interest in a particular issue.  

 
5.2 Embargoes should only be used in exceptional circumstances.  In the interests 

of fairness, news releases should be sent to all media outlets that might be 
interested in the story. 

 
5.3 Partner organisations, both within and outside the NHS, which are likely to be 

contacted as a result of a news release should be advised in advance of the 
release being sent out.   

 
5.4 As a matter of routine, news releases should be sent to executive committee 

and governing body members, Sunderland Council, Healthwatch and MPs and 
posted on websites. 

 
5.5 Where necessary, arrangements should be made in the communications plan 

for handling the issue in question to ensure staff do not hear about it first 
through the media. An example might be if the announcement is to have a 
major impact on staff. 

 
 
6. Media training 
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6.1 Media training opportunities will be made available for any person who is likely 
to be called upon for radio or television interviews. 

 
7. Dealing with any inaccurate coverage 

7.1 A good working relationship with the media, particularly with local and regional 
journalists, provides a valuable opportunity to share information about the work 
of the CCG. 

 
7.2 Whilst every organisation would wish to have a good working relationship 

resulting in regular positive coverage, all that can be expected is fair and 
balanced reporting and an opportunity to respond to criticism.   

 
7.3 From time to time relationships with particular media outlets, or with individual 

journalists, can become strained or an issue may result in negative coverage.  
On such occasions it is even more important to continue to work closely with 
journalists and provide as much information as possible. This should ensure 
that balanced and accurate coverage is achieved and that one-sided articles 
are avoided. 

 
7.4 Only when articles are blatantly one-sided or factually incorrect should the 

matter be raised with the media.  In such cases, an initial discussion should 
always be held with the NECS communications and public engagement team 
before any contact with the media is made. Also, for such situations, the 
communications and public engagement team should provide fast rebuttal to 
the newspaper or TV or radio station in question about inaccuracies. 

 
7.5 Individual members of staff should not contact the media to complain about 

media coverage. If they are unhappy about a particular article or story that has 
been broadcast they should raise this with the CCG’s Head of Corporate Affairs 
who will then raise this with the NECS communications and engagement team 
to pursue if appropriate. 

 
8. Governing body meetings 

 
8.1 Notification of the date, time and location of governing body meetings should be 

carried out via news releases and details on SCCG website. Also it should be 
advertised in the local media at least five working days in advance of the 
meeting as in line with the public services circular relating to NHS business 
meetings held in public. 

 
8.2 This can be reinforced once a year by letters/emails to key interest groups and 

individuals with details of dates and venues. Ideally, in keeping with good 
practice, if budgets allow they should also be advertised in the local press. 

 
8.3 The media are welcome to attend business meetings of the CCG’s governing 

body, which are held in public. After the meeting journalists who wish to speak 
to board members in more detail should be offered interviews and the 
opportunity to clarify issues. 
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8.5 Following decisions made at governing body meetings, if there are newsworthy 
items to report, press releases should be prepared and sent to the media. 

 
8.6 Papers of all board meetings will be available in advance of the meetings on 

the CCG website. 
 
9. Protocol for handling MPs’ correspondence and parliamentary business 

9.1 There needs to be robust arrangements in place to ensure the effective and 
efficient handling of MPs’ letters and any requests for parliamentary briefing.  
All requests received by the CCG and the responses provided will be recorded 
by the NECS communications and engagement team. 

 
10. MPs’ correspondence 

10.1 Letters and emails from MPs for information or responses to issues raised with 
them by constituents are likely to come into the CCG via different routes.  

 
10.2 Local MPs are being asked to direct any such enquiries to the CCG’s Chief 

Officer. If the request goes direct to the CCG, then they may wish to pass it 
onto NECS for handling.  

 
10.3 If a request comes direct to NECS, then the lead GP, Chief Officer, Head of 

Corporate Affairs and any other appropriate person in the CCG will be advised 
that it has been received and is being handled. This means that the CCG is 
aware that the issue has been raised in case either the MP’s office or the 
constituent raising the matter contacts the CCG direct while waiting for a 
response.   

 
10.4 If the response comes in via the CCG to be responded to, the person in the 

communications and engagement team receiving the request should check with 
the CCG’s Head of Corporate Affairs to find out if a holding statement has been 
sent. If not, one should be sent immediately, or within two working days at the 
latest, to say that the matter is in hand and a full response will be made as soon 
as possible. 

 
10.5 Depending on the nature of the request, the person handling it in the 

communications and engagement team will need to make a judgement call and 
decide whether other NHS organisations such as neighbouring CCGs (if there 
are shared MP constituencies) or the area team of NHS England should be 
informed.  This member of staff will then decide who needs to be contacted for 
briefing to respond to the request and the degree of urgency for handling, for 
example, if the concern is about on-going patient care and is an urgent request 
for help/advice, it should be picked up and dealt with immediately. Similarly, if it 
is something that could be damaging to the reputation of the CCG, again it 
should be picked up and dealt with immediately.  

 
10.6  If it is considered to be a routine request for information, it should still be 

handled as quickly as possible and a response prepared within ten working 
days at the latest so that it can be sent to the CCG for comments and 
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signature. All requests for information from MPs’ offices should be signed off by 
the CCG. 

 
11. Parliamentary business 

11.1 Requests for parliamentary briefing will come into NECS from NHS England.  If 
the CCG wishes such requests to be handled by NECS, it will be possible to 
arrange for NHS England to send the requests direct to the communications 
and engagement team. Often requests require a quick turn around with 
deadlines for later the same day or the next day. 

 
11.2 It is vital that such deadlines are met as the information is sometimes used in 

the House of Commons during a parliamentary debate or question time, or by 
ministers in response to issues raised with them by MPs or members of the 
public.  The person receiving the request in the communications and 
engagement team will need to make a judgement call about who needs to know 
that the matter has been received. Depending on the issue it may be necessary 
to alert the lead GP, Chief Officer, Head of Corporate Affairs and other relevant 
senior people within the CCG. 

 
11.3 The member of staff should then begin pulling together the appropriate 

information to respond to the request within deadline, which will usually involve 
discussion with either someone at NECS or the CCG to prepare the response. 
All responses (other than very routine requests for information) should be 
signed off by the senior communications and locality lead and head of 
corporate affairs before it is returned to NHS England. 

 
12. Contact details for communications staff 

NECS 
 

Senior communications and engagement locality manager 
Caroline Latta 
Email: caroline.latta@northoftyne.nhs.uk  
DL: 0191 217 2588 
Mobile:  07900 626549 

 
Senior communications officer  
Helen Fox 
Email: Helen.fox@newcastle-pct.nhs.uk  
DL: 0191 217 2852 

 
Communications and engagement assistant 
Lee Kelly 
Email: lee.kelly@northoftyne.nhs.uk   
DL: 0191 217 2670 

 
CCG 

 
Deborah Cornell 
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Head of Corporate Affairs 
NHS Sunderland Clinical Commissioning Group  
Email:  dcornell@nhs.net  
DL:  0191 529 7027 
Mobile: 07900 828139 
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Appendix 2 
 
 
 
 
 

Digital Marketing 
Strategy 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Embracing new technologies to broaden participation 
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1. Introduction  
 

Digital marketing is defined as the use of electronic devices such as computers, 
smartphones, and tablets to engage with stakeholders. Digital marketing 
applies technologies or platforms such as websites, email and social networks 
in order to facilitate this. 

 
 This strategy has been developed to support the CCG’s Communications and 

Engagement Strategy. 
 
 
2. Rationale  
 
2.1 NHS Sunderland CCG (the CCG) is keen to develop its use of digital marketing 

for a number of reasons.  It has the potential to transform people and patient’s 
health and care as it allows access to information and services that are 
convenient to the user. Digital marketing opens up communication channels 
and engages users but it is also important to both offline and online 
communications needs to be integrated for consistency.   

 
2.2 Digital marketing opens up the potential to have a two way conversation with 

the target audience and this type of communications is measurable, meaning 
that the CCG can monitor and review how messages are being received by the 
target audience. 

 
2.3 Digital and social media can help to remove the perceived barriers between the 

public and the CCG to provide a forum for open dialogue, honest feedback, and 
the true voice of the user being heard.   

 
2.4 Social media is most commonly used by members of the community that have 

not usually expressed views through more conventional means of engagement. 
 

3. Digital marketing mechanisms 
 
3.1 The mechanisms the CCG are looking at in terms of digital marketing are: 
 

• The CCG website 

• Twitter 

• Facebook 

• LinkedIn 

• Email 

4. Objectives 
 
4.1 The objectives of this strategy are: 
 

• To create genuine conversations from a diverse range of people across 
Sunderland 
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• Ensure that there is a month on month increase of followers on Twitter 
and likes on Facebook 

• Encourage re-tweets where possible to increase reach 
 
4.2 Please note that the different channels from the digital marketing strategy will 

be monitored on a month by month basis and an update will be provided in the 
communication and engagement steering group meetings. 

 

5. Website 
 
5.1 The CCG website has recently undergone a significant redevelopment to make 

it more up to date and reflective of the work of the CCG, using our local 
branding that was developed over the past year, and also to make it more 
interactive and informative for patients, partners and members of the public.   
 

5.2 There are a number of digital touch points (a tool to reach individuals through a 
digital media device to deliver your message) on the website.  These include: 

 

• Email sign up – allows users of the site to sign up to receive email 
communications (this will be linked to My NHS) 

• Twitter feed – display recent Tweets on the home page and increases 
awareness of social channels and engagement 

• Facebook integration – increases awareness of social channels and 
engagement 

• Social sharing buttons – each relevant piece of content should have social 
sharing buttons to facilitate simple and effective syndication of content on 
social networks 

• Surveys and polls – use survey and poll widgets on the home page to 
encourage feedback 

 
3.2 All of the above touch points support the wider digital marketing strategy as 

they provide opportunities for the CCG to interact with individuals, facilitate 
engagement and create more useful content on the website itself.  The touch 
points help to build an engagement community and can increase the reach of 
our audience.  The audience of each digital and social channel has the 
potential to grow exponentially as with each communication comes the 
potential to reach a wider audience as the message is viewed, interacted with 
and shared. 

 
3.3 In implementing the digital marketing strategy, these digital touch points will 

be used to enhance the opportunities for engagement with the public and 
patients. 

6. Email 
 
6.1  Email will be integrated within My NHS. MY NHS is a sophisticated 

engagement tool that can be used to widen public and patient participation 
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within a specific catchment area. It will provide a systematic, robust system 
that stands up to the scrutiny of the advanced ‘market research techniques’ 
for the clinical commissioning groups.  

 
How can email support the goals of the CCG? 

• Email can be used as a personalised, education communication tool, 
giving the public and other stakeholders an insight into the CCG 

• Engagement with the public and patients 

• Support campaign messages 

• Share public health messages 
 

How can this be achieved? 

• Integrate email sign up as part of the website 

• Encourage email sign up across offline touch points 

• Create email communication plan as part of individual communications 
and engagement strategies 

• Segment database 

• Create email campaigns 

• Measure effectiveness in relation to objectives 

7. Social media 
 

General principles 
 
7.1 When using social media, there are some general principles to be mindful of:  

 

• Be accurate – check facts, spelling and grammar and check again  

• Be respectful - know when to take the conversation offline, don’t divulge 
or encourage personally identifiable or sensitive information, treat others 
as you wish to be treated 

• Be responsible - messages proliferate quickly – make sure you’re willing 
to take responsibility for your content, act courteously and professionally 

• Be time sensitive and respond to messages in a contextually relevant 
manner 

 
The recommended channels for Sunderland CCG are Twitter, Facebook, 
YouTube (for posting videos), and LinkedIn (for stakeholders).  Information 
about the general principles, how often it should be used, typical audience, kind 
of content that should be published and the golden rules for each platform are 
indicated below.  

 

8. Twitter 
 
8.1 Twitter is an online social networking services that enables users to send and 

read short 140-character text messages, called ‘tweets’ Registered users can 
read and post tweets, but unregistered users can only read them.  
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The audience of Twitter is vast and has the potential to reach a number of 
different groups such as: 
 

• Public 

• Councils 

• Health care professionals 

• Health care bodies 

• Stakeholders 

• Staff 
 

8.2 The kind of content that should be published can include: 
 

• Campaign messages - use hashtags appropriately 

• News stories 

• Interviews 

• Commentaries 

• Videos 

• Educational 

• Public outreach - message frequency should increase proportionately to 
message importance 

• Surveys and polls 

• Disaster and crisis response 

• Intelligent discussion 

• Health promotion 
 

8.3 The North East Leadership Academy has published guidance on how Twitter 
should be used by professionals and can be found here: Twitter guide for NHS 
professionals 

 
 

Golden Rules 
 

8.4 There are also some gold rules that should be followed when using Twitter.  
These are: 

 

• Tweet often 

• Reply quickly – users will expect a near immediate response to 
emergency, critical questions 

• Engage with relevant people – Twitter is an engagement tool 
 

9. Facebook 
 
9.1 Facebook is an online social networking service and is open to anyone over 12 

years old.  Facebook provides an easy way for people to keep in touch and 
allows individuals to have a presence online and you can interact directly with 
organisations.  

 
9.2 Facebook has also has the potential to reach a large number of groups such as  
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• Public 

• Councils 

• Health care professionals 

• Health care bodies 

• Stakeholders 

• Staff 
 
 
9.3 The kind of content the CCG will be looking to publish on Facebook will 

include: 
 

• Campaign messages 

• News stories 

• Interviews 

• Commentaries 

• Videos 

• Educational  

• Public outreach (frequency proportionate to the message importance) 

• Surveys and polls 

• Disaster and crisis response 

• Intelligent discussion 

• Health promotion 
 

Golden rules 
 
 9.4 The golden rules with regards to Facebook are: 

• Posts should be about quality, not quantity.   

• Vary the content 

• Used as the primary content marketing vehicle for online content and 
campaign messages(links, polls, surveys, videos, images etc)  

• Engage with the audience 

• Encourage an open dialogue, pose questions, ask for feedback, ask for 
opinion, offer commentary 

• Monitor regularly – the CCG cannot allow messages or posts to go 
unseen and unanswered due to the potentially sensitive and critical nature 
of some messages. 

 

10. CCG TV (YouTube) 
 
10.1 YouTube is a video sharing website which users can upload, view and share 

videos. This site will primarily be used to host videos that the CCG produces. 
 

YouTube audience includes: 

• Public 

• Councils 

• Health care professionals 

• Health care bodies 

• Stakeholders 
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• Staff 
 
10.2 The kind of content that should be published includes: 

• Campaign messages 

• Interviews 

• Educational messages 

• Public health messages 
 

The audience may comment on the videos and the CCG needs to be 
prepared to engage with these comments and users appropriately. 

 
 Golden rules 

 
10.3  The golden rules with regards to YouTube are: 

• Be consistent and on-brand - videos should reflect the goals and purpose 
of the CCG 

• Monitor regularly 

• Address user comments as appropriate  

• Support videos with quality content 

• Remember to write descriptions and include relevant tags for all videos 
 
 
11. LinkedIn 
 
11.1 LinkedIn is the world’s largest professional networking site and users have 

personal and organisations can maintain their own presence. In this instance, 
we’re referring to LinkedIn for Sunderland CCG so that the organisation can 
maintain its presence. 

 
The audience for LinkedIn includes stakeholders, staff and the Local Authority. 

 
11.2 The types of information that could be published on LinkedIn include:   

• Recruitment updates 

• White papers 

• Industry commentary 

• Sector news 

• Professional updates 
 

In terms of inbound communication, it is expected that we will receive 
recruitment enquiries, industry commentary opportunities, and organisation 
queries. 

 
11.3 Golden rules 
 
11.3 There are some key golden rules for staff to remember when using LinkedIn.  

These are: 

• Remain professional at all times - staff are representing the CCG  

• Engage with relevant individuals, groups and organisations 
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• CCG staff, stakeholders, professional bodies and affiliated organisations 
are present on LinkedIn – let’s join the conversation 

 
12. Integrating digital marketing with offline communications 

 
12.1 It is important that both online and offline communications are integrated. Both 

types of communications form an essential part of the CCG’s communications 
and engagement strategy and how they are being used is constantly evolving.   

12.2 Offline communications should reference digital and social channels where 
appropriate in order to promote the CCG’s usage of these.  Offline 
communications should also be supported by online channels, ensuring any 
key messages or pieces of information are being promoted to help reach a wide 
an audience as possible.  This is a particularly using such channels.   

13. Roles and responsibilities 
 
13.1 The CCG has a service line agreement in place with the North of England 

Commissioning Support Service (NECS) in relation to communications support.  
The NECS Communications team will support the delivery of the digital 
marketing strategy as part of the delivery of the Communications and 
Engagement Strategy.   

 
13.2 It will be the role of the Head of Corporate Affairs, as Chair of the 

Communications and Engagement Steering Group, to monitor and provide 
further content in relation to the CCG’s work and Sunderland CCG. Further 
information is available in appendix one. 

 
13.2 NECS communications and engagement service have secured an online 

management tool that will enable the management of the social media 
channels, allowing users to schedule tweets.  

 
 
14. Implementation  

 
14.1 Implementation of the communications and engagement strategy is underway 

and a detailed action plan has been developed as to support the delivery of 
this.  The implementation of the digital marketing strategy has been 
incorporated into this action plan, with some actions already been completed.  
An example of this is the CCG’s Twitter site has now been developed and 
training for key members of staff has been arranged to ensure this is used 
appropriately. 

 
 
 

Helen Fox       D Cornell 
Senior Communications officer    Head of Corporate 
Affairs 
NECS        SCCG June 2014 
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Appendix 3 - house style 
 

 

House style guide 
 
Using a house style in a large public sector organisation such as the NHS is 
important to ensure consistency and accessibility in both our internal and external 
communications. It also means our information is clear, easy to read and complies 
with the NHS corporate identity. 
 

Using the NHS logo  
 
The NHS logo must be applied correctly. This means it must not be stretched, 
condensed or altered in any way. If the logo needs to be resized, then both the 
height and the width  
must be increased or decreased in equal proportion.  The correct logos are available 
in the corporate branding pack. 
 
Position 
Wherever possible, the logo should be used in the top right  
hand corner of the page as seen at the top of this document.  
If this is not possible, then it may be placed in the bottom  
right corner.  
 
The logo should always have a clear border around it,  
which is not encroached upon by any other logos or text.   
This ‘exclusion zone’ helps to ensure clarity and improve  
the impact of the logo. The clear space (marked X) is  
proportional and is defined as the height of the NHS logo. 
 
 
 

Text - style basics 
 

Font choice and size  
The main content of all printed/electronic/paper-based documents must be typed in 
Arial 12. This is the absolute minimum font size required for all printed/written 
communications.  
 
Microsoft Word and other software packages on your computer can be set to 
automatically default to this font type and size. In the Word toolbar select ‘format’ 
and then ‘font’. Using the vertical scroll bar, select Arial, regular and 12 in the top 
three boxes from left to right, then click on the default button in the bottom left 
corner. A message will be displayed asking if you want to change the default font 
and that this will affect all new documents.  Click on ‘yes’ - your default font has now 
been changed.  
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For documents aimed specifically at those with sight problems, large print is 
essential - a minimum of 16pt is recommended, although bigger than this may well 
be more suitable if space allows. The size of headings should be increased as 
appropriate in relation to the size of the main text 
 
Please note that Comic Sans must not be used. This is a font designed for use in 
comic speech bubbles and is wholly inappropriate for use in the NHS. 
 
All text to be in single line spacing (unless legal documentation) 
 
Font colour  
The font colour should be in black or another dark colour to ensure plenty of 
contrast. This is to ensure that people with less than perfect sight can read the 
information 

 
Headings  
Headings should be Arial 16 and sub headings in Arial 12 or14. Main headings 
should be bold and subheadings should be sentence bold, i.e. only the first letter as 
a capital. Headings should also be left aligned. 
 
Emphasis  
Attention to be drawn to words by the use of the Bold function. Text should not be 
capitalised for more than a couple of words and underlining should not be used. 
Underlining should always be avoided as it can make words more difficult to read. 
 
Italics 
Use italics when referring to the title of a document or publication within the body of 
another.  For example, when you make reference to the NHS Improvement Plan, or 
Everyone Counts Other than this, use italics very sparingly ie 2-3 words maximum at 
a time. 
 
Justification  
The main body of all documents should be justified down the left hand side only, with 
a ‘jagged edge’ down the right side. 
 
Page numbering  
Page numbers should on the right at the foot of the page 
 
Capital letters  
Watch out for overuse of capital letters; a document littered with inappropriate 
capitals is hard to read.  Capitals should only be used in headings, for names or 
specific titles of people, places or organisations (not descriptions or generic job titles) 
and for acronyms.  They should never be used purely to place emphasis on words.   
 
Appropriate  NHS Sunderland Clinical Commissioning Group 
capitals:  Newcastle upon Tyne Hospitals NHS Trust 
   South Tyneside Blind Society 
 
Inappropriate  Fewer Patients are waiting to go into Hospital. 
capitals:  A new Primary Care Centre will open soon. 
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   The Nurses were involved in a new Working Group. 
The local Area Team is now responsible. 

     
Punctuation 
Always use minimal punctuation.  For example:  there is no need to use a comma at 
the end of each address line, unless it is running across the page, and dates should 
be written as number, month and year, e.g. 27 July 2004, without any ‘th’, ‘st’ or ‘rd’. 
 
Apostrophes  
Apostrophes signify possession/belonging or indicate removed letters, e.g. Peter’s or 
doesn’t.  Apostrophes should not be used just because a word or acronym is plural 
or ends with ‘s’. 
 
Jargon 
Always avoid jargon or technical language unless a document is for a specialist 
audience.  Documents are written to share information, not for the benefit of the 
author.  Writing must be clear and understandable or it defeats its purpose.  
Remember - all information you write is likely to be disclosable under the 
Freedom of Information Act.  Would it make sense to someone outside the 
organisation or external to the NHS? 
 
Abbreviations and acronyms 
Abbreviations should always be avoided.  If an abbreviation must be used, 
preferably only in shorter documents of less than four sides of paper, always write it 
out in full the first time with the abbreviation in brackets afterwards. 
 
This also applies to acronyms which should also be spelled out in full and then noted 
in brackets afterwards; e.g. National Health service (NHS). It is not necessary to use 
full stops between letters in acronyms. 
 
Numbers 
If you are using a number between one and nine, spell it out.  For numbers ten and 
above, no need to spell it out (unless it begins a sentence).  However, if several 
numbers featuring consecutively in a sentence, no need to spell them out. 
 
Quotation marks 
Double quotation marks (“…”) should be used for reporting quoted speech.  In all 
other contexts, eg. using an extract from a document, single quotation marks (‘….’) 
should be used. 
 
Grammar and punctuation  
Microsoft Word has a function tool which will check grammar and punctuation. 
 
File path 
All documents, including letters, reports, memos, minutes etc, must contain a full file 
path at the bottom of each page.  This will ensure the file location and author can be 
easily identified and is in line with our policy and procedures for records 
management. 
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Document essentials 
 
Any publications for dissemination should have: 

• A web address for electronic versions 

• A date of publication/revision 

• Identifiable code for logging 

• Be directorate specified 

• A line stating the following: ‘To request a copy of this leaflet in large print, 
audio tape or support with other languages, please call: 0191 XXX XXXX’ 
(insert contact tel no) 

• Minimum text size of 12pt using the font Arial 

• The NHS logo on shown the front at the top right 
 
 

Email format and corporate sign-off 
 
All outgoing emails must be in arial font, size 12, with a plain background, ie no 
wallpaper or special effects, to ensure accessibility for recipients.  The subject line 
should always be completed with a clear, descriptive summary of the email content. 
 
All staff must use the correct corporate ‘sign-off’ for email. This includes your full 
name, job title, full name and address of the organisation, your direct line, the main 
switchboard number, fax number, work mobile number (if applicable) and our 
website address.  
 
Please see the email footer as part of the corporate branding pack. This should be 
copy and pasted into your email signature via your outlook email programme. 
 

Corporate stationary 
 
We have appropriately branded corporate stationary which should be used for CCG 
business. It is no longer cost effective to have these printed externally so staff should 
use the templates via their Microsoft word programme. Please see the guidance 
above on font size and type. 
 
The corporate stationary is available in the corporate branding pack and includes 
letterhead, fax cover sheet and complement sheet. 
 
Please make sure that you check the details in the address lines every time a new 
letter is written to ensure no mistakes are made as to whom the letter is coming 
from. You should then save a copy of the letter in your files as appropriate and print 
a copy for posting if required. 
 
Please also remember that any formal letters that are sent out via email should be in 
a protected document format (PDF) and in particular those that contain a signature 
to ensure counter fraud measures. 
 

Power-point presentation 
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A corporate power-point presentation is now available and is included in the 
corporate branding pack. The front page slide is the cover with every subsequent 
slide allowing greater space for text. 
 
As a rough guide slides should not have more than 20 to 40 words maximum. 
Content on slides should provide key prompts for the presenter to talk around. 
 
 



 

 
Item: 8.2 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

23 SEPTEMBER 2014 

 
Report Title 
 

 
CCG Patient and Public Engagement Strategy 

 
Purpose of report 

To inform the Governing Body regarding the revised 
Patient and Public Engagement Strategy.  

 
Key issues, assurances and risks 
 

Key issue: 
The CCG is keen to develop an overarching Patient 
and Public Engagement Strategy to guide their 
actions for patient and public involvement. 
 
Assurances: 
Effective implementation of the strategy, in 
accordance with the supporting action plan, will 
ensure the CCG meets its statutory obligations in 
terms of patient and public involvement and will 
contribute to the improvement of service quality and 
patient experience. 
 
Risks: 
If not appropriately implemented the CCG is at risk 
of not meeting its statutory obligations with respect 
to patient and public engagement and will be unable 
to evidence how patient and public comment has 
influenced its commissioning decisions. 
 

 
Recommendation/Action Required 
 

The Governing Body is ask to: 

 adopt the revised Patient and Public 

Engagement Strategy 

Sponsoring Governing Body member  
(where relevant) 

Ann Fox (Director of Nursing, Quality and Safety) 

Report Author 
Julie Whitehouse (Patient Experience Officer) 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 
 
 

 

 
 
 

 
 

 
 

 

Any relevant legal/statutory issues 

 Section 242 of the NHS Act 2006 - Duty to 
Involve 

 Francis 2 Report 

 Equality Act 2010 



 

 

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

 

 

 

 

 

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

None currently recorded 

Any information governance issues  None currently identified  

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

Strategy approved by the Quality, Safety and Risk 
Committee, 12 August 2014 

 
Equality Impact Assessment completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources needed? 
 

 
As appropriate, in meeting the demand of major 
formal consultation (included within the supporting 
action plan) 
 

 
Has there been appropriate clinical 
engagement?  
 

Clinical engagement has been undertaken 
throughout the development of the strategy 

 
Any impact on patient outcomes? 
 

Effective implementation of the strategy will enhance 
service quality and patient experience 

 
Has there been member/stakeholder 
engagement if needed?   
 

Member/stakeholder engagement has been 
undertaken throughout the development of the 
strategy 



 

 

 

 
 
 
 
 
 

 

 

 Patient and Public 
Engagement Strategy 

 
How the people of Sunderland can influence 

health and social care services in our city 
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Patient and Public Engagement Strategy 
 

Contents   

 
1. Introduction - what is the Engagement Strategy all about 

(the CCG aims)?  

 
2. What does Sunderland CCG want to achieve?   

 
3. How do the CCG intend to do this? 

 
4. Who should be involved? 

 
5. Why do the CCG want to do things this way? 

 Values of ways of working  

 Person centred care 

- Individual participation of improved outcomes  
- Individual participation and value for money 
- Individual participation and improved quality of life  

 

 Public Participation  

- Improving outcomes 

- Building partnerships  

- Participation for service improvement  

- Working with the voluntary sector  

- Our vision for insight and feedback  

 
6. When is this going to happen?       

 

 

 

 

 



 

 

1. Introduction - What is the Patient and Public Engagement Strategy all about 
(the CCG aims)? 

NHS Sunderland Clinical Commissioning Group’s (SCCG) Patient and Public 
Engagement Strategy is to let the people of Sunderland know of their commitment to 
working with the public, patients, carers and communities and their representatives, 
to ensure health and social care services are shaped around what the people need. 
 
The broad CCG aim is to build effective strategic engagement and involvement by: 
 

 Ensuring Governing Body level leadership of public and patient 
involvement activities; 

 

 Developing a stakeholder map which has been used to identify and 
segment key audiences; 

 

 Ensuring that appropriate and effective engagement and 
communications mechanisms are put in place so that the public and 
patients are informed about our work and are encouraged/able to be 
involved in the commissioning process at all stages, from the 
development of new services to reviewing existing services;  

 

 Actively promoting practice participation in the national Direct Enhanced 
Service which encourages the setting up of patient reference groups. 

 

 Continuing to provide information to and invite input from local people 
through regular local engagement boards and explore the use of a 
range of other media to communicate, engage and involve; 

 

 Identifying opportunities for joint engagement and involvement activities 
with partners so that wherever possible we have conversations once 
with local people and that we share intelligence and insight gained 
between partners; 

 

 Identifying key community and interest groups and will continue to 
maintain and build our relationships with them; 

 

 Continuing to develop close and effective working relationships with 
Sunderland Council, Health and Wellbeing Board and Overview and 
Scrutiny Committee in relation to our vision and plans; 

 
This interim strategy is also based on a decision to work, wherever possible, in 
partnership with the Local Authority.  A joint engagement strategy will be ready for 
April 2015.  
 
 
                                 
 
 
 
 



 

 

 
2. What does Sunderland CCG want to achieve?   

The CCG vision is to achieve ‘Better Health for Sunderland’, its local healthcare 
priorities and its high level goal to work with patients, carers, the public and 
stakeholders to: 

 Improve the health and well-being of all local people 

 Integrate services better across health and social care 

 Underpinned by more effective clinical decision making 
      
3. How will the CCG go about engaging with patients and the public to 

influence ‘Better Health for Sunderland’ 

The CCG are aware of the need to develop many different ways for the public to let 
them know their views and experiences of services.  People’s lives are busy and the 
easier it is to let the CCG know what you think, we believe more people will take the 
opportunity to do so. 
 
Many of you will know the CCG use all sorts of ways of offering information and 
gathering views at the moment: 

 Local Engagement Board 

 Patient Groups 

 Public meetings on various health topics 

 Via voluntary sector organisations 

 Healthwatch 

 Local Authority supported Forums 

 Local media 

 Service provider feedback on what patients have said 

 … and many others 

Additional methods have recently been launched: 

 The new CCG website can be used to record public views on services and 
lists current consultations for comment (online) 

 The website lists what the CCG have changed as a result of public comment: 
‘You said, we did’ 

 ‘My NHS’ enables the public to register with the CCG to receive information 
on areas of their choice and to let the CCG know how you wish to be involved: 
email; telephone; text; meeting; questionnaire etc. 

We are always looking for new ways for people to contact us and have recently 
implemented a digital media strategy to enable us to make the best use of evolving 
technology. 
 
4. How will we use this information? 

 

 Let people know what changes we have made based on feedback. 

 Make sure services are designed or improved with respect to what the CCG 
has been told by the public. 

 Involve patients, the public, carers and communities and their representatives 
in all areas of CCG work: 

 Identifying health needs  



 

 

 Deciding about priorities 
 Involving patients and carers in service design 
 Involving patients / public with interviews for contracts  
 Involving patients / public with monitoring and performance 

management of providers  
 

5. Who needs to be involved? 

The Quality and Safety Team will lead this work but consider involvement to be the 
responsibility of all CCG staff and member GP practices. 
 
As we all know and especially those who use health and social care services 
regularly, the quality and responsiveness of the services offered affect us all.  
 
As service users, carers, family members, relatives, workers, friends, and 
neighbours, we all get involved in trying to improve things for ourselves or those we 
care about. 
 
Service commissioners and providers need to come together, listen to what people 
say and look at ways of working together, so people don’t ‘fall through the gaps’. 
 
6. Why do it this way? 

The CCG is convinced there are many excellent reasons to work in the ways 
described.  Some of these are listed below: 
 
Values and ways of working 
 
Below you will see the values the CCG has committed to. These describe a style of 
working the CCG consider vital to how they relate to each other, patients and the 
public and other health and social care colleagues.  



 

 

 
All these values mutually support each other and you will notice a patient centred 
focus is included.  
 
 
     
 
 
 
 
 
 
 
Person Centred Care 
 

 Individual participation & improved outcomes  

The CCG believes patients and carers should be involved in managing their own 
health, care and treatment. This means being involved in decisions about their care 
and having choice and control over the NHS services they receive. 
 
It is known that when patients are involved in decisions about their care and 
treatment and they have more knowledge and confidence, have better outcomes, 
avoid ’over’ treatment and are less likely to be hospitalised. 
 

 Individual participation provides value for money 

A recent study (*) estimated £4.4bn could be saved in the NHS through greater 
participation and self-management of long term conditions.  
 
(*) http://www.nesta.org.uk/publications/business-case-people-powered-health  

‘We must put citizen and patient voice 
absolutely at the heart of every decision 
we take in purchasing, commissioning 

and providing services.’ 
Tim Kelsey 

National Director of Patients 
and Information, NHS England 

 

http://www.nesta.org.uk/publications/business-case-people-powered-health


 

 

 
There are approximately 280,000 people in Sunderland, with an increase of 8,100 
(3%) forecast over the next 20 years. The age structure of the population is forecast 
to change significantly. The large increases forecast in the elderly, and particularly 
the very elderly, have significant implications for health care over the next five, ten 
and twenty years.  
 
Even if the general levels of health in these age groups continues to improve, the 
shape and structure of health services will need to change to meet the needs of this 
growing population, particularly as older people use services more often, have more 
complex needs and stay longer in hospital. Our modelling shows that in ten years, if 
we do nothing differently, we will need over 150 extra beds which our hospitals do 
not have, at a cost of over £18m which we cannot afford. 
 

 Individual participation & improved quality of life 

Extensive trial of Personal Health Budgets has shown improved quality of life and 
cost-effectiveness of treatment, particularly for people with higher levels of physical 
or mental health needs. Carers also reported improved quality of life and perceived 
health.  
 
Shared decision making allows individuals to discuss their options with the health 
care professional and come to a decision that fits in with their needs, preferences 
and circumstances, also leading to an improved quality of life and better outcomes. 
 
Research has shown that treatment decisions change when patients are well 
informed and that there are substantial gaps between the outcomes patients prefer 
and the outcomes doctors think patients prefer. 
 
Public Participation – Communities with influence and control 
 

 Improving outcomes 

Services are better designed around the needs of patients, service users and carers 
when they are involved in the commissioning process. Enabling public participation 
also provides other specific benefits for those who contribute including: 

 Improved self-confidence; 

 Better understanding by the public of how the NHS   operates; 

 More appropriate use of health services; 

 Shared responsibilities for health care between NHS services and the public. 

 

 Building Partnerships 

Continual and open dialogue between commissioners, local leaders, community 
members and other stakeholders fosters a culture of transparency and trust. 
 
Commissioning decisions are better supported when people are involved in 
identifying problems and designing solutions that work. 

 



 

 

Participation for Improvement: insight gathered from the 
public helps to improve services and outcomes as well as 
potentially helping to spot failures.  
 
Listening to and using the voice of patients and the public 
were never more forcefully presented than in the Francis 
report. 
 
http://www.midstaffspublicinquiry.com/  
 
The use of patient and staff focus groups in the Keogh 
Review into the quality of care and treatment provided by 14 
hospital trusts in England was probably the single most 
powerful aspect of the review process and ensured that a 
cultural assessment, not just a technical assessment, could 
be made. 
 
http://www.nhs.uk/NHSEngland/bruce-keogh-
review/Documents/outcomes/keogh-review-final-report.pdf  
 

 Participation to address inequality: to understand 

what is and is not working for patients and communities, we 

need to ensure that; 

All participation activity reaches communities and groups 
with distinct health needs and those who experience poor 
health outcomes. 
 

We consider how to reach people that experience difficulties accessing health 
services or have health problems that are caused or affected by their socioeconomic 
circumstances. 

 
People who have characteristics that are protected under the Equality Act 2010 are 
integral to all participation and measures taken to enable patients to participate in 
their own health are designed in a way which meets individual needs. 

 

People who lack capacity are protected and empowered and that the provisions of 
the Mental Capacity Act (2005) are met. 
 

A quality service is one that recognises the needs and 
circumstances of each patient, carer, community and staff 
member and ensures that services are accessible, 
appropriate and effective for all, and that workplaces are 
free from discrimination where staff can thrive and deliver.’ 
 
Good engagement practice for the NHS 
An Equality Delivery System for the NHS, 2011 
 

‘The NHS provides a 
comprehensive 
service, available to all 
irrespective of gender, 
race, disability, age, 
sexual orientation, 
religion, belief, gender 
reassignment, 
pregnancy and 
maternity or marital or 
civil partnership status. 
The service is 
designed to diagnose, 
treat and improve both 
physical and mental 
health. It has a duty to 
each and every 
individual that it serves 
and must respect their 
human rights. At the 
same time it has a 
wider social duty to 
promote equality 
through the services it 
provides and to pay 
particular attention to 
groups or sections of 
society where 
improvements in health 
and life expectancy are 
not keeping pace with 
the rest of the 
population.’ 
 

The NHS Constitution 
2010  
 

http://www.midstaffspublicinquiry.com/
http://www.nhs.uk/NHSEngland/bruce-keogh-review/Documents/outcomes/keogh-review-final-report.pdf
http://www.nhs.uk/NHSEngland/bruce-keogh-review/Documents/outcomes/keogh-review-final-report.pdf


 

 

Working with the voluntary sector 
 
Voluntary and Community Sector (VCS) organisations often work with the most 
disadvantaged communities – both geographic localities and communities of interest 
and are therefore an excellent route to engagement.  We will work with Volunteer and 
Community Action Sunderland (VCAS) and Healthwatch as a starting point in 
developing engagement mechanisms.  
 
Our vision for insight and feedback 
 
Our ambition is to commission excellent services that always meet the needs and 
preferences of patients and service users.  This means being flexible, responsive and 
efficient, but above all else it means always listening to what our patients and service 
users tell us.  
 
By routinely gathering people’s comments, feedback, complaints and suggestions, 
we can construct a rich database of information and evidence that will enable us to 
commission the services people want. This is what we mean by insight. 
 
Insight can come in many forms: large scale surveys, focus groups, complaints, 
conversations with patients and service users, public consultations, comments on 
social media, personal feedback and patient stories.  It can tell us what current and 
former patients think of our services, and the type of experience they have had. 
It can also tell us what people who are not yet patients or service users will need 
when the time comes.  We have a lot of insight data already, but it is not always 
turned into structured or easily usable information; and it can often be quite dated, 
especially where it is only collected annually or for large research studies.  
 
Insight needs to be comprehensive, real-time and detailed, so that NHS 
commissioners have a strong and compelling evidence base to use in commissioning 
excellent customer services on behalf of the people they serve. 
 
7. When is this going to happen? 

The CCG will continue to communicate and involve the people of Sunderland in all 
the ways listed above and will continually strive to improve and develop 
communications. 
 
To develop effective engagement and to ‘do it once’ where possible, we are working 
with the local authority to pool our resources and develop a joint engagement 
strategy.  We will involve the public with development of the document and offer the 
opportunity for comment with the public before it is finalised.  
 
 

 



 

 

We commenced this work in June 2014.  The CCG and its partners: Local Authority 
councillors; staff from adult and children’s services;  public health; members of the 
voluntary and community sector; Gentoo (Housing), Northumberland Tyne and Wear 
NHS Foundation Trust (NTWFT), mental health and learning disability service 
providers; City Hospitals Sunderland NHS Foundation Trust (CHSFT) for acute 
services and South Tyneside NHS Foundation Trust (STFT) as providers of 
community services - came together to look at how health and social care services 
can be integrated to better meet patient and service user need. 
 
There is a lot of work still to be done in making this change. However, the CCG and 
the Local Authority aim to develop and begin implementation of a city wide strategy 
by 2015. 
 
 
Julie Whitehouse 
Patient Experience Officer 
 
15th September 2014 
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Item: 9.1 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
23 September 2014 

 
Report Title 
 

 
SCCG Risk Appetite for 2014/15 

 
Purpose of report 

The purpose of this report is to highlight is to ask the 

Governing Body to reconfirm its risk appetite as outlined in 

the CCG’s risk management framework and audit 

requirements. 

 
Key issues, assurances and risks 
 

The Governing Body has a responsibility to maintain a 

strategic view of the organisation’s risk appetite, as set out 

in the CCG’s risk management framework. 

Risk appetite is the organisation’s unique attitude towards 

risk, taking that in turn dictates the amount of risk 

considered acceptable.  It is the amount of risk that the 

organisation is prepared to accept, tolerate or be exposed 

to at any point in time.      

An understanding of the organisation’s ‘risk appetite’ will 

ensure the CCG supports a varied and diverse approach 

to commissioning, to work proactively and to improve 

quality, efficiency and value. 

The Governing Body is asked to set boundaries to guide 

staff on the limits of risk they are able to accept in the 

pursuit of achieving its organisational objectives.  The 

attached paper sets out what the Governing Body agreed 

as its risk appetite last year and reconfirms this for 

2014/15 as required for audit purposes.  If approved, the 

CCG’s risk appetite will be shared with staff to ensure they 

are aware of the appropriate boundaries.   

 
Recommendation/Action Required 
 

The Governing Body is asked to: 

 Review the attached report; 

 Confirm the CCG’s risk appetite remains as 



    

 
*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 

described.  

Sponsoring director D Gallagher 

Report Author 
D Cornell 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 
      

Any relevant legal/statutory issues 
Corporate governance statutory requirements and risk 
management guidelines. 

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

Not applicable  

Any information governance issues  None identified 

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? 
 

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 



    

CO6 - Develop the CCG localities 

 

 

RISK APPETITE FOR 2014/15 

 

1. Introduction  

 

The purpose of this report is to highlight is to ask the Governing Body to reconfirm its risk 

appetite as outlined in the CCG’s risk management framework and audit requirements.  

 

2. Background 

 

Effective risk management is an integral part of the work of the CCG in delivering against its 

corporate objectives and strategic priorities in the stewardship of public funds.  The 

Governing Body has a responsibility to maintain a strategic view of the organisation’s risk 

appetite, as set out in the CCG’s risk management framework. 

 

Risk appetite is the organisation’s unique attitude towards risk, taking that in turn dictates the 

amount of risk considered acceptable.  It is the amount of risk that the organisation is 

prepared to accept, tolerate or to be exposed to at any point in time.  It can be influenced by 

personal experience, political factors and external events.  Risks need to be considered in 

terms of both opportunities and threats and should not be confined to money.  They will also 

invariably impact on the capability of the CCG, its performance and its reputation.    

 

The CCG endeavours to reduce risks to the lowest level reasonably practicable.  Where risks 

cannot reasonably be avoided, every effort is made to mitigate the remaining risk.  However, 

an understanding of the organisation’s ‘risk appetite’ will ensure the CCG supports a varied 

and diverse approach to commissioning, to work proactively and to improve quality, efficiency 

and value. 

 

The Governing Body is invited to set boundaries to guide staff on the limits of risk they are 

able to accept in the pursuit of achieving its organisational objectives.   

 

The Good Governance Institute has provided a matrix for NHS organisations to use to help 

identify what their risk appetite is.  A copy of the matrix is attached at appendix 1.   

 



    

 

3. CCG Risk Appetite 

 

At the Governing Body development sessions in April and June 2013, the Governing Body 

discussed in detail what they considered the CCG’s risk appetite to be and used the matrix 

tool to help identify this. 

 

The Governing Body concluded that the CCG’s risk appetite was: 

 

Open:  willing to consider all potential delivery options and choose while also providing an 

acceptable level of reward (and value for money) 

 

And: 

 

Seek:  eager to be innovative and to choose options offering potentially higher rewards 

(despite greater inherent risk) 

 

The Governing Body concluded that the above risk appetite had not changed at its 

development session recently held in July 2014.   

 

 

4. Recommendation 

 

The Governing Body is asked to formally reaffirm that the risk appetite for the CCG remains 

at ‘open’ and ‘seek’ for 2014/15. 

 

 

Sponsor:   D Gallagher 

    Chief Officer  

 
Author:   D Cornell 

  Head of Corporate Affairs 
 
Date:  September 2014 
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Appendix 1 
 

Risk Appetite Matrix for NHS Organisations 



Risk levels

Key elements

 
Avoid
Avoidance of risk and 
uncertainty is a Key 
Organisational objective 

Minimal (ALARP)
(as little as reasonably 
possible) Preference for 
ultra-safe delivery options 
that have a low degree of 
inherent risk and only for 
limited reward potential

Cautious
Preference for safe 
delivery options that have 
a low degree of inherent 
risk and may only have 
limited potential for 
reward.

Open
Willing to consider all 
potential delivery options 
and choose while also 
providing an acceptable 
level of reward (and VfM)

Seek
Eager to be innovative and 
to choose options offering 
potentially higher business 
rewards (despite greater 
inherent risk). 

Mature
Confident in setting high 
levels of risk appetite 
because controls, 
forward scanning and 
responsiveness systems 
are robust

Financial/VFM Avoidance of financial loss is 
a key objective. We are only 
willing to accept the low cost 
option as VfM is the primary 
concern.

Only prepared to accept the 
possibility of very limited financial 
loss if essential. 
VfM is the primary concern. 

Prepared to accept possibility 
of some limited financial loss. 
VfM still the primary concern 
but willing to consider other 
benefits or constraints. 
Resources generally restricted 
to existing commitments.

Prepared to invest for return 
and minimise the possibility of 
financial loss by managing the 
risks to a tolerable level. 
Value and benefits considered 
(not just cheapest price). 
Resources allocated in order to 
capitalise on opportunities.

Investing for the best possible 
return and accept the 
possibility of financial loss 
(with controls may in place). 
Resources allocated without 
firm guarantee of return – 
‘investment capital’ type 
approach.

Consistently focussed on 
the best possible return for 
stakeholders. Resources 
allocated in ‘social capital’ with 
confidence that process is a 
return in itself.

Compliance/
regulatory

Play safe, avoid anything  
which could be challenged, 
even unsuccessfully.

Want to be very sure we would 
win any challenge. Similar 
situations elsewhere have not 
breached compliances.

Limited tolerance for sticking 
our neck out. Want to be 
reasonably sure we would win 
any challenge.

Challenge would be 
problematic but we are likely to 
win it and the gain will outweigh 
the adverse consequences.

Chances of losing any challenge 
are real and consequences 
would be significant. A win 
would be a great coup.

Consistently pushing back 
on regulatory burden. Front 
foot approach informs better 
regulation.

Innovation/
Quality/Outcomes

Defensive approach to 
objectives – aim to maintain or 
protect, rather than to create 
or innovate. Priority for tight 
management controls and 
oversight with limited devolved 
decision taking authority. 
General avoidance of systems/
technology developments.

Innovations always avoided 
unless essential or commonplace 
elsewhere. Decision making 
authority held by senior 
management. Only essential 
systems / technology 
developments to protect current 
operations.

Tendency to stick to the 
status quo, innovations in 
practice avoided unless really 
necessary. Decision making 
authority generally held by 
senior management. Systems 
/ technology developments 
limited to improvements 
to protection of current 
operations.

Innovation supported, 
with demonstration of 
commensurate improvements 
in management control. 
Systems / technology 
developments used routinely to 
enable operational delivery
Responsibility for non-critical 
decisions may be devolved.

Innovation pursued – desire 
to ‘break the mould’ and 
challenge current working 
practices. New technologies 
viewed as a key enabler of 
operational delivery. 
High levels of devolved 
authority – management by 
trust rather than tight control.

Innovation the priority – 
consistently ‘breaking the 
mould’ and challenging 
current working practices. 
Investment in new technologies 
as catalyst for operational 
delivery. Devolved authority – 
management by trust rather 
than tight control is standard 
practice.

Reputation No tolerance for any decisions 
that could lead to scrutiny of, 
or indeed attention to, the 
organisation. External interest 
in the organisation viewed with 
concern.

Tolerance for risk taking 
limited to those events where 
there is no chance of any 
significant repercussion for 
the organisation. Senior 
management distance 
themselves from chance of 
exposure to attention.

Tolerance for risk taking 
limited to those events where 
there is little chance of any 
significant repercussion for the 
organisation should there be a 
failure. Mitigations in place for 
any undue interest.

Appetite to take decisions 
with potential to expose the 
organisation to additional 
scrutiny/interest. Prospective 
management of organisation’s 
reputation.

Willingness to take decisions 
that are likely to bring scrutiny 
of the organisation but where 
potential benefits outweigh 
the risks. New ideas seen 
as potentially enhancing 
reputation of organisation.

Track record and investment 
in communications has built 
confidence by public, press 
and politicians that organisation 
will take the difficult decisions 
for the right reasons with 
benefits outweighing the risks. 

APPETITE NONE LOW MODERATE HIGH SIGNIFICANT

1 2 3 4 50

Developed in partnership with the board of Southwark Pathfinder CCG and Southwark BSU – January 2012

Risk Appetite for NHS Organisations
A matrix to support better risk sensitivity in  decision taking

‘Good is only good until you find better’ – Maturity Matrices ® are produced under licence form the Benchmarking Institute.  
Published by and © GGI Limited Old Horsmans, Sedlescombe, near Battle, East Sussex TN33 0RL UK. ISBN 978-1-907610-12-7

www.good-governance.org.uk



Telehealth
The Operating Framework for the NHS in England 2011/12 makes it clear that 
use of telehealth and telecare to help people stay in their own homes should 
be incorporated within plans for 2012/13. Telehealth is being used by GPs and 
NHS Trusts alike as a patient-focussed means of supporting patients living with 
a long-term condition maintain their health and well-being. The Whole System 
Demonstrator (WSD) programme launched by the DH in May 2008 has just 
reported. It is the largest randomised control trial of telehealth and telecare in the 
world, involving 6191 patients and 238 GP practices across three sites. Three 
thousand and thirty people with one of three conditions (diabetes, heart failure 
and COPD) were included in the telehealth trial. 

Early headline findings
The early indications show that if used correctly telehealth can deliver a  
15% reduction in A&E visits, a 20% reduction in emergency admissions,  
a 14% reduction in elective admissions, a 14% reduction in bed days and  
an 8% reduction in tariff costs. More strikingly they also demonstrate a  
45% reduction in mortality rates.

We need to assess our risk appetite for a local programme of telehealth and 
have three options

The enclosed risk appetite matrix sets out levels of risk appetite for Money, 
Quality/Outcomes, regularity and reputation. There is no new money for this 
programmer so investment will increase our need to find economies elsewhere

What is our risk appetite for investment? Which of the three options will we 
choose? What controls and assurance will we need to give us confidence that 
our risk tolerance will not be exceeded?

A case study to test risk appetite

www.good-governance.org.uk

1. A strategic approach
A major investment to ensure implementation of comprehensive new care 
pathways for COPD, heart failure and diabetes. The CCG and local NHS Trust 
will redesign the care pathways and within two years be maintaining 1,500+ 
patients with telehealth support. The project will commence in April 2012 with 
the recruitment of community nurses working alongside the hospital consultants 
and GPs to identify patients. The new telehealth-supported care pathways 
will provide enhanced support to patients, reduce follow-ups and emergency 
admissions and improve mortality. Funding will require economies elsewhere but 
significant longer-term savings are predicted.

2. A substantial investment 
The CCG will provide support to the local Trust in implementing a new heart 
failure pathway and deployment of telehealth to around 1,000 patients over 
three years. The aim is to reduce outpatient follow-ups in the acute setting, 
emergency admissions and where appropriate, facilitate early discharge.  
Funding is significant but is managed as a risk share between the CCG and  
the Acute provider working on demand management together.

3. A modest approach
Provide community nursing support through a modest sector investment to 
save budget to H Group Practice to support 100 patients with COPD, heart 
failure and diabetes. We will audit the impact of deployment at practice level 
and share with other practices across the CCG area.



 
 

 
 

Item: 9.2 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY  

 
23 September 2014 

 
Report Title 
 

 
NHS Sunderland CCG  

Corporate Risk Register Summary  
 

 
Purpose of report 

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 CCG has a service line agreement in place with 
the North of England Commissioning Support 
Service (NECS) to manage the registers on our 
behalf. 
 
The attached report provides a summary of the high 
and extreme risks currently on the corporate risk 
register.   

 
Key issues, assurances and risks 
 

 
The attached report provides a summary of the 
controls and assurances that are in place for all the 
high and extreme risks currently on the CCG risk 
register.   
 
Risks are rated on a standard risk matrix, using an 
impact and consequence scoring to determine the 
initial risk rating and the residual risk rating as 
follows:  
 

1 - 3 Low risk 
4 - 6 Moderate risk 

8 - 12 High risk  

15 - 25 Extreme risk  

 
The attached summary shows the position as at the 
end of August 2014.   



    

 
*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 

 
Recommendation/Action Required 
 

 
The Governing Body is asked to: 

 Note the summary report for assurance 
purposes; 

 Make recommendations for further actions as 
necessary. 

Sponsoring Governing Body member  
 

D Gallagher 

Report Author 

 
D Cornell 
Head of Corporate Affairs 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 
 
 

  
 

   

Any relevant legal/statutory issues Statutory duties relating to governance 

Are the identified risks on the Risk 
Register?  

Yes – references number are included in the 
summary. 

Any information governance issues  As per the summary 

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

Previous versions of the register have been 
reviewed by the Quality, Safety and Risk Committee 

 
Equality Impact Assessment completed 

Yes  No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources needed? 

None identified 

 
Has there been appropriate clinical 
engagement?  

As per the summary 

 
Any impact on patient outcomes? As per the summary 

 
Has there been member/stakeholder 
engagement if needed?   

As per the summary  



    
 
 



Item: 9.2 

 

 
 NHS Sunderland CCG – summary report of high and extreme risks 
 

 Score 
 

 Controls 
 

 Assurances 
 

 Ref 
 

 Description 
 

 12/09/2014 
 

 Commissioning, Planning & Reform 
 
 680 

 
 Original ref CPR05SCCG dependant on STFT to provide a Continuing 
 Healthcare (CHC) Nurse Assessment Service. Provider management 
 function is undertaken by NECS. 
 External and internal review highlighted a failure of the service to meet 
 required activity performance standards and rigidity of process not felt 
 to be person-centred. 
 STFT stance is the service is under-resourced and are reluctant to 
 engage in a proposed new service. 
 This has been escalated to Director level for discussion with STFT. 
 . 
 

 Ongoing contractual negotiation is opportunity to review the CHC 
 contractual service specification. 
 Consider revised activity and performance expectations including 
 potential incentives (via CQUIN) and penalties. 
 Future robust performance management arrangements required 
 from NECS. 
 

 NECs now performance 
 managing STFT through 
 contractual arrangements 
 and developing KPIs 
 within 14/15 contract 
 

 Role of NECS Provider Mgt/CHC Team now clarified in terms of 
 management of team within STFT - NECS to provide robust 
 analysis and challenge of KPIs. 
 

 

 12 
 

 686 
 

 Original ref CPR11 
 Continuing Healthcare (CHC)The retrospective review process 
 presents a considerable risk both operationally and financially. 
 The number of restitution cases for Sunderland has risen and there is 
 also a high risk that the CCG will be unable to manage the financial 
 consequences due to a change in central government funding. 
 

 Negotiate comprehensive service to sit within STFT CHC team with 
 robust oversight function from CCGs outside of contractual 
 provider management. 
 

 Process now being 
 managed by STFT CHC 
 Team - monthly oversight 
 group in place 
 

 12 
 

 1008 
 

 Implementation of Locality Integrated teams. The implementation of 
 locality integrated teams is a significant reform programme essential to 
 delivering future quality and efficiency outcomes for the CCG. Failure to 
 effect reform will result in significant financial and quality risks 
 

Full work programme implemented and resourced 
Operational Steering Group 
Out of Hospital Programme Board 
 

Operational Steering Group 
meets fortnightly. Progress 
monitored by the Out of Hospital 

Programme Board. 

 9 
 

 677 
 

 Potential additional commissioning responsibilities given to SCCG as the new 
commissioning architecture is embedded 
 across the country.. 
 

Discuss and share the potential approach with other CCGs; CNTW and NECS via the 
North East Commissioning Forum. 
 

 Forum meets monthly and 
 has discussed issues 
 e.g. 111 support 
 

 Keep the structure under review, capacity within running cost 
 envelop is reducing after a full year of the CCG being in existence. 
 Any additional needs will require a review of what is funded from 
 the RCA and whether any could move to other budgets. 
 

 Happens on regular basis 
 and additional resources 
 were identified internally 
 to meet the initial 
 responsibilities around 
 GPIT - via the BI team 
 

 Some additional responsibilities may be accompanied by resources 
 

 
 Develop good relationships with LA and develop a joint 
 commissioning infrastructure model which may assist additional 
 responsibilities 
 

 Draft model developed 
 and to be reviewed by 
 Director and the CCG 
 change management 
 policy will be followed. 
 

 12 
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Item: 9.2 

 

 
 NHS Sunderland CCG  - summary report of high and extreme risks  
 

 Score 
 

 Controls 
 

 Assurances 
 

 Ref 
 

 Description 
 

 12/09/2014 
 

 Corporate Governance 
 
 937 

 
 Due to a lack of clarity nationally relating to the CCG's statutory duty to 
 improve quality in primary care and the responsibilities of NHS 
 England, there is the risk that incidents occurring within primary care 
 commissioned services are not being recorded and investigated. Whilst 
 this uncertainty remains, learning from incidents are not being shared 
 across primary care and commissioners. 
 

 Links established with CNTW Area Team ad meetings arranged to 
 explore the process going forward. 
 

Report from Area Team to Quality 
Surveillance Group highlighting 
process. 
Work underway to identify 
additional support for SIRMS 
rollout.    

 Quarterly report produced from existing Datix system by NECS 
 considered by the Quality, Safety and Risk Committee. 
 

 

 Additional support for the rollout of SIRMS to practices. 
 

 

 12 
 

 Finance, Contracting & Performance 
 

 992 
 

 Continuing Care Restitution Payments - CCGs will pay for backdated 
 continuing care claims in 2015/16 from a central pool held by NHS 
 England that the CCG has contributed £1.6m into (prescribed figure) 
 Risk that the CCG will not process outstanding payments efficiently 
 and not get value from their prescribed contribution of £1.6m to the 
 national pooled fund of £250m in 2014/15.Poor value from £1.6m 
 contribution in 15/16 & potential adverse impact on future years 
 resources 
 

 CCG to work with NECS & STFT to ensure efficient processes in 
 place to process claims for benefit of clients who are awaiting 
 decisions, to reduce interest arrears and to ensure value from 
 contributions 
 

Regular meetings between all 
parties to ensure progress is 
made. 
Reports from STFT on progress 
received by NECS and the 

CCG.  

 9 
 

 653 
 

 Original ref FCP11Risk that underachievement of savings planned for 
 2014/15 from the resource releasing initiatives do not deliver as per 
 the financial plan .Risk has been assessed at £650k 
 

 Regular monitoring to Governing Body and Executive Committee. 
 Make use of contingencies proved for in the Financial Plan 
 Revisit the balance of investments/disinvestments using the local 
 prioritisation process (assessment of impact and feasibility together 
 with cost). 
 Working closely with Medicines Optimisation Team to monitor 
 spend & efficiency plan of £1300k (2 years) 
 LIS to include Prescribing Incentives 
 

Regular monitoring of action 
plans in place.   
Contingencies for 

non-achievement also in place. 

 9 
 

 991 
 

 Better Care Fund Financial Governance - the CCG has proposed with 
 the Local Authority to pool out of hospital care funding into a pooled 
 budget to seek better quality in out of hospital care, better value for 
 money and to avoid unnecessary emergency hospital admissions. The 
 CCG requires very clear and fair rules that are agreed and signed up 
 to ensure clarity of roles and responsibilities to manage and prevent the 
 risks that come from having a pooled budget of the magnitude 
 proposed such as spending commitments exceeding resources 
 available. The financial risk would arise from 2015/16 onwards - Better 
 Care Fund due to commence from that date. 
 

 Creation of an agreed financial framework that clearly states the 
 roles and responsibilities of each partner to be developed 
 

Regular reporting on progress of  
the framework to directors 
group. 
Framework currently in draft 
format.  
Indepth discussion took place at 
the Governing Body 
development session in July.  

 12 
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Item: 9.2 

 

 

 Score 
 

 Controls 
 

 Assurances 
 

 Ref 
 

 Description 
 

 643 
 

 Risk to delivery of 18 week access and NHS Constitutional rights for treatment. 
 

 Monthly monitoring in place to assess levels of risk and 
 performance against the standard. 
 Performance review meetings in place with providers, standing 
 agenda item for review. 
 

Progress update against Urology/RTT. 
Action Plan reviewed monthly via contract 
review group.  This will continue until the 
position is recovered.   
Monthly assurance reports to be received 

by Area Team and CCG via Unify 

 12 
 

 652 
 

 Concern relating to ambulance delays, including handover breaches. 
 

On-going monitoring with providers and regular reporting of breaches to 
manage performance 
 

Weekly update report received by CCG.  
Exception performance reports to continue 
until the position is recovered on ED 
performance. 

Weekly monitoring in place to monitor progress towards a zero 
baseline for handover delays. 
Weekly executive escalation meeting now instigated.  Objective is to 
deliver key actions to impact upon ED performance and 999 
conveyances. 
 

 12 
 

 

 1089 
 

 Due to concerns relating to network files.  There is a risk that the files 
 are not fully locked down.  This could impact on the security of the 
 CCG's network as staff outside the organisation may be able to access CCG information. 
 

Area on network being developed for CCG staff only to mitigate risk of 
other staff accessing CCG information (e.g. NECS and potentially South 
Tyneside and Gateshead CCGs). 
 

New risk so assurance not yet received 

on progress.  

 9 
 

 647 
 

 Original ref FCP05Continued significant risk with regard to the delivery 
 of A&E 95% access standard. 
 

Daily meetings in place within provider, weekly telecom with 
commissioner to update. 
 

Weekly reporting to continue until SCCG 
assured that risk is mitigated. 
 

 Weekly teleconferences in place to pick up with CHSFT action 
 updates regarding recovery plan. 
 
 Standing agenda item at the Contract Review Group and Quality 
 Review Group to look at quality and patient safety aspects. 
 

 

 15 
 

 Medicines Optimisation 
 
 657 

 
Following the release of a Controlled Drugs (CDs) Framework in Autumn of 2014, 
the CCG is required to undertake the following:   

1) Monitor the prescribing of CDs in General Practice  - there are 
capacity issues associated this at a level that would provide assurance to the 
CCG of safe and legal prescribing 

 Review of workload to be carried out once responsibilities are 
 clarified. 
 NECS have highlighted that there is a 3 month arrangement for 
 supporting the LIN in place 
 

 NECS Continue to 
 support the Area Team 
 

 12 
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Item: 9.2 

 

 
 NHS Sunderland CCG 
 

 Summary Red, Amber Risks 
 

 Score 
 

 Controls 
 

 Assurances 
 

 Ref 
 

 Description 
 

 12/09/2014 
 

2) Carry out destruction of out of date and unwanted CDs - there are 
capacity issues associated with this and individuals carrying out our 
destructions are required to be trained and authorised 

3) Review unusual prescribing within practices and with individual 
prescribers at an individual patient level -  there are information 
access issues as SCCG is not able to recall prescriptions. Collaboration 
with the Area Team is required.  While SCCG is able to discuss 
prescribing with prescribers there is a risk that SCCG is perceived to be 
performance managing practices 

4) There is no system in process for the Area Team to highlight areas 
of concern to the CCG which may put patients at risk.  The CCG is 
therefore unable to offer assurance that CDs are consistently being 
prescribed safely. As the prescriptions identified with questionable issues 
cannot be recalled and investigated, there could be potential patient safety 
issues 
 

 The CCG has received confirmation that a document outlining 
 operating framework for controlled drugs is in draft format and will 
 be shared with CCGs soon. In the meantime, MO team in order to 
 support the AT are providing CD monitoring data  on a quarterly 
 basis to the accountable officer. 
 

 

 Revised framework published in Autumn 2014 by NHSE. 
 

 

 Head of Medicines Optimisation to meet with lead person within AT 
 or within NECS to review current systems and processes 
 

 

 664 
 

Updated Description for 2014-15: 
Increases in either volume or price of prescribing over and above what is 
anticipated via horizon scanning. While the medicines optimisation function 
continues to monitor the potential impact of developments that may impact on 
prescribing at both a local and national level, there is the potential for increases 
which are both unpredictable and may not be within the control of SCCG.  There 
is potential for an adverse effect on budgetary control 
 

 Make use of the contingencies provided in the Financial Plan. 
 
 Revisit the balance of investments/disinvestments using the local 
 prioritisation process (assessment of impact and feasibility together 
 with cost). 
 

 

 Monitor expenditure monthly. This should enable a forecast out turn 
 to be presented to the QSR Committee. 
 

Forecast outturn and spend per 
Astro- PU. 
Monitoring of NCSO additions and 
removals. 
Monitoring of practice expenditure 
against budget and spend per 
Astro-PU. 
 

 12 
 

 1007 
 

Lack of engagement with Medicines Optimisation Agenda and supporting committees, 
specifically Sunderland D&T, evolving Sunderland Formulary Committee and clinicians 
from City Hospitals Sunderland. 
It has not been possible to review and the potential terms of reference for the 
proposed Sunderland Formulary Committee formally at the Sunderland D&T as the 
meetings have been poorly attended and therefore non-quorate. Additionally, it has not 
been possible to have any formal discussion in relation to the proposed Joint (Primary 
/ Secondary care) Formulary. 
The D&T is unable to function as a consequence of being non-quorate. This means 
that decisions relating to the use of medicines in primary and secondary care are not 
being made. This has the potential to impact adversely on patient care.  Governance 
arrangements are therefore not robust and this  may result in potential risks to quality 
and financial management for the CCG.  

Informal discussions between CHS and the CCG (clinician to clinician) and 
senior pharmacist to senior pharmacist). 
Formal communication from D&T Chair to all members. 
Potential escalation if required.  
 

Attendance at September, 
November, January meetings to 
be quorate. 
Approval of Joint Formulary 
Committee terms of reference. 
Formulary decisions made. 
NICE TA’s considered and 
associated requirements adhered 
to.  
 

 

 12 
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SCCG representation at the 
LIN. 
Receipt of operating framework. 
Provision of C&D data to the 
Area Team. 
The CCG to agree with NECS 
interim and future working 
arrangements.  
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 NHS Sunderland CCG 
 

 Summary Red, Amber Risks 
 

 Score 
 

 Controls 
 

 Assurances 
 

 Ref 
 

 Description 
 

 12/09/2014 
 

  

 

 959 
 

 Potential for shortfall in performance by Provider(s) of Medicines 
 Optimisaiton Services (Commissioned)All commissioned MO related 
 services are focused on supporting SCCG in achieving safe, clinically 
 appropriate and cost-effective prescribing. 
 In particular, the MO Provider of Practice based support has an action 
 plan that is divided in to three sections, Quality, safety and QIPP. 
 It is essential that the provider(s) deliver cost savings in order to 
 enable SCCG to achieve the significant cost-savings required within 
 the prescribing budget. 
 There is a risk that the provider(s) may fall sort on the delivery of the 
 areas of the action plan associated with cost efficienciesIt is likely that 
 the SCCG MO Function will fall short on the requirement to deliver 
 substantial cost efficiencies within year and that there will be an 
 associated overspend associated with the prescribing budget. 
 

Action plan for provider developed 
Contract monitoring meetings scheduled three monthly 
Informal meetings scheduled monthly to review progress/barriers 
 

Prescribing data will be monitored 
quarterly and forecast out turn will 
be monitored monthly 
 

  

Implementation of action plan 
monitored at contract monthly 
meetings. 
Outcomes of implementation action 
plan are reviewed at contract 

monitoring meetings.  

 16 
 

 Nursing, Quality & Safety 
 

 670 
 

 The death of a child or vulnerable adult where 
 concerns are raised as to how agencies worked together to safeguard 
 and protect them. 
 

Sunderland Safeguarding Children’s Board (SSCB) 
Strategic Safeguarding Group 
Independent review process 
Index of Excellence 
Named GPs for adults and children   
 

 4 current cases being 
 reviewed under statutory 
 processes by SSCB 
 I case being reviewed as 
 a serious case review by SSAB 
 I statutory domestic 
 homicide review in 
 progress 
 

 12 
 

 859 
 

 A lack of resources - both single agency and in multi-agency 
 partnerships to deliver up to date domestic abuse training.  CCG and 
 health staff in commissioned services have not/do not access up to 
 date training around domestic abuse.  Health staff will not understand 
 how to deal with vulnerable adults or children living with domestic 
 abuse, or not recognise domestic abuse in colleagues and consequently 
 appropriate signposting and support may not be offered which could impact on 
 the emotional and physical safety of clients, patients and staff 
 

Training needs analysis being undertaken by Sunderland Safeguarding Partnership 
(SSP) 
SSP Delivery Plan 
Domestic Homicide Review (DHR) Action Plan 
Audits being undertaken in specific cases 
 

SSP Delivery Plan being 
monitored regularly.   
Action plan from DHR monitored 
by SSP and Sunderland 
Safeguarding Adults Board 
  
 

 9 
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 NHS Sunderland CCG 
 

 Summary Red, Amber Risks 
 

 Score 
 

 Controls 
 

 Assurances 
 

 Ref 
 

 Description 
 

 12/09/2014 
 

 860 
 

Inappropriate quality assurance arrangements for monitoring external 
placements where Sunderland Looked After Children (LAC)  are placed.   
Sunderland LAC placed into foster/residential placements which are not of a high 
standard.  Sunderland LAC will not be provided with high quality care and stable 
placements 
 

 Multi Agency Looked After Partnership 
 Sunderland Safeguarding Children’s Board (SSCB) 
 CCG Safeguarding Strategic Group 
 

 Reports are reviewed from 
 inspections and feedback 
 obtained from young 
 people in placement 
 

 9 
 

 1075 
 

Significant risk that City Hospitals Sunderland (CHS) will breach its trajectory of 36 
cases of Clostridium Difficile during 2014/15. 
Risk of harm to patients and potential damage to reputation of CHS and CCG. 
 

Significant investment made to CHS to reduce health care associated infections 
(HCAIs). 
Infection and prevention policies and procedures in place within CHS. 
Community wide HCAI improvement group. 
Nationally mandated "consequence of breach" agreed within the 
contract. 
 

HCAI Improvement Group 
meeting regularly and HCAI action 
plan monitored regularly at the 
meetings. 
 

 12 
 

 675 
 

 Potential patient safety concerns in A&E in City 
 Hospitals due to performance issues. 
 

 Weekly monitoring of A&E performance targets 
 Unscheduled Care Programme Board focussed on full integrated 
 work plan 
 Winter/surge plans and assurance peer review 
 

Minutes from these meetings 
being received and reviewed 
by the CCG. 

 12 
 

 1088 
 

City Hospitals Sunderland (CHS) consistently identified by NHS England and Care 
Quality Commission as an outlier for HSMR and SHMI mortality rates. 
NHS England identified CHS to be an outlier for published mortality rates relating to 
weekend deaths.   
CQC identified CHS has an elevated risk for a composite indicator for HSMR using Dr 
Foster Intelligence. 
CQC also identified CHS as being at risk for in hospital composite mortality indicators 
relating to cardiovascular, urinary, cerebrovascular and respiratory conditions. 
Patients receiving care at CHS may potentially be at higher risk of mortality than 
expected. 
This specifically would include avoidable harm leading to death or failure to provide 
appropriate care leading to avoidable death. 
 

CHS review of case notes  
CHS Mortality Review Panel 
CHS a member of regional mortality group 
PRISM2 project (CHS involvement) – external case review 
CHS undertaking case note reviews which are discussed at their new internal 
Mortality Review Panel.  
CHS a member of a regional group which has been set up to review mortality.  

Each death reviewed within 2 weeks 
where possible to ensure lessons 
are learnt quickly. 
A presentation at the Quality Review 
Group (QRG) in August 2014. 
Included directors from CNTW Area 
Team.   
CHS are pro-actively undertaking 
work to understand their mortality 
figures and making changes to 
practice where appropriate. 
Mortality to be reviewed at each 
QRG. 
 

 10 
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 1074 
 

Significant risk that CHS will breach their trajectory of 0 cases during 2014/15. 
Risk of harm to patients involved and risk of damage to reputation to CHS and 
CCG 
 

Investment by CCG into CHSFT to try to minimise HCAIs. 
Joint CHS and CCG Action Plan 
 

 HCAI Improvement Group 
 meeting regularly to monitor 
 the joint action plan in 
 place to minimise the risk 
 of HCAIs across the 
 community. 
 

 20 
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Item: 9.3 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
23 September 2014 

 
Report Title 
 

 
Governing Body Assurance Framework 2014/15 

 
Purpose of report 

To present the Governing Body with the Assurance 
Framework for 2014/15.  The framework has been 
developed to ensure the CCG meets its statutory 
requirements in relation to governance and provide 
assurance in relation to the CCG’s corporate objectives. 

 
Key issues, assurances and risks 
 

The corporate objectives were developed following a 
Governing Body development session held in July 2013 
and have since been reviewed to ensure their relevancy 
for 2014/15.  An additional objective was identified for 
health and social care integration (corporate objective 7).  
 
The principles risks and risk ratings have also been 
identified using the CCG risk register to ensure alignment 
of any existing risks to the corporate objectives.  The Chief 
Officer maintains overall responsibility for the delivery of 
the framework.   
 
The framework was reviewed by the Audit Committee at its 
meeting on the 2 September and some minor changes 
made as a result.  This was mainly the separation of 
corporate objective 2 into 2a and 2b to reflect the different 
risk ratings for finance and performance.  
    

 
Recommendation/Action Required 
 

The Governing Body is asked to: 

 Review and approve the framework if considered 
appropriate; 

 Agree to receive further updates on progress on a 
quarterly basis.  

Sponsoring director 
D Gallagher 
Chief Officer 

Report Author 
D Cornell 
Head of Corporate Affairs 

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 Corporate governance statutory requirements.   

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

The relevant risks on the register were used to inform the 
risk ratings contained within the framework.  

Any information governance issues  None identified 

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

Audit Committee on 2 September 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 
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Governing Body Assurance Framework 2014/15  

 
 

 Corporate Objective 1:  Ensure the CCG meets its public accountability duties  
 

 Linked to Assurance Domain 4:  Does the CCG have robust governance arrangements 
Linked to Assurance Domain 6:  Does the CCG have strong and robust leadership 

Key Target Areas 
 

Principal Risks 
 

Key Controls 
 

Assurances 
 

Gaps in 
Controls 

Gaps in 
assurances 

Director 
Lead 

Risk Rating  
 

To ensure the CCG has 
robust systems in place to 
fulfill CCG assurance with 
NHS England and meets its 
public accountability duties 
by: 
 

- Ensuring the CCG 
meets all of its statutory 
duties 

- Ensuring the CCG is 
aware of all risks and 
has robust plans in 
place to minimise and 
mitigate against these. 

- Ensure patients’ rights 
are delivered in 
commissioned services 
as specified in the NHS 
Constitution. 

 
Potential additional 
commissioning 
responsibilities for the 
CCG: 

- Primary care 
- Specialised 

commissioning 
 
Possibility of no 
additional running 
costs allowance to 
account for the 
potential additional 
commissioning 
responsibilities 

Risk register process 
established to review 
risks regularly 
 
Commissioning plan 
and locality plans in 
place  
 
GP Executive Lead 
for Governance  
 
Lay Member for 
Audit  
 
Transformational 
work programmes 
with GP executive 
and clinical leads 
 
Annual review of 
CCG Constitution 
and governance 
structure (terms of 
reference for all 

SLA with NECS  
 
Reports to quality, 
Safety and Risk 
Committee and 
Governing Body on 
risk 
 
Reports to the 
Executive 
Committee and 
development 
sessions held 
 
CCG Constitution 
review process 
 
Risk register 
process well 
established (SIRMS 
electronic system in 
place).  Annual risk 
summit held. 
 

 
Recovery plan 
not yet in 
place for 
business 
continuity 

 
Robustness 
of the 
recovery plan 
not yet tested 

 
 

David 
Gallagher 

 
 
 
 
 
 
 
 
 
 
 

High  
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committees) 
 
Audit cycle and plans 
agreed 
 
Lay member 
representation on the 
Governing Body 

2 year operational 
and 5 year strategic 
plans in place  
 
Annual report and 
accounts 13/14 with 
unmodified view 
from external audit 
 
Business Continuity 
Plan approved 
 
Internal Audit 
outcome reports 
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 Corporate Objective 2:  Maintain financial control and performance targets  
 

 Linked to Assurance Domain 1:  Are patients receiving clinically commissioned, high quality services 
Linked to Assurance Domain 4:  Does the CCG have robust governance arrangements  

 
Corporate objective 2a: maintain financial control  
 
Key Target Areas 
 

Principal Risks 
 

Key Controls 
 

Assurances 
 

Gaps in 
Controls 

Gaps in 
Assurances 

Director 
Lead 

Risk Rating 

Ensure the CCG optimises 
the use of its financial and 
other resources to deliver 
the annual plan whilst 
maintaining financial 
balance and achieving 
national requirements from 
NHS England by: 
 

- Ensuring the CCG 
works within its running 
cost allowance 
 

- Ensuring the CCG lives 
within its 
allocation/control totals 
 

Not optimising non-
recurrent funding  
 
Risk of commissioning 
overspend  
 
Underachievement of 
QIPP savings targets 
 
Overspend on running 
costs 
 
Exceeding planned 
surplus & loss of such 
resource  
 

Updated Financial 
Plan with 
contingencies 
identified. 
 
Regular review of 
investments/ 
disinvestments 
 
Executive Committee 
management of 
finance. 
 
Executive Committee 
development 
sessions  
 
Lay Member for 
Audit 
 
Monthly quality and 
contractual meetings 
 
In-house finance 
team  
 
Monthly senior staff 
meetings 
 
Vacancy control 
process 

Finance reports to 
Executive 
Committee and  
Governing Body  
 
Audit Committee 
review  
 
Investment in 
finance training for 
staff & CCG 
members 
 
QIPP Steering 
Group reviews of 
QIPP achievement 
  

 
 

 
 

 
 
 
 
 
 
 
 

Chris Macklin 

 
 
 
 
 
 
 
 

Moderate  



    

SCCG Assurance Framework 2014/15                                                          6    September 2014 

 

 
Oracle Authorisation 
Controls 
 
Scheme of 
Delegation 
 

 
Corporate objective 2b: maintain performance targets  
 
Key Target Areas 
 

Principal Risks 
 

Key Controls 
 

Assurances 
 

Gaps in 
Controls 

Gaps in 
Assurances 

Director 
Lead 

Risk Rating 

Ensure the CCG optimises 
the use of its financial and 
other resources to deliver 
the annual plan whilst 
maintaining financial 
balance and achieving 
national requirements from 
NHS England by: 
 

- Ensure delivery of 

locally, regionally and 

nationally agreed and 

prescribed performance 

indicators  

 

Significant risk to 
trajectories for 
C.Difficile and MRSA  
 
Ambulance delays, 
including handover 
breaches 
 
Risk to delivery of 
some key performance 
targets (A&E and 18 
weeks) 

 

Executive Committee 
management of 
provider  
performance 

 
Executive Committee 
development 
sessions  

 
Regular monitoring 
with Medical director 
and Clinical Leads  
 
Monthly quality and 
contractual meetings 
 
In house 
performance team 
 
Monthly senior staff 
meetings 
 
Infection, Prevention 
and control meetings 
with providers 
 
Escalation process 
for A&E 
 

Performance 
reports to Executive 
Committee and  
Governing Body  
 
Infection, 
Prevention and 
control reports 
meeting 
 
Reports to Quality 
Safety and Risk 
Committee  
 
 

 Quality 
reports from 
key providers  

 
 
 
 
 
 
 
 
 

Debbie 
Burnicle 

 
 
 
 
 
 
 
 
 
 

High  
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 Corporate Objective 3:  Maintain and improve the quality and safety of CCG commissioned 
services 
 

 Linked to Assurance Domain 1:    Are patients receiving clinically commissioned, high quality services 
Linked to Outcomes Framework Domain 4:  Ensuring that people have a positive experience of care 
Linked to Outcomes Framework Domain 5:  treating and caring for people in a safe environment and protecting 
them from avoidable harm  

Key Target Areas 
 

Principal Risks 
 

Key Controls 
 

Assurances 
 

Gaps in 
Controls 

Gaps in 
Assurances 

Director 
Lead 

Risk Rating 

Ensure the safety of 
patients by commissioning 
safe and high quality 
services by: 
 
- Putting robust 

processes and 
mechanisms in place to 
monitor and manage 
patient safety, quality 
and experience. 

- Responding positively 
to national requirements 
set out national 
publications 

High profile child 
protection/adult 
protection failure, 
reputational damage 
for CCG 
 
Non delivery of the 
integrated action plan  
 
Learning from patient 
experience stories, 
incidents and 
complaints not acted 
upon  
 
Potential for lack of 
engagement with 
quality and safety 
agenda  
 
 
 
 
 
 
 
 

SSCB and SSAB 
established with 
quality assurance 
processes in place 
 
Working in 
Partnership with 
other agencies  
 
GP Executive Lead 
for Quality and Lay 
Member for PPI (also 
Chair of Quality, 
Safety and Risk 
Committee) 
 
Effective serious 
incident reporting 
processes in place 
and embedded 
across the health 
economy  
 
Integrated Quality 
Action Plan  
 
Serious Incident 
process aligned with 
the contractual 
obligations.  
 
Service Line 

Audit of case files 
and work plan for 
SSCB and SSAB. 
 
Independent review 
of SSCB functions. 
 
Reports to Quality, 
Safety and Risk 
Committee, 
including Providers, 
Medicines 
Optimisation, 
Safeguarding and 
Quality in care 
homes. 
 
Reports to 
Governing Body 
 
Deep dive sessions 
with providers  
 
Serious Incident 
Panel and learning 
 
Internal Audit 
outcome reports 
 
Deep dive 
educational 
sessions with 

Further 
assurance 
needed 
around 
timeliness of 
provider 
complaints  
 
 
Incident 
reporting 
process within 
member 
practices not 
robust 
 
 

Low number 
of incidents 
being 
reported by 
member 
practices  
 
 

 
 
 
 

Ann Fox/ 
Geoff 

Stephenson 

 
 
 
 
 
 
 
 
 
 
 

High  
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Agreement with 
NECS  
 
Engagement 
Strategy in place 
 
Quality Review 
Groups in place and 
working effectively 

Quality Safety and 
Risk Committee 
 
Named GP for 
safeguarding adults 
and children 
 
Key assurances 
from Quality 
Review meetings 
with providers  

 

 Corporate Objective 4:   Ensure the CCG involves patients and the public in commissioning and 
reforming services 
 

 Linked to Assurance Domain 2:      Are patient and the public actively engaged and involved 
Linked to Outcomes Framework Domain 4:  ensuring that people have a positive experience of care 

Key Target Areas 
 

Principal Risks 
 

Key Controls 
 

Assurances 
 

Gaps in 
Controls 

Gaps in 
Assurances 

Director 
Lead 

Risk Rating  
 

Ensure patients and the 
public are actively involved 
in the commissioning and 
reforming of services by: 
 

- Establishing effective 
mechanisms to seek 
patients and carer views 
of services across all 
areas of health 
including, patient 
stories, complaints, 
including linking with 
Healthwatch 

- Ensuring a strategy is in 
place to deliver the 
patient and public 
involvement element of 
the NHS Constitution 

Patients and the public 
not actively engaged 
with the CCG  
 
Lack of understanding 
of the needs of 
Sunderland residents  
 
Links with partner 
agencies not robust  
 
Commissioning Plan 
not in place 
Patients’ rights not 
adhered to. 
 

Monthly quality 
review meetings with 
providers  
 
Structured approach 
to unannounced 
visiting programme 
across providers   
 
 
Communications and 
Engagement 
Steering Group in 
place  
 
Communications and 
Engagement 
Strategy  
 
Serious Incident 

Reports to the 
Executive 
Committee and 
Governing Body 
 
Quality Action Plan 
monitored by 
Governing Body 
(incorporating the 
Francis, Berwick 
and Keogh reports) 
 
 
Reports to Quality, 
Safety and Risk 
Committee 
 
 
Draft patient 
experience process 

Robust patient 
experience 
process not 
fully 
established 
 
Communicatio
ns and 
Engagement 
Strategy not 
yet approved 
 
Wider 
engagement 
and  
involvement 
agenda not yet 
established  

Patient 
experience 
intelligence 
not being 
captured as 
soft 
intelligence 
 
Engagement 
activity not 
joined up 
across the 
CCG  

 
 
 

Ann Fox 

 
 
 
 
 
 
 
 
 
 
 
 
 

Moderate 
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Panel 
 
SCCG Constitution  
 
Lay Member for PPI 
 
Executive Practice 
Manager lead  
 
Website redesign, 
including ‘My NHS’ 
 
 

presented to the 
QSRC 
 
Patient 
engagement events 
held 
 
Digital Marketing 
Strategy in place 
(including use of 
Social Media) 
 
Partnership work 
being developed 
with the Local 
Authority. 
 
Focused 
discussions with 
patient groups on 
service specific 
changes  

 
 

 Corporate Objective 5:  Identify and deliver the CCG’s key strategic priorities  
 

 Linked to assurance Domain 3:   Are CCG plans delivering better outcomes for patients 
Linked to Assurance Domain 5:  Are CCGs working in partnership with others 
Linked to Outcomes Framework 1 to 5   

Key Target Areas 
 

Principal Risks 
 

Key Controls 
 

Assurances 
 

Gaps in 
Controls 

Gaps in 
Assurances  

Director 
Lead  

Risk Rating  
 

Develop and deliver the 
annual plan to deliver the 
2014/15 elements of the 5 
year Commissioning Plan 
and the CCG elements of 
the Joint Strategic Needs 
Assessment by: 
 

- Ensuring the plan 
meets NHS England 

2014/15 Operational 
plan is not delivered  
 
Contracts not agreed 
and/or signed  
 
Support from NECS  
 
Support from other 
providers  not sufficient 

Local Incentive 
Scheme  
 
Quality premium 
 
2 year operational 
and 5 year strategic 
plans in place  
 
Plans for each 

NHS England 
quarterly 
checkpoint 
meetings  
 
Regular 
development 
sessions with 
Executive 
Committee  

No clear 
arbitration 
process in 
place 
 
Transformation 
Plan for 
Integrated 
Teams 

Plan for 
integrated 
teams not yet 
in place 
 
Attendance 
at Senior 
Management 
meeting 
review of 
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requirements 
- Developing strategic 

partnerships with key 
stakeholders, including 
the Local Authority, 
Health and Wellbeing 
Board (HWBB) and 
NHS England. 

- Agreeing contracts 
and robust service line 
agreements (SLAs) 
with provider 
organisations and 
NECS to deliver the 
CCG’s strategic 
priorities. 

to allow delivery of 
CCG strategic 
objectives   

Transformation 
programme 
 
Multi agency 
Programme Boards 
supported by working 
groups linking to the 
multi-agency 
Transformation 
Board/CCG Executive 
Committee 
 
Monthly Senior 
Management Team 
review of KPIs 
 
Monthly QIPP 
meeting 
 
Signed contracts in 
place with providers 
and SLA in place with 
NECS 
 
Contract 
management 
meetings and process 
with Providers and 
with NECS 
 
CCG internal Provider 
Management Group 
 
Monthly internal 
Senior Management 
team re NECS 
contract 
 
 

Clinical Leads and 
Locality Teams 
 
Engagement at 
Time In Time Out 
events  
 
Monthly Assurance 
reports to Executive 
Committee on the 
transformational 
changes and KPIs 
 
Monthly Assurance 
reports to the 
Governing Body – 
summary of the 
above  
 
Medical Director 
chairs and locality 
reps attend 
Provider 
Management 
Group 
 
Contract monitoring 
log 
 
Monthly finance 
reports to the 
Executive and 
Governing Body 
 
Governing Body 
development 
sessions, including 
partners, to 
develop/review joint 
vision and priorities. 

performance 
 

 
Debbie 
Burnicle  

 
 
 
 
 
 

Low 
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 Corporate Objective 6:  Develop the CCG localities  
 

 Linked to Assurance Domain 3:    Are CCG plans delivering better outcomes for patients 
Linked to Assurance Domain 5:    Are CCGs working in partnership with others 

Key Target Areas 
 

Principal Risks 
 

Key Controls 
 

Assurances 
 

Gaps in 
Controls 

Gaps in 
Assurances 

Director 
Lead  

Risk Rating  

Continue to develop the 
CCG localities to establish 
robust links with member 
practices to ensure the 
CCG demonstrates its 
accountabilities as set out 
in the CCG’s Constitution 
by: 
- Publishing the 

Constitution and 

meeting all of the 

statutory obligations 

- Meeting annually to 

publish and present the 

CCG annual report, 

including the annual 

accounts 

- Holding meetings of the 

Governing Body in 

public.  

Member practices not 
engaged with the CCG  
 
Lack of sufficient 
clinical leadership for 
all clinical areas 
 

Locality Plans in place  
 
Local Incentive 
Scheme to support 
engagement along 
with Locality 
Innovation Funding 
 
Monthly locality 
meetings  
 
Quarterly development 
sessions with locality 
teams 
 
Locality 
Commissioning 
Managers in post  
 
GP executive leads 
and locality practice 
managers in place for 
each locality 
 
Time In Time Out 
Events  
 
Locality team 
attendance at 
Executive Committee 
development sessions 
 
Clinical Leadership 
Development 
Programme  
 

Public Governing 
Body meetings (x5 
per year) 
 
Annual General 
Meeting  
 
SCCG Constitution 
published and 
reviewed 
 
Planning 
Framework 
developed 
 
Clinical leads 
development 
session and action 
plan developed. 
 
Director and senior 
manager time out  
to review 
appropriate 
resource allocation 
 
Engagement 
events in 
developing 
priorities for next 
year 
 
360 degree 
feedback 
stakeholder survey 
 

Reports to 
Executive 
Committee 
(other than 
Locality 
Innovation 
funding 
outcomes) 
 
Locality action 
plans for 14/15 
 
Part time 
vacancy 
regarding a 
locality 
commissioning 
managers 
 
Information to 
Localities 
regarding staff 
changes 

Locality 
action plans 
not yet in 
place but will 
follow the 
design 
workshops in 
September 
regarding  
Integrated 
Teams 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
Debbie 
Burnicle /  
locality GPs 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Moderate  
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Quarterly meeting 
with Director of 
Commissioning and 
locality teams.  
 
Monthly updates on 
staffing changes to 
executive members 

 
 
 

 Corporate Objective 7:  Integrating health and social care services, including the Better Care Fund   
 

 Linked to Assurance Domain 3:    Are CCG plans delivering better outcomes for patients 
Linked to Assurance Domain 5:    Are CCGs working in partnership with others 
Linked to Assurance Domain 6:    Does the CCG have strong and robust leadership 

Key Target Areas 
 

Principal Risks 
 

Key Controls 
 

Assurances 
 

Gaps in 
Controls 

Gaps in 
Assurances 

Director 
Lead  

Risk Rating  

Continue to develop the  

Sunderland Joint Health 
and Wellbeing Strategy to 
have the best possible 
health and wellbeing for 
Sunderland by: 
- Developing an  overall 

integrated operating 
model 

- Developing locality 
integrated teams across 
health and social care 

- Developing integrated 
commissioning 
processes 

- Developing shared 
intelligence processes 

- Person Centred Co-

ordinated Care planning 

- Implementing the Better 

Care Fund  

 

Unnecessary 
destabilizing of the 
health economy 
 
Failing to make 
progress in improving 
health 
 
Individual partners 
organisations failing to 
make progress in 
relation to individual 
fund management and 
performance 

Health and Wellbeing 
Board 
 
Health and Social care 
Integration Board 
 
Engagement with the 
Provider Forum under 
the HWBB 
 
Multi agency 
transformation board 
 
Multi agency Out of 
Hospital board and 
supporting 
arrangements 

5 year strategic 
commissioning 
plan, 2 year 
operational plan 
and Better Care 
Plan all aligned and  
in place and 
positive feedback 
received on all 
 
Reports to the 
Health and 
Wellbeing Board 
and Governing 
Body 
 
integrated overall 
operating model 
developed following 
2 day Accelerated 
Solutions Event 
with partners as a 
direction of travel 

Partnership  
governance 
arrangements 
not fully in  
place   
 
Formal Joint 
commissioning 
team not 
currently in 
place 
 
Scope for 
rapid adopter 
re Emergency 
Admissions 
under the 
Intelligence 
Hub 

Reporting 
process not 
yet fully 
established  
 
 
Awaiting final 
sign off of 
BCG Plan 
and Strategic 
Plan 
 
Scoping to 
take place in 
September 

 
 
 
 
 
 
Debbie 
Burnicle 

 
 
 
 
 
 
 
 
 
 
 

High  
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CCG working with 
Council who has 
secured a strategic 
intelligence partner 
for the city 
 
All partners have 
identified clinicians 
to be seconded for 
next 2 years to 
design and support 
the development of 
the integrated 
teams 
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Item: 10.1 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 

GOVERNING BODY 

23rd September 2014 

 

Report Title 

 

 

SCCG Assurance Report – September 2014 

 

Purpose of report 

 

To provide the Governing Body with the current 

position against the CCG Assurance Framework 

requirements and delivery against the CCG 

Operational Plan 2014/15 and the Delivery 

Dashboard in 2014/15. 

 

 

 

Key issues, assurances and risks 

 

 

Key performance Risks: 
 

 A and E 4 hour waits 

 HCAI, particularly MRSA 

 IAPT Access and Recovery 

 AstroPU (not on the Delivery Dashboard 
but local issue) 

 Cancelled Operations who were given a 
To Come In (TCI) date within 28 days of 
original appointment 

 Delayed Transfers of Care (Better Care 
Fund although not related to payment for 
performance) 
 
 

Please note this report provides an overall risk 

to delivery rating for each transformational 

programme which will provide the Governing 

Body with a clearer understanding of progress. 
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This report includes a more in depth report on 

the actions being taken to address the 

consistent high level risks above (denoted with 

asterisk). 

  

 

Recommendation/Action Required 

 

 

The Governing Body is recommended to: 

 Note both the position against the  

Delivery Dashboard and progress to date 

against the CCG Operational Plan 

2014/15 

 Note the use of proxy measures within 

the Outcome Measures domain where 

published data is annual 

 Agree the frequency of more detail on the 

actions to address the consistent 

performance risks 

 Note the predicted CCG Quality Premium 

payment in 2014/15.   

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 

      

Any relevant legal/statutory issues No 

Are the identified risks on the Risk 

Register?  

(If so please include reference number) 

Yes re consistent risks including HCAI; Astro PU 
and A/E– 644;645; 646;665  
 

Any information governance issues  No 

If report has been previously reviewed 

please specify which Committee and 

date of meeting 

Executive Committee 02/09/2014 

Equality Impact Assessment completed 

(please tick)  
Yes  No  

Not 

relevant 
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*CCG Corporate Objectives 

CO1 - Ensure the CCG meets it public accountability duties 

CO2 - Maintain financial control and performance targets 

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

CO4 - Ensure the CCG involves patients and the public in commissioning and  

  reforming services  

CO5 - Identify and deliver the CCG’s strategic priorities 

CO6 - Develop the CCG localities 

 

Key implications for the following: 

Any additional resources needed? 
 

No 

 

Has there been appropriate clinical 

engagement?  

Yes via the clinical leads and Executive GP 

leads 

 

Any impact on patient outcomes? 

Yes as per the Executive Summary and each 

programme update 

 

Has there been member/stakeholder 

engagement if needed?   

Yes via the Programme Boards which are multi 

agency and via specific operational groups and 

contract management meetings e.g. the HCAI 

group with CHS and the NTW contract meetings 

re IAPT 
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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 CCG assurance framework and progress with 

delivery of the operational plan transformation programmes for 2014/15.   

As we are in the process of transitioning from the 2013/14 assurance framework to the 
2014/15 assurance framework, the delivery dashboard has been produced to the 
following: 
 

 Domain 1 on Quality has been removed as per the 2014/15 assurance framework 
and quality outcomes are now part of the Health Outcomes section below. 

 Overall domains and their overall ratings have been removed as per the 2014/15 
assurance framework and the dashboard now covers 4 sections: NHS Constitution; 
Health and Quality outcomes; Better Care and Finance. 

 2014/15 indicators are included for the NHS constitution indicators  

 2014/15 indicators are included for the health outcomes and quality  

 The Better Care Fund (BCF) has been included and includes current performance 
relating to health indicators only at this time.  

 Finance section covering 11 indicators have been included 

 2014/15 quality premium schedule is included with an assessment against each 
area, where data is available.  

 Ambulance handovers removed from the delivery dashboard as per national 
requirements.  Although this has been removed from the dashboard, due to the 
pressures on A&E 95% performance and the impact this has, a narrative has been 
included within the A&E 95% indicator. 

 
Please note that due to the availability of data so far in 2014/15 regarding the health 
outcomes domain and the quality premium, some indicators have no performance 
reported.  Data flows are currently being established and will be included when they 
become available.  These are highlighted in the delivery dashboard  
 

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.   
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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 delivery dashboard 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 

 Emergency readmissions to hospital within 30 days (local priority) 

 Emergency admissions for children with Lower Respiratory Tract Infections 

 

3. Changes since last months report 

The following changes have been noted since last months report 

 Overarching changes 

 Inclusion of the finance section relating to the delivery dashboard 

 Inclusion of the better care fund section with information for delayed transfers 

of care and non-elective admissions 

 Inclusion of a RAG rated Plan on a Page for the CCG which is rated based 

on current assessment of the transformation programmes and current 

performance against the indicators. 

 

 NHS Constitution Indicators 

 RTT – Although not formally reported, CHS NHSFT have alerted the CCG to 

a number of over 52 week breaches in Urology after a detailed review of 

waiting lists.  14 breaches will be submitted in September as over 52 week 

waiters and CHS NHSFT are working to get all patients treated in 

September.  Further assurance has been requested via the Contract Review 

Group around actions being taken to mitigate the risks going forward.  

Although Sunderland CCG and CHS NHSFT are delivering the overall RTT 
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standards, Urology remains under the standards for RTT and the main risk in 

2014/15.  A detailed action plan has been requested which will be reviewed 

by the Provider Management Group.  The CCG have also provided financial 

support via Quality Premium and local monies to enable CHS to undertake 

additional activity on evenings and weekends to help improve performance 

and reduce the number of long waiters.  Theatre capacity remains the main 

issue regarding the delivery of 18 weeks for Urology. 

 Cancelled Operations who were given a To Come In (TCI) date within 28 
days of original appointment – CHS have reported 2 breaches in Urology 
which were due to consultant sickness and complex cases.  The Contracting 
Team has requested a root cause analysis around the breaches and actions 
to mitigate the risk going forward.  The Provider Management Group will be 
reviewing performance relating to Urology and will be considering the 
application of contractual financial sanctions.   

 A&E 95% (including ambulance handovers) - Risks continue around A/E 
performance and   CHS NHSFT have failed to achieve the 95% for a number 
of consecutive weeks and pressures remain around type 1 performance 
linked particularly to internal CHS recruitment, pressures in the A/E corridor 
and the number of ambulance arrivals and handover delays.   

 Monitor have recently met with CHS NHSFT and the CCG to review 
the action plan both short, medium and long term to address this 
pressure and will return in October to review progress.   

 The joint work between STFT and CHS NHSFT over the closure of 
Grindon walk in centre will support CHS performance for the first 6 
months of the year as CHS will take clinical governance responsibility 
for the activity.  CHS have reported to Monitor that quarter 1 
performance has been delivered but risks remain for quarter 2 and the 
rest of the year. 

 As recommended by Monitor, CHS NHSFT have contacted ECIST 
with a view to assessing the original recommendations made by the 
Emergency Care Intensive Support Team (ECIST) and to provide an 
assessment of what more could be done to improve performance 
relating to Urgent Care.  CHS are reviewing the original 
recommendations and also looking to expedite particular 
recommendations such as ambulatory care and staffing models to 
help improve flow through the system.  This will be taken through the 
Urgent Care Board. 

 Due to the consistent pressures relating to A&E 95% performance and 
ambulance handovers, the CCG have instigated weekly escalation 
meetings with CHS to review current pressures and actions being 
taken to address the underperformance.  NEAS will also be 
represented to allow a full discussion on the actions CHS NHSFT and 
stakeholders can take quickly to help improve performance.  These 
escalation meetings will take place on-site at CHS NHSFT every 
Tuesday at 9am.  An Executive to Executive is also in the process of 
being arranged which will be dedicated to delivery of the 95% 
standard.   
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 Work continues with NEAS across the patch with other 
commissioners to address the performance issues with the 
NEAS contract particularly ambulance handovers.  NEAS have 
tabled a number of improvement bids through Systems 
Resilience monies which are currently being reviewed 
regionally and a decision will be concluded imminently on what 
will be funded throughout winter.  These range from: 

 Provision of a HALO Team which will focus on 
improvement of handover and turnaround times 
across the region with dedicated provision in 
Sunderland and Durham 

 Provision of a “Flight Deck” capacity management 
system which includes a regional diverts system 
for planning diverts. 

 Additional discharge vehicles in Sunderland to help improve 
discharge and improve flow. 

 Additional support for Emergency Care Operations which will 
help increase the numbers of patients who could be treated at 
home and reduce the impact on emergency departments 

 GP Telephony Support service to operational paramedics, 
contact centre staff and clincians working from the control 
room.  The planned outcome of this is for more patients to be 
cared for in their home environment and also for more 
ambulances to be taken to alternative dispositions. 

 The 3 GP Led Urgent Care Centres operated by Northern Doctors 
Urgent Care are now mobilised and are accepting appointments via 
111 and uptake at all three centres is in line with expectations and the 
previous year (not for Houghton as this is a new UCC).   

 The 4th GP Led Urgent Care Centre operating out of Pallion is 
operational as per the single tender and the CCG are currently 
working with CHS NHSFT to mobilise this as per the specification.  
Mobilisation of a single front door covering adults and children is due 
to be concluded in April when the centre can be co-located with A&E 
although this relies on the re-location of fracture clinic which is being 
reviewed internally by CHS NHSFT.  Early signs of the Grindon Lane 
MIU closure show no impact on A&E or the UCC at CHS NHSFT.  
This is being monitored daily along with activity being seen in all 
urgent care centres and ED. 

 The CCG have funded a number of schemes via Systems Resilience 
which will run throughout winter and throughout 15/16 in most cases.  
These are: 

 7 Day Pharmacy at CHS 

 Intermediate Care Hub Extension 7 Day discharge, Palliative 
Care Out of Hours, Hub Nurse, 7 Day Social Work, 
Occupational Therapy and Sunderland Care and Support 
Manager 

 7 Day Occupational Therapies and Physio at CHS 

 Escalation Beds throughout winter 
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 The CCG are also considering a number of additional bids against the 
CCGs Winter Resilience Fund. 

 

 CCG Quality and Health Outcomes and Quality Premium Indicators 

 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 

 IAPT Recovery and Access below the standard.  The CCG have a trajectory 

to achieve an access rate of 15% by the end of 2014/15 and a recovery rate 

of 50% and so far, months 1 to 4 are under trajectory but work is on-going 

with the provider and an action plan has been developed and is being 

reviewed at contract review groups.  For example the service is being widely 

advertised and the CCG has increased support to enable more people with 

long term conditions to access the service.   

 In terms of recovery the tools used by NTW clearly show recovery is 

being achieved by those using the service, however they are not the 

tools accepted nationally in terms of the scoring although NTW/CCG 

are campaigning that they should be accepted as the goal is recovery.  

Equally the extension of the service is leading to more long term 

complex patients where recovery will take longer e.g. People with long 

term conditions.   

 NTW are currently reviewing whether the approach they are taking to 

the IAPT team should continue or whether to separate the CPN staff 

from the IAPT staff i.e. the complex cases from the lower level cases 

to improve the recovery figures if the argument for accepting the NTW 

recovery tools is not accepted although they would still need to count 

towards the access figures.  

  July performance has shown an increase for access but recovery 

remains around the 45% mark.  Due to the complexities relating to 

measuring recovery, there are potential moves nationally to review 

this particular indicator and in particular the definition of measurement.  

If national suggestions are put in place, the recovery rate in 

Sunderland will increase above the 50%.  Despite this, NTW and the 

Contracting Team continue to review performance and the action plan 

to improve access and recovery rates based on current definitions of 

the indicators. 

 HCAI – CHS NHSFT have now reported 3 MRSA cases.  1 case in April, 1 in 

May.  1 of these patients was a Sunderland resident and 1 is a Durham 

resident.  The HCAI Improvement Group has reviewed these cases and 1 of 

these cases was deemed to be avoidable.  The Provider Management Group 

is currently considering the application of the contractual sanctions.   
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 CHS NHSFT has notified the CCG of 1 further case of MRSA in 

August which is currently being reviewed.  No further information is 

available at this time but the HCAI Improvement Group will review this 

clinically.  The CCG have also invested Quality Premium monies 

relating to HCAI with a view to help improve performance.  The money 

is funding specialist cleaning equipment on site at CHS to remove the 

need to hire the equipment.  This is likely to increase the threshold for 

its use. 

 Astro PU - The Medicine’s Optimisation budget consists of a number of lines, 
the greatest being the GP prescribing budget.  The forecast out turn at the 
end of June (most recent figures available) is £49,086,061 against a budget 
of £46,975,210 representing an overspend of £2,110,85 

 There are considerable pressures on the prescribing budget as a 
consequence of: 

 case finding  

 treating appropriately  

 positive NICE Technology Appraisals 

 development of prescribing guidelines  

 transfer of care to GPs 

 new drugs being made available  

 category M price changes 

 NCSO (No cheaper stock available) 

 These pressures are faced by all CCGs within the Area and are required 
to be acknowledged and accounted for. An additional pressure for the 
team is a shortage of staff compounded by long term sick leave. 

 The spend per head of population in SCCG, measured as cost per 
ASTRO-PU, is greater than adjoining CCGs within the Area. This has 
been the case for SCCG since 1st April 2013 and SCCG inherited a 
variance to the Strategic Health Authority from Sunderland PCT which 
was historical.  While cost per ASTRO-PU takes into account SCCGs 
populations Age and Sex, it does not take into account disease 
prevalence. Neither does it take into account the potential decrease in 
costs in other areas, such as hospital admissions, as an outcome of 
prescribing cost-effectively. 

 The following actions are being taken to address the current issues: 

 Working towards a joint formulary with Secondary Care and 
have commissioned support to carry out the work associated 
with the Joint Formulary. 

 Working collaboratively with other CCGs via NECS to produce 
local prescribing guidelines. 

 Commissioned a Medicines Management service from 
Pharmacus to support prescribers, at practice level, to support 
the implementation of prescribing guidelines and bring about 
improvements in patient care, whilst releasing cost efficiencies 
where appropriate.   

 Developed a schedule of key QIPP initiatives to release cost 
efficiencies.   
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 Developed a Medicines Optimisation section for the local 
incentive scheme for GPs 

 Recruited additional staff within the Medicines Optimisation 
team (Pharmacist 8b full time, Pharmacist 8a part time, Project 
Support band 4) on fixed term contracts until 31st March 2016.  
This is scheduled to start 1st October to support the delivery of 
actions on the QIPP list. 

 Utilising the input of the Academic Practitioner working jointly 
with the University of Sunderland Pharmacy Department to 
support the delivery of cost efficiencies. 

 Continued to commission Pharmacist led medication reviews of 
patients in care homes focused on optimising medicines and 
bringing about cost savings, where appropriate. 

 Monitoring a series of high level and detailed indicators in order 
to provide feedback to practices and providers. 

 New indicators for (data not yet available): 

 Avoidable emergency admissions composite indicators 

 Medical related safety incidents  

 

 Better Care Fund Indicators 

 Delayed Transfers of Care (DTOCs) – Over trajectory for April to July due to 

slightly increased delays relating to both NHS and Social Care.  DTOCs are 

significantly lower compared to previous years and trajectories were 

submitted as part of the Better Care Fund (BCF) and trajectories in 14/15 

and 15/16 represent a stretching target for delays.  DTOCs are now only a 

supportive measure to the BCF, this indicator does not relate to the payment 

for performance part of the BCF. 

 

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 2014/15 is included further on in 

this report.  The total value for the CCG is £1,354,240 and will be available for spend in 

2015/16 if achieved.  It is made up from a number of indicators from the delivery 

dashboard, with some different to last years Quality Premium set.  The 2014/15 Quality 

Premium is made up of the following indicators: 

 Reducing potential years of life lost through causes considered amenable to 

healthcare 

 Improving access to psychological therapies (IAPT Access)- new indicator 

 Reducing avoidable emergency admissions (composite emergency admissions 

indicator) 

 Friends and Family Test 

 Improving the reporting of medication related safety incidents – new indicator 

 Emergency readmissions (local measure) 
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At this point, using a combination of proxy data and nationally published data, it is 

estimated that the CCG are achieving £203,136.  This is due to data not being available at 

this time for emergency readmissions, avoidable emergency admissions and medical 

related safety incidents.  Data is being sourced and will be reported when local data flows 

have been established. 

 

No adjustments have been made to the quality premium as the CCG are currently 

delivering 18 week RTT, cancer 2 week waits, category A red 1 ambulance calls and A&E, 

although A&E is a risk and the quality premium is rated as amber. 

 

Delivery of Operational Plan 2014/15 – Executive Summary 
Generally work is progressing well on all the 10 Transformational changes. 
The Community Integrated Locality Teams are holding a design team workshop at the 

Stadium of Light on 25th September 2014 with the 5 multi-agency project design teams.  

The focus will be on the necessary skills and functions needed to meet the identified needs 

of the vulnerable patients in each locality.  This focus on workforce development will 

ensure that the right number of staff, with the right skills are in the right place and at the 

right time.  This will involve modernising the workforce, through education, increasing 

training places and widening access to training; developing substantial recruitment and 

retention and continuing action to improve the working lives of staff and helping 

organisations to redesign jobs, and work roles so that staff can use their skills more 

flexibly.   A premises discussion will be part of the workshop to allow the localities to 

determine the best place for the clinical teams to work.  Members of the team have also 

recently visited Holland to see the Burtzog model in practice as it has received 

international acclaim due to the improved patient outcomes and the efficiency of the 

nursing model and will be considered in the workshops.  A number of the principles/design 

elements of the model have been suggested as options for the locality integrated teams 

model.   A number of conversations have also taken place over August with locality leads 

to discuss the potential development of 5 business hubs and extra practice nursing to 

support the integrated teams via the coordination and standardisation of the risk 

identification/ stratification process and the care planning and care recording process.  This 

direction of travel was supported by the Executive Team and will influence the use of the 

£1.4m protected for proactive primary care. 

 

Work also continues to progress well in the delivery of the End of Life Care (EOLC) 

programme.  An operational group is now established and will meet for the first time in 

September 2014, the group will report to the Out of Hospital Care Steering Group.  The 

group will be responsible for the implementation and oversight of the EoLC Action Plan.  

The Tyne and Wear Care Alliance have been commissioned to provide Deciding Right 

Training to Care Homes on the evaluation of this project.  The Liverpool Care Pathway has 

now been phased out and new documentation is currently being piloted by St Benedict’s 

Hospice and a number of GP's will influence the final documents that are to be released 

nationally.  It is suggested that some of the CCG monies for resilience/winter are used to 
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fund the coloured Do Not Attempt To Resuscitate forms for practices.  This along with 

other proposals will be determined by the UC Board. 

 

The Business Case for the New Integrated MSK Service model was supported by the CCG 

Executive Committee at its August meeting for approval by the CCG Governing Body in 

September 2014 and the Executive will receive the procurement strategy at its October 

meeting.  

 

The Intermediate Care HUB Project group is now established and a clinical lead identified. 

Work to verify and to review the current state has begun and a gap analysis is currently 

underway. Patient and public engagement plans are also progressing.  A two day 

workshop is arranged for September to develop and agree the new model.  Visits have 

been arranged to areas of best practice for a few members of the project group 

 

An improvement event for the new GP Out of Hours service takes place 10th – 11th 

September.  Over 20 previous users of the service are attending along with further 

feedback about patient experience informing the session via surveys/questionnaires.  The 

outcome will be a new model which will inform the specification and procurement process. 

 

Author:  Lynsey Caizley 

  PMO & Planning Manager 

Matt Thubron 

Deputy Head of Contracting, Performance and BI 

 

Sponsor:  Debbie Burnicle 

  Director of Commissioning, Planning and Reform 

 

Date:  September 2014 
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Green Red Green

UCC ED HUB OoH

Procure and mobilise the integrated musculoskeletal service

Reduce procedures of limited clinical value

Implement end of life deciding right initiatives in practices

Mobilise GP led UCC’s and A&E Hub / Out of Hours integration

Improved community mental health pathways, access and waiting times for all mental health conditions

Development of dementia friendly communities

Better Health for Sunderland

Transformational Changes 2014-2016

7 Day Access

Community Integrated Locality Teams

Extension of intermediate care hub

Improving healthcare in care homes in all localities

Reduce years of life lost 

by 7% by 2019

Improve diagnosis of 

dementia to from 62% to 

68% by 2016

Transforming out of hospital care 

(through Integration and 7 day 

working)

Transforming in hospital care, 

specifically urgent & emergency care 

(7 day working)

Self Care and

Sustainability

Reduce Emergency 

Admissions by 15% by 

2019

Improve patient 

experience of out of 

hospital care by 16% by 

2019

Reduce Emergency Re-

admissions by 14% by 

2015

Increase no of people 

receiving treatment for 

IAPT from 12% to 16% by 

2016

Improve patient 

experience of hospital 

care by 7% by 2019

Improve health related 

quality of life for people 

with LTC by 12% by 2019

Enabled by 
Contract Management (CQUIN) 

Joint Commissioning 
Localities 

Medicines Optimisation 

Evidence based approach 
Research & Development 

Organisational Development 

Governed by 
System Wide Transformation Board 

CCG Governing Body 
Health & Wellbeing Board

Measured by 
Achievement of outcome ambitions 

Delivery of QIPP cost reduction plan 2016/17 –
2018/19 of £11m 

Values and Principles 

One system for health and Social Care 
Development of team based working across 

Sunderland 
Mental and Physical health .
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Management 

Lead
Executive Lead

2013/14 

Out Turn
Latest Data

Actual 

To Date

2014/15 

Target 

To Date

Risk to 

Year 

End

Comments

29 18 Week Referral to Treatment Waiting Times - Admitted (adjusted) pathways Scott Watson Chris Macklin 92.2% Jun-14 - YTD 91.9% 90.0%  

30 18 Week Referral to Treatment Waiting Times - Non-admitted pathways Scott Watson Chris Macklin 98.4% Jun-14 - YTD 98.9% 95.0%  

31 18 Week Referral to Treatment Waiting Times - Incomplete Pathways Scott Watson Chris Macklin 95.0% Jun-14 - YTD 95.9% 92.0%  

32 52 Week Referral to Treatment Waiting Times - Admitted Scott Watson Chris Macklin 2 May-14 - YTD 1 0
Although rated as red, this relates to unadjusted pathways.  1 patient was submitted by CDDFT which is being picked up 

by NECS Provider Management colleagues.  After first investigation, it appears to be a data quality issue.  

33 52 Week Referral to Treatment Waiting Times - Non-admitted Scott Watson Chris Macklin 1 May-14 - YTD 0 0 

34 52 Week Referral to Treatment Waiting Times - incomplete pathway Scott Watson Chris Macklin 0 Jun-14 - YTD 0 0 

  

35 Patients waiting more than 6 weeks for 15 key diagnostic tests Scott Watson Chris Macklin 0.15% Jun-14 - YTD 0.41% 1.0%   
 

36a % patients spending 4 hours or less in A&E or minor injury unit - City Hospitals Sunderland Scott Watson Ann Fox 94.4% Jul-14 - YTD 93.8% 95.0%  

36b % patients spending 4 hours or less in A&E or minor injury unit - South Tyneside NHS FT Scott Watson Ann Fox 98.6% Jul-14 - YTD 98.0% 95.0%  

36 % patients spending 4 hours or less in A&E or minor injury unit - CCG Composite Scott Watson Ann Fox 96.2% Jul-14 - YTD 94.1% 95.0%  

40 No waits from decision to admit to admission (trolley waits) over 12 hours Scott Watson Ann Fox 0 Jul-14 - YTD 0 0   


41 % patients seen within 2 weeks of urgent referral for suspected cancer Scott Watson Chris Macklin 94.8% Jun-14 - YTD 96.19% 93.0%   
 

42 % patients seen within 2 weeks of urgent referral for breast symptoms Scott Watson Chris Macklin 94.6% Jun-14 - YTD 96.23% 93.0%   
 

43 % patients treated within 31 days of cancer diagnosis Scott Watson Chris Macklin 98.4% Jun-14 - YTD 98.9% 96.0%   
 

44 Cancer diagnosis to treatment waiting times (31 day subsequent treatment surgery) Scott Watson Chris Macklin 99.38% Jun-14 - YTD 98.75% 94.0%   


45 Cancer diagnosis to treatment waiting times (31 day subsequent treatment drugs) Scott Watson Chris Macklin 100.0% Jun-14 - YTD 100.0% 98.0%   


46 Cancer diagnosis to treatment waiting times (31 day subsequent treatment radiotherapy) Scott Watson Chris Macklin 98.5% Jun-14 - YTD 100.0% 94.0%   
 

47 % patients treated within 62 days of urgent referral for suspected cancer Scott Watson Chris Macklin 85.0% Jun-14 - YTD 89.35% 85.0% Improvements on 2013/14, particularly in Urology.  CCG continue to monitor this closely.

48 % patients treated within 62 days of urgent referral from NHS Cancer Screening Programmes Scott Watson Chris Macklin 97.94% Jun-14 - YTD 89.47% 90.0%
Under performance in May due to low numbers where 2 patients breached in May, this was due to patient choice and also 

a complex pathway relating to GHNHSFT and CHSNHSFT.  

49
62 day wait for first treatment for cancer following a consultants decision to upgrade the 

patient priority
Scott Watson Chris Macklin 75.0% Jun-14 - YTD 100.0% 85.0%

  
 

50 Ambulance: Cat A calls responded to <8 mins (Red 1 - Critical) Scott Watson Chris Macklin 82.2% Jul-14 - YTD 82.3% 75.0%   
 

51 Ambulance: Cat A calls responded to <8 mins (Red 2 - Serious) Scott Watson Chris Macklin 82.1% Jul-14 - YTD 78.9% 75.0%   
 

73 Ambulance: Cat A calls resulting in an ambulance arriving at the scene within 19 minutes Scott Watson Chris Macklin 98.4% Jul-14 - YTD 97.6% 95.0%   
 

52 Number of patient breaches of Mixed Sex Accommodation Scott Watson Chris Macklin 0 Jul-14 - YTD 0 0   


53
Cancelled operations for non clinical reasons who were given a TCI date within 28 days of the 

original appointment
Scott Watson Chris Macklin 1 Jun-14 - YTD 2 0

2 patients cancelled in June which is being discussed at the next Performance Review Group.  A full RCA has been 

requested for each of the cases. 

54 No urgent operation to be cancelled for a 2nd time Scott Watson Chris Macklin 0 Jun-14 - YTD 0 0   


55 % patients discharged from Mental Health wards receiving follow up within 7 days Ian Holiday Debbie Burnicle 96.4% Jul-14 - YTD 97.0% 95.0%   
 

Cancelled operations

Cancer waits - 31 days

RAG Rating : 2014-15 

performance vs target

Arrow Direction: performance 

vs same period in 2013/14 

Cancer waits - 62 days

Ambuldance Response Times

Please note that CHS have identified 14 Urology patients who have breached 52 weeks and will be reported next month.  

The Trust have identified particular administrative issues and have implemented an action plan to mitigate the risk going 

forward.

NHS Constitution

NHS Sunderland CCG Delivery Dashboard - 2014/15

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

Referral to treatment waiting times for non-urgent consultant-led treatment

Diagnostic test waiting times

Mixed sex accommodation

Mental Health

Please note a change to the RAG Ratings for 2014/15 - No Amber

Urology remains the main pressure for the CCG, particularly at CHS.  CHS have an action plan to deliver 18 weeks by the 

end of 2014/15 which is being monitored as part of the Performance Group at CHS.  The CCG have also allocated 

additional funding alongside national RTT monies to further improve waiting times throughout July and August.  This 

should see an improvement for Urology and a number of other specialties.  Overall admitted performance for the CCG is 

showing improvements on 2013/14.

A&E remains a significant risk for 2014/15 due to continued under performance at CHS, particularly Type 1 performance at 

the main SRH Site.  Due to the consistent performance pressures, the CCG and CHS have instigated weekly escalation 

meetings on a Tuesday which will have representatives from NEAS to discuss actions needed to address the performance 

issues relating to A&E and Handovers.  Staffing and capacity remains an issue and CHS are actively looking at recruitment 

of staff and senior decision makers.  The 3 GP Led UCCs provided by NDUC are now live and early information shows no 

drop off or increase in activity, particularly no impact of the closure of Grindon Lane on A&E.  The BI Team will be 

reviewing this regularly.

NHS Constitution Measures

A&E waits

Cancer waits - 2 week
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Management 

Lead

Executive 

Lead

Latest 

Data

Actual To 

Date

2014/15 

Target To Date

Risk to 

Year End
Comments

1 Potential Years of Life Lost from causes considered amenable to healthcare No new data 2,278 gggggggggggg

6 Health-related quality of life for people with long-term conditions No new data 67.6% gggggggggggg
10 Estimated diagnosis rate for people with dementia Wendy Kaiser Debbie Burnicle Jun-14 - YTD 64.3% 64.0% Rated as amber for year end due to the stretching target of 67% for March. g ggggggg

13 Emergency readmissions to hospital within 30 days Scott Watson Debbie Burnicle May-14 - YTD 11.0%
No new data available.  Work is on-going to establish a flow of information which is aligned to the 

standard national data definition.  Next data will be released in September. ggggggggggg

75 Avoidable Emergency Admissions Composite Indicator (8, 9, 12, 18) Ian Holliday Ann Fox No new data TBC gggggggggggg

19 Patient experience of primary care - GP services Sue Goulding Ann Fox No new data TBC gggggggggggg
20 Patient experience of primary care - GP Out of Hours services Sue Goulding Ann Fox No new data TBC gggggggggggg
21 Friends and Family - Patient Experience of Hospital Care (improvement score) Sue Goulding Ann Fox No new data TBC gggggggggggg

22a Friends and Family test - A&E Response Rate of 15% Achieved? Sue Goulding Ann Fox Jun-14 - YTD 19.2% 15.0%
FFT Response Rate for A&E remains relatively low for A&E.  The CCG have invested 13/14 QP 

monies into improvements at CHS around the response rate. gggggggggggg

22b Friends and Family test - Inpatient Response Rate of 15% Achieved? Sue Goulding Ann Fox Jun-14 - YTD 49.2% 15.0% gggggggggggg

23 Number of MRSA infections for local CCG residents Sue Goulding Ann Fox Jul-14 - YTD 0 0 gggggggggggg

24 Number of MRSA infections in local Hospitals Sue Goulding Ann Fox Jul-14 - YTD 2 0 gggggggggggg

25 Number of Clostridium Difficile infections for local CCG residents Sue Goulding Ann Fox Jul-14 - YTD 31 32 gggggggggggg
26 Number of Clostridium Difficile infections in local NHS FT Sue Goulding Ann Fox Jul-14 - YTD 13 17 gggggggggggg

27 Repeat dispensing as % of all items prescribed Zahra Irannejad Geoff Stephenson Jun-14 - YTD 31.7% 27.5%

SCCG repeat dispensing percentage has increased in Jun-14 to 31.7% and is above the target 

marker of 27.5%. SCCG will continue to work with the MO Provider to support practices in the 

initiation and increased uptake of repeat dispensing
gggggggggggg

28 Prescribing costs per astro pu (distance from SHA ave %) Zahra Irannejad Geoff Stephenson Jun-14 - YTD 8.8% 5.0%

SCCG continues to show variance from the AT and National figures. There has been a decrease in 

SCCG cost per ASTRO-PU for Jun-14, this is replicated with the AT and National figures which have 

also shown a decrease. As a result for Jun-14 SCCG is now at 8.8% variance from the AT figure, and 

17.9% variance to national figures. SCCG MO team will continue to monitor the spend per ASTRO-

PU figures.

gggggggggggg

75a  Medication-related safety incidents - City Hospitals Sunderland Sue Goulding Geoff Stephenson No new data TBC gggggggggggg
75b  Medication-related safety incidents - NTW Sue Goulding Geoff Stephenson No new data TBC gggggggggggg
75c  Medication-related safety incidents - Primary Care Sue Goulding Geoff Stephenson No new data TBC gggggggggggg

56
Proportion of people with depression and/or anxiety disorders with access to 

psychological therapies
Ian Holiday Debbie Burnicle Jul-14 - YTD 4.7% 5.0% gggggggggggg

57 The number of people accessing IAPT who are moving to recovery Ian Holiday Debbie Burnicle Jul-14 - YTD 45.4% 50.0% gggggggggggg

NHS Sunderland CCG Delivery Dashboard - 2014/15

Health Outcomes

2014-15 Trend

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

Director of Public Health

Director of Public Health

Avoidable Emergency Admissions 

CCG Outcome Measures

Commissioners have requested that NTW provide and options/impact appraisal around the impact 

if three proposed areas would impact on their access target.  These range from removing the CPN 

element and removed the LTC element.  Commissions continue to performance manage NTW on a 

monthly basis through a robust action plan which covers robust monitoring of the access times and 

recruitment to key posts amongst other things.  July's access performance improved significantly on 

the previous 2 months.

New indicators - Data is currently being sourced for use within the Delivery Dashboard

Although there have been no community acquired MRSA for this year, CHS have notified 

commissioners of 2 cases, 1 of which are Sunderland residents and 1 is a Durham resident.  These 

have been investigated by the HCAI Improvement Group and the consensus is that more could be 

done.  The CCG have been informed of a further case in August which is currently in the process of 

review and assignment of this will be determined after the clinical review.

C. difficile remains under trajectory for months 1 to 4 for both CHS and the CCG (Community).  As of 

July both indicators also remain below the same period last year showing continued improvement. 

Awaiting data for the composite indicator which is part of the 2014/15 Quality Premium.  Individual 

component indicators are being shown for information purposes.
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Green 4 2

Amber 0 0

Red 1 2

Management 

Lead

Executive 

Lead
Latest Data Actual To Date

2014/15 Target 

To Date
Risk to Year End Comments

70 Number of Elective Inpatient Admissions Scott Watson Chris Macklin Jun-14 - YTD 13,488 13,494 gggggggggggg

71 Number of Non Elective Inpatient Admissions Scott Watson Chris Macklin Jun-14 - YTD 7,702 7,834 gggggggggggg

72 Number of First Outpatient Attendances Scott Watson Chris Macklin Jun-14 - YTD 25,917 23,900 gggggggggggg

74 Number of A&E Attendances Scott Watson Chris Macklin

4 7 , 10 7 4 5 , 2 2 8

70 Number of Elective Inpatient Admissions Scott Watson Chris Macklin Jun-14 - YTD Forecast 55,117 55,156

71 Number of Non Elective Inpatient Admissions Scott Watson Chris Macklin Jun-14 - YTD Forecast 30,488 30,916

72 Number of First Outpatient Attendances Scott Watson Chris Macklin Jun-14 - YTD Forecast 97,637 96,828

73 Number of A&E Attendances Scott Watson Chris Macklin

Activity continues to over perform in 2014/15 despite small 

increase to the trajectory in 2014/15.  Further information has been 

requested from providers which will be reviewed to understand the 

specialty level information.  GP and Other Referrals are also 

showing an increase on the previous year which is being 

investigated.  Some slight growth in attendances at NUTH and 

Gateshead Health and potentially an increase in community based 

services which are covered via block. A refined referrals dataset 

has been requested from CHS NHSFT to understand the levels of 

activity at specialty and source of referral level.  Contractually, first 

outpatient attendances are not showing the same levels of over 

performance so the next step is to understand the areas and 

reasons for growth.

NHS Sunderland CCG Delivery Dashboard - 2014/15

Activity Trajectories

Trend

Activity Trajectories - Full Year Forecast

Activity Trajectories - Year to Date

Activity Trajectories
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Management 

Lead

Executive 

Lead

Latest 

Data

Actual To 

Date

2014/15 

Target To Date

Risk to 

Year End
Comments

80 Delayed Transfers of care from hospital per 100,000 Ian Holliday Jul-14 - YTD 577.20 509.50

Indicative information based on revised submission of the BCF in August.  The 2014/15 trajectory 

represents a 10% reduction on the baseline.  Indicative information for April to July shows and over 

performance against the trajectory per 100,000.  gggggggggggg

Permanent admissions for older people (aged 65+) to residential and nursing care 

homes, per 100,000
Ian Holliday No new data gggggggggggg

Proportion of older people (aged 65+) still at home 91 days after discharge from 

hospital into reablement / rehabilitation services.
Ian Holliday No new data ggggggggggg

81 Total Non Elective Admissions (Payment for Performance) Ian Holliday Ann Fox Jun-14 - YTD 2791.40 2,863.60

This indicator is linked to the non elective indicator. 

gggggggggggg

10 Estimated diagnosis rate for people with dementia Wendy Kaiser Debbie Burnicle Jun-14 - YTD 64.3% 64.0%

Rated as amber for year end due to the stretching target of 67% for March.

gggggggggg

To be developed Ian Holliday No new data ggggggggggg

Patient/Service User Experience

NHS Sunderland CCG Delivery Dashboard - 2014/15

Better Care Fund

Better Care Fund Measures

Local Metric

2014-15 Trend

Delayed Transfers of Care

Total Non Elective Admissions

Admission to residential and nursing care homes

Reablement / rehabilitation services
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Score Rating Green Amber Red Commennts

1 Plan - Year to date (variance to plan and % of YTD allocation) 0.03%

Green

Positive Variance to Plan or 

negative variance <=0.1%

0.1% > variance < 0.5% 

(negative variance)
Negative variance >= 0.5% Based on mth 4 reported position in Non ISFE Return.

2 Plan - Full year (vairance to plan as % of allocation) 0.00%

Green

Positive Variance to Plan or 

negative variance <=0.1%

0.1% > variance < 0.5% 

(negative variance)
Negative variance >= 0.5% Based on mth 4 reported position in Non ISFE Return.

3 QIPP - Year to date delivery 99.2%

Green

>=95% of Plan <95% of plan >=75% of plan <75% of Plan

Based on mth 4 reported position as per Non ISFE Return to Area Team.

Overachievement in Mental Health Schemes offset by under performance in 

Prescribing Scheme.

4 QIPP - Full year forecast 100.0%

Green

>=95% of Plan <95% of plan >=75% of plan <75% of Plan

Based on mth 4 reported position as per Non ISFE Return to Area Team.

Overachievement in Mental Health Schemes offset by under performance in 

Prescribing Scheme.

5
Clear identification of risks against financial delivery and 

mitigations
Mitigations >= risks

Green

Mitigations >= risks

Risks not fully mitigated and, if 

they were to materialise, the 

CCG would not be in deficit or 

would be in deficit up to 1% of 

allocations

Risks not fully mitigated and, if 

they were to materialise, the 

CCG would be in deficit greater 

than the 1% of allocation

Based on mth 4 reported position in Non ISFE Return.

6 Running Costs <=RCA

Green

<=RCA Not applicable >RCA Forecast breakeven for running costs against RCA for mth 4.

7 Underlying recurrent surplus on exit of 2014/15 2.9%

Green

>=2.5% >=0 and <2.5% <0% As per Q1 underlying position return. 

8
Financial Position meets the 2014/15 surplus planning 

requirement
4.20%

Green
>=1% >=0 and <1% <0%

Based on mth 4 reported position in Non ISFE Return. Plans currently in place 

to deliver surplus of £18.99m against allocation of £449.65m.

9
Planned usage of non recurrent headroom funds in line with 

business rules
2.50%

Green
>=2.5% >=1% to <2.5% <1%

Based on mth 4 reported position in Non ISFE Return. Plans in place for 2.5% 

non recurrent headroom in line w ith business rules.

10
BPPC performance - Invoices paid within Better Payment 

Practice Code
98.44%

Green
>=95% >=75% and <95% <75%

Based on mth 4 position reported to Governing Body of CCG. Average BPPC 

achievement across all 4 indicators = 98.44%

11 Cash utilisation
Green

TBC TBC TBC

Indicator

FINANCIAL PERFORMANCE AND MANAGEMENT

SUPPORTING INDICATORS
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Quality premium 2014/15 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: adults, children and young 

people 15% £203,136

↓≥3.2% in the potential years of life lost 

(adjusted for sex and age) from 

amenable mortality in the calendar year 

2014 compared to 2013.

Baseline data for 2013 not 

available until autumn 2014

Detailed definition can be found in the 

technical guidance 

http://www.england.nhs.uk/wp- 

content/uploads/2013/03/qual-

premium.pdf

totals for each gender will 

be directly standardised 

against an England 

standard population for 

2012 and expressed as a 

rate per 100,000 population.

HSCIC Yes £203,136

Domain 2: Enhancing quality of life for people with long 

term conditions

Improving access to psychological  therapies

15% £203,136

Achieve IAPT access levels of at least 

15% by 31 March 2015.  

The number of people who 

receive psychological therapies.

Detailed definition can be found in the 

technical guidance 

http://www.england.nhs.uk/wp- 

content/uploads/2013/03/qual-premium.pdf

The number of people 

who have depression 

and/or anxiety disorders 

(local estimate based on 

the Adult Psychiatric 

Morbidity Survey 2000)

IAPT

Data supplied by 

HSCIC

No £0

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% £338,560

Indirectly Standardised Rate (ISR) of 

avoidable emergency admissions in 

2014/15 ≤ ISR 2013/14

OR

ISR 14/15 < 1,000 admissions per 

100,000 population

Baseline data not available until 

summer 2014

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 2013/14

HES.

Data supplied by 

HSCIC

Domain 4: ensuring that people have a positive 

experience of care.

Friends and Family Test - Patient Experience of Hospital 

Care

15% £203,136

Improved average score achieved 

between 2013/14 and 2014/15 for one of 

the patient improvement indicators.

Awaiting 2013/14 FFT results 

and average score.

CCG should be assured that CHS FT 

have plans to reduce the proportion of 

people reporting a poor experience of 

care in line with the locally set levels of 

ambition. 

UNIFY2 FFT

collection

No £0

Domain 5: treating and caring for people in a safe 

environment and protecting them from avoidable harm.

Improved reporting of medication-related safety incidents

15% £203,136

Improved reporting of medication-related 

safety incidents from specified local 

providers for the period between Q4, 

2013/14 and Q4, 2014/15 and these 

providers achieve the specified 

increase.

AwaitingQ4 13/14 baseline and 

specfied increase.

Reporting is via the 

National Reorting and 

Learning System.  

Further details can ve 

found at 

http://www.nrls.npsa.

nhs.uk/patient-safety-

data/organisation-

L
o

ca
l

Local Priority 1 - Emergency readmissions within 30 days of 

discharge from hospital
15% £203,136

A rate of emergency readmissions of 

11% or less in 2014/15
3,996

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 2014/15. Submitted 

numerator is based on baseline data - 

achievement will be measured using the 

calculated percentage not the submitted 

numerator.

36,316

The number of finished 

continuous inpatient spells 

within selected medical and 

surgical specialties, with a 

discharge date up to the 

31st March 2015. Some 

exceptions as detailed in the 

Outcome framework 

technical definition.

Published by HSCIC

Totals 100% £1,354,240 £203,136

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 14/15
Yes £0

A&E waits 25% -£338,560

≥95% patients seen within 4 hours of 

arrival at A&E (All types) over course of 

14/15
Yes £0

Cancer waits - 14 days 25% -£338,560

100% wait a maximum of two weeks 

(14 days) from urgent GP referral to first 

outpatient appointment for suspected 

cancer, over the course of 14/15.
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 14/15
Yes £0

TOTAL ADJUSTMENT 100% -£1,354,240 £0

REVISED TOTAL £203,136 £203,136

Achievement

270,848

£1,354,240

The CCG manages within its total resources for 2014/15

There are no serious quality failures during 2014/15

Value Measure details

N
at

io
n

al

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 14/15

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 14/15 

mapped in the same way as the numerator.

Total patients with urgent referrals from a GP waiting a maximum of 2 

weeks - calculated by summing data for the 4 quarters of 13/14

Total patients with urgent referrals 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 14/15

Total Category A Red 1 calls resulting in an emergency response arriving at 

the scene of the incident in 14/15

Data Not Yet Available

Data Not Yet Available

Data Not Yet Available
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Item: 10.2 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 
23rd September 2014 

 
Report Title 
 

 
Business Case for the new Integrated MSK 
Service Model 

 
Purpose of report 

The purpose of the paper is to share and seek 
approval from the Governing Body for the 
business case to procure a new integrated MSK 
service, to be commissioned from October 2015.   
This is in line with the CCG Scheme of 
Delegation. 
 
The new model describes an integrated service, 
therefore requiring one rather than 2 providers.  
Referrals will be to a single point of access.  
Referrals are clinically triaged, usually by an 
Extended Scope Practitioner (ESP), with a 
multidisciplinary focus and active consultant 
support.   
 
The integrated service will include community 
assessment and treatment, offering joint 
injections and patient self-management, 
community physiotherapy and integration with 
Secondary Care services including, Trauma and 
Orthopedics (T&O), Rheumatology, Pain 
Management and Podiatry.  It is expected that 
patients and GP Practices will benefit from the 
introduction of training and education, advice 
and guidance and access to other relevant 
services, such as psychology, at an earlier stage 
to improve social functioning and life 
management skills. 
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Key issues, assurances and risks 
 

 
This new service is one of the 10 CCG 
transformation programmes prioritised within the 
CCG Operational Plan for 14/15 -15/16.   
 
The business case will contribute to the agreed 
CCG Cost Improvement Programme, 
contributing £700k.  
 
The business case has been supported by the 
CCG Executive Committee at its August 2014 
meeting.  Comments made in relation to 
safeguarding; quality and controlled drugs have 
been addressed and will also inform the final 
specification. 
 
The cost of the service will be met from the 
budgets already set aside for the current 
service. 
 
The current contracts for the Community 
Physiotherapy and Community Assessment and 
Treatment Service, whilst extended (September 
2015) to allow more time for work on the revised 
service model, were due to come to an end. 
Therefore under European procurement rules 
the services need to go out to tender for re-
provision of services commencing from October 
2015.   
 
This has provided the CCG with the opportunity 
to review the current service to identify whether 
it still meets the needs of the patients.   The 
procurement will be supported by the North East 
Commissioning Procurement Team. 
 
The proposed procurement timetable is from 
November 2014 with aim of awarding the 
contract by March 2015 giving the new provider 
6 months to mobilise before the service needs to 
go live on 1st October 2015.   
 
The new model has been led by a Steering 
Group with GP Executive and Director 
leadership and facilitated by GP Clinical Leads 
and senior management support.  The Steering 
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Group have ensured extensive public and 
clinical engagement as outlined in the business 
case. 
 
 
 

 
Recommendation/Action Required 
 

The Governing Body are asked to: 
 
Note and support the case for a new integrated 
MSK service, to be commissioned from October 
2015.   

Sponsoring Governing Body member  
(where relevant) 

Debbie Burnicle; Dr Val Taylor 

Report Author 
David Robinson 
 

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 Outlined above 

 
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 

Yes the August 2014 Executive Committee 

 
Equality Impact Assessment completed 
(please tick)  

Yes x No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources needed? 
 

 

No the case will contribute £700k to the CCG 
Cost Improvement Programme 

 
Has there been appropriate clinical 
engagement?  
 

Yes in developing the business case and the 
specification via the Executive GP lead, Clinical 
MSK leads; updates and engagement at TITO 
and special GP sessions and engagement with 
existing and potential providers. 

 
Any impact on patient outcomes? 
 

Yes.  In summary to reduce handoffs, ensuring 
patients are seen in the right place, first time 
and reduce waiting times thus improving patient 
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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 

 
 
 
 

Version Date Comments  

GBV1.0 1st September 
2014 

Final Business Case 

 

experience and clinical outcomes. 

 
Has there been member/stakeholder 
engagement if needed?   
 

Yes  
Current Providers via a Kaizen event and 
potential providers via early stages of the 
procurement process signaling potential 
expressions of interest and meetings re the draft 
specification. 
Patient/Public via targeted engagement at 
clinics and special advertised events 
GPs as above 
Neighboring CCGs 
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1. Document Management and Profile 

Project Title Musculoskeletal Service 

Strategic Programme 
Domain Area/s 

Domain 1 Preventing people from dying prematurely  

Domain 2 
Enhancing quality of life for people with 
long-term conditions 

X 

Domain 3 
Helping people to recover from episodes 
of ill-health or following injury 

X 

Domain 4 
Ensuring people have a positive 
experience of care 

X 

Domain 5 
Treating, caring for people in safe 
environment and protecting from harm 

X 
 

Objectives 

Sunderland Clinical Commissioning Group (SCCG) has 
embedded the five national domains within their Operational 
Plans, with various initiatives aligned to deliver the outcome 
ambitions.  This new MSK integrated service will contribute to 
4 of the 5 domains as outlined above. 
 
Sunderland CCG’s vision is to provide better healthcare for all 
delivered through: 
  

 Transforming out of hospital care (through integration 
and 7 day working);  

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

 Self Care and Sustainability.  

At least two of these aims are supported by the new 
sustainable and resilient integrated musculoskeletal service.  
Through the procurement of this service patients can expect 
access to the highest quality healthcare which offers great 

Project Business Case 
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health outcomes, working jointly with Primary and Secondary 
Care and also key linked services such as Mental Health and 
Wellbeing, enabling patients to live healthy and happy lives 
and to have supported self-care.  
 
Through delivery of our transformational programmes we 
expect to make significant progress against the critical 
indicators of success outlined by NHS England.  The new 
MSK service will support the key outcomes and targets as set 
out within the CCG Plan on a Page in particular the service 
will support the improvement of health related quality of life 
for people with long term conditions.  The service will also 
increase the number of people with mental and physical 
health conditions having a positive experience of care outside 
hospital, in general practice and in the community. 
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1. Executive Summary  

The purpose of the paper is to seek approval from the Governing Body for the case for a 
new integrated MSK service, to be commissioned from October 2015.  This is one of the 10 
reform transformations changes for Sunderland Clinical Commissioning Group (SCCG).   
 
The recommendation focuses on an integrated service with referrals to a single point of 
access.  Referrals are clinically triaged, usually by an Extended Scope Practitioner (ESP), 
with a multidisciplinary focus with active consultant support.   
 
The integrated service will include community assessment and treatment service offering 
joint injections and patient self-management, community physiotherapy and integration with 
Secondary Care services including, Trauma and Orthopaedics (T&O), Rheumatology, Pain 
Management and Podiatry.  It is expected that patients and GP Practices will benefit from 
the introduction of training and education, advice and guidance and access to other relevant 
services, such as psychology, at an earlier stage to improve social functioning and life 
management skills.  

2. Project Details 

Service Outline 

1.0 Overview 

Sunderland Clinical Commissioning Group (SCCG) has a vision of an integrated 
Musculoskeletal (MSK) service encompassing Primary, Intermediate and Secondary Care.  
The first key stage in delivering that vision is to improve the community aspect of the 
pathway, ensuring the new community provider develops close working relationships with 
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our main Secondary Care provider, with the aim of reforming the whole pathway in future 
years.   

2.0 Case for Change 
The current Community Physiotherapy and Musculoskeletal Clinical Assessment (MSK 
CATs) contracts are due to terminate on 30 Sep 2015.  This has provided an opportunity for 
SCCG to review the current service with a view to procure a new service that meets the 
needs of the patients.  The current community physiotherapy service is provided via two 
contracts – one with Connect Physical Health Ltd and the other City Hospitals Sunderland.  
The MSK CATs service is provided by Connect Physical Health Ltd. 
 
The need to procure a new service has initially allowed the CCG to progress the feasibility of 
having one provider deliver both the community physiotherapy and MSK CATs service 
across the city – the start of an integrated service. 
 
Whilst in the main patients are satisfied with the current individual services one of the main 
issues that need to be addressed is the management of the patient throughout the 
intermediate service following referral by the GP.  Currently it is felt patients are ‘passed 
around’ the MSK system, are not seen by the right person at the right time, with patients 
often being sent directly to Secondary Care services.  GPs also indicate that communication 
between the patient, GP and MSK services is poor.  
 
The new service model has taken this in to account and the single provider will now be 
required to manage the patient throughout the whole of the MSK pathway up to referral into 
secondary care and any follow up after discharge from secondary care following treatment. 
 
The proposed service model is for an interface service providing a single point of access 
with clinical triage for referrals for all types of MSK assessment, treatment, management 
and onward referral to Secondary Care. 
 
National Evidence Based 
Musculoskeletal conditions (MSK) have significant social and economic impacts and 
encompasses well over 200 disorders affecting joints, bones, muscles and soft tissues.  In 
recent years, as the number of elderly people in the community has increased, the number 
of people with musculoskeletal conditions has also increased. With the UK population aged 
over 50 projected to rise by 32% by 2030, this trend is expected to continue. 
 
Evidence suggests that a service that can provide quick access and effective treatment can 
improve patient outcomes and avoid conditions becoming chronic. Source: the 
Musculoskeletal Framework, DH 2006. 
 
The NHS spends £5.6 billion annually on the management & treatment of MSK conditions, 
which made MSK the 4th highest area of NHS spending in England in 2010/11. With 
approximately 1 in 4 adults affected by longstanding MSK problems, such conditions are 
responsible for up to 30% of GP consultations & are the most common reason for repeat 
consultations with GPs.  It is estimated that nearly 60% of people who are on long-term sick 
leave cite musculoskeletal problems as the reason, including low back pain (reported by 
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about 80% of people at some time in their life). Over 1 in 5 people with MSK disorders 
receive incapacity benefits. 
 
Amongst the conditions included within the MSK group, osteoarthritis of the knee affects 
nearly 40% of those above the age of 70 years. Arthritis is a major problem in UK, an 
estimated 8–10 million people in the UK having arthritis, including 1 million adults below 45 
years, around 12,000 children & around 70% of those older than 70 years. Amongst those 
with arthritis, rheumatoid arthritis affects over 400,000 adults in the UK with around 200,000 
diagnosed with ankylosing spondylitis, and as many as 177,000 having psoriatic arthritis. 
The additional burden on emergency services comes from over 3.5 million calls per year 
relating to MSK injuries or conditions.  4.4 million have moderate to severe osteoarthritis & 
650,000 have inflammatory arthritis, knee pain still remains as being the leading symptom 
amongst all musculoskeletal conditions, with nearly 11.2 million working days lost through 
MSK problems per year.  
 
It has been predicted that increasing longevity, obesity and lack of weight bearing exercise 
will see an increase in the number of patients with MSK conditions in the coming years. 
 
Local Context 
 
Trauma and Orthopaedics* - Within NHS Sunderland CCG, Secondary care spend on 
T&O increased by approximately 8.5% in 2012/13 to that of 5 years ago, driven by 
significant increases in inpatients, particular day cases and elective case mix, increased 
complexity including spines.  Conversion rates in the acute Trusts have been deteriorating 
and there are a large number of possible routes through the system allowing existing triage 
services to be bypassed, thus significant numbers of patients across the CCG are referred 
directly into Secondary Care. 
 
Rheumatology* – Total Secondary Care spend up by 15.5% mainly driven by outpatients 
and follow ups.  It is worth noting that the 8.5% increase equates to £1.7m in Orthopaedics 
compared to the 15.5% in Rheumatology being only £400k.   
 
*Please note this is only items covered by national tariff and those that are activity based.   
 
For more detail on both Local and National context please refer to the Sunderland MSK 
Health Needs Assessment found in section 7 – Supporting Information. 
 
3.0 Service Proposal 
As part of the process of reviewing MSK services a number of strategic core principles were 
agreed to direct any new service model as follows: 
 
•  Improve clinical outcomes for patients 
•  Deliver a community based integrated model of care offering a single point of access to 
MSK services in Sunderland 
•  Reduce waiting times for patients with MSK conditions 
•  Improve access to the Intermediate Service  
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•  Ensure that patients are seen at the right place at the right time by the right clinician 
•  Improve community and intermediate management of MSK conditions to reduce the 
necessity for onward referral to Secondary Care   
•  Improve patient experience and clinical pathways by providing co-ordinated integrated 
care across the whole MSK pathway 
• Develop joint working between the Intermediate, Primary and Secondary Care providers 
and clinicians.   
•  Support patients in managing their condition and develop a self-care management 
approach  
•  Increase use of new and online technologies  
•  Work actively and collaboratively with the CCG to achieve the desired outcomes 
•  18 week referral to treatment (RTT) compliant   
•  Provide access to suitable diagnostics 
 
The service will consist of a single point of access which will receive referrals from Primary 
Care, Secondary Care, Urgent Care Centres and Accident and Emergency within the 
Sunderland CCG health community.   The service is expected to undertake multidisciplinary 
clinical triaging of referrals, led by a Consultant, to determine the most appropriate pathway 
for the patient which may be within the MSK service or achieved by referring outside of the 
service.   
 
One of the major outcomes required of the new service is to reduce the number of referrals 
to the orthopaedic and rheumatology services in secondary care that could be managed 
more appropriately in the intermediate care setting.   
 
Staff expected to be involved in providing the service will include Consultants, GPs with 
special interest (GPwSI), Extended Scope Practitioners (ESPs), and Specialist Nurses.  
These should represent the sub specialties of Orthopaedics, Rheumatology, Physiotherapy, 
Pain Management, Podiatry and Occupational Therapy (OT). 
 
The service is commissioned to ensure that through this multidisciplinary clinical triage 
process the patient pathway can be suitably determined according to their presenting 
complaint to enable the most efficient and effective treatment to be obtained.  For those 
referrals where it is clear that a consultant opinion is required, these are triaged directly to 
the choice team within the integrated service who offers the patients a choice of secondary 
care provider. In cases where the patient has previously been seen in Secondary Care and 
chooses to see the same consultant again, then this referral should be forwarded to that 
named consultant.  This needs to be made clear in the referral letter. 
 
All other referrals will be assessed and managed within the Intermediate Service or directed 
onwards as appropriate.   
 
A comprehensive Intermediate integrated service will incorporate the following: 
• Demonstrable clinical leadership  
• IT infrastructure to support MDT working and allow Choose and Book referrals to and from 
the service.  
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• Direct access to diagnostics.  
• Regular Consultant led MDT meetings 
• Access to other services which would complement patient care: 
   
- Mental Health and Wellbeing 
- Self-management and support groups/voluntary organisations 
- Life skills/return to work  
- Exercise on Referral 
-          Weight Management (where available)  
 
• Both GP and Staff development and training supported by secondary care clinicians 
• Strong clinical governance arrangements  
• Appliances 
 
The provider will work with SCCG and the main Secondary Care provider to develop and 
improve current care pathways demonstrating how they would work together to manage the 
following presentations: 
 
• Back and Neck pain 
• Hip and Knee pain 
• Upper Limb problems 
• Foot and Ankle problems 
• Chronic Pain 
• Osteoporosis  
• Inflammatory Arthritides and Connective Tissue Diseases 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 



12 

 

3.1 Service Model 
 

Single Point of Access

Clinical Assessment for all
MSK related conditions 
including Orthopaedics/ 

Rheumatology/ Pain 
Management

MDT Triage
(GPSI/ Consultant led)

MDT Assessment/ 
Treatment/ Supportive Self 

Management

Community 
Physiotherapy

Orthopaedic 
Upper Arm

Orthopaedic 
Lower Limb

Orthopaedic 
Spine

Orthopaedic 
Foot/ Ankle

Orthopaedic 
Hand/ Wrist

Podiatry

Rheumatology

Pain 
Management

Psychology

Diagnostics
(No Repetition 

of Diagnostics in 
MSK System)

GP
(Facilitated Self 
Management) 

Referral inc 
some 

diagnostics

Referral

Discharge

Inappropriate referrals will be 
managed by the Clinical 

Assessment Service

MSK Intermediate Assessment & 
Treatment Service

(Service to be Commissioned)

Advice &
Guidance

18 Week RTT

Secondary Care
Elective Inpatients

GP Education &
Training

Secondary Care

Local 
Authority/ 

Other Providers 
i.e. Wellness 

Centres & 
Primary Care 

GP Led Walk in 
Centres

Referral

Discharge
Discharge

Communication between all referrers and providers

Discharge

 

The key elements of the service model are: 
1) Referral into a Single Point of Access 
2) Triage 
3) Clinical Assessment 
4) Diagnostics 
5) Treatment, including integrated physiotherapy service 
6) Onward Referral 
7) Discharge 
8) Advice Line 
9) Education (both Patients and Primary Care staff) 
 
The provider will ensure that the patient pathway is tracked at all times to ensure the 
patients are seen and treated within 18 weeks as per national guidance for those who 
require surgical intervention. 
 
Referral 
Referral into the service takes place when a Sunderland patient is directed, with their 
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agreement, to the single point of access.  Referrals to the service from GP practices will be 
made via the national Choose and Book system. 
  
Referrals from Urgent Care Centres and A&E should be received into the service 
electronically with the standard proforma with the consultation notes attached.  As simple 
proforma will be used to avoid duplication of the consultation notes. 
    
Prior to referral, the referring clinician will be expected to have completed a minimum level 
of workup in accordance with accepted best practice.  The specific pathway requirements, 
referral threshold and minimum information required to refer a patient to the service will be 
determined following local engagement as part of mobilisation. 
  
All referrals and communications, both from/to Primary and Secondary Care, are expected 
to be done electronically.  There are to be no paper based referrals or communications.  If 
paper is received the service must return the referral to the referrer.  In the case of an 
emergency or system failure, communications should be faxed to a safe-haven fax.  
It is expected that referrals containing insufficient information to allow triage to occur, or do 
not include the expected information on co-morbidities, past medical history, current 
medications and allergies / adverse reactions, will be passed back to the referrer. 
 
Self-referral  
Self-referral will be allowed for those patients with a recurrence of the same problem within 
6 months of discharge.   
 
Triage 
Triage is defined as a brief clinical assessment that determines the timing, sequence and 
pathway that the referral will take. It is based on a short evaluation of the referral information 
and is carried out by an appropriately accredited clinician.  
The referral undergoes an initial triage within 2 working days from receipt of referral. 
Patients are given information at referral on when and how they can expect to know the 
outcome of the initial triage. MDT discussion will be expected for more complex referrals.   
The outcome of the triage will be recorded on the provider’s clinical information system. 
Once the referral has been accepted, the patient should be contacted to arrange the 
appointment within 5 working days. 
 
Clinical Assessment 
Clinical assessment is the face-to-face meeting between the patient and an appropriately 
accredited healthcare professional at which assessment of the patient’s condition is 
undertaken.  
This stage occurs as soon as practicable following triage and patients should wait no more 
than 2 weeks for an appointment, unless the patient wishes it to be longer.  
 
Diagnostics 
The term ‘diagnostics’ refers to any investigative tests carried out to aid and support the 
identification and extent of the patient’s condition. These tests are requested at the time of 
clinical assessment where agreed as part of the care pathway. 
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The provider will specify in their bid to provide the arrangements that they will put in place to 
provide diagnostic investigations for this service.  
It is expected through local engagement with GPs, the main secondary care provider and 
CCG during mobilisation what work up is to be complete before referral to the single point of 
access.  
 
Treatment 
The provider will be expected to offer a variety of appropriate treatments/ therapy 
approaches in line with national guidance including NICE guidelines. This includes options 
such as hydrotherapy, acupuncture and dry needling. 
Peripheral soft tissue and joint injections (not spinal) will be performed within the service. 
Outcomes for all treatments should be audited. 
 
Onward Referral 
Patients requiring onward referral are directed to the most appropriate clinical service.  
If the patient requires a referral to a secondary care consultant the provider must ensure that 
the patient has been offered an informed choice of provider and is referred onwards using 
the Choose and Book system.  
 
Discharge 
At the point of discharge from the service, a document is produced which includes diagnosis 
and information on assessment, diagnostic tests and treatment carried out, management 
plan and outcomes. This information should be sent electronically to the GP and also to the 
referrer (if not GP) within 7 days of discharge.  The patient should also receive the 
information within 7 days of discharge from the service, unless specifically indicated that 
they do not want to receive this information.  
 
Appliances 
It is expected that the provider will supply low level appliances including: 
• Wrist splints 
• Tennis Elbow Splints 
• Walking Sticks 
 
Patients requiring more complex appliances should be referred to City Hospitals 
Sunderland. 
 
Advice Line (Telephone Line) 
An advice line should be provided for active patients to use to ask non urgent 
questions/advice between appointments.  
The advice line also needs to be available for GPs to ask questions prior to possible referral 
and during the episode of care.  A secure email address should also be available for GPs. 
 
The advice line should allow patients and GPs to leave a brief message and contact number 
or secure email address.  The patient or GP must be contacted within 2 working days with a 
response to their query.  The response to the query should come from their named clinician, 
where possible and appropriate, to give continuity of care any verbal advice should be 
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recorded in the patient notes.  
 
Education (Promotion of self-care, education to patients and primary care staff)  
The provider will work with patients and GP Practices/primary care to increase knowledge 
and understanding on MSK conditions.  This will include support to improve self-care and 
self-management including:  
- Support/education and written information regarding their condition and self-
management 
- Patients will be given an explanation of their condition and advice about management 
options which will be discussed with them. 
-          Help to overcome barriers patients may have to take more responsibility to manage 
their own conditions. 
 
Location and Access of Service 
The service will be responsive to the needs of patients, and this should be reflected in the 
locations, frequency and timings of clinics.  We would expect the locations to be based on 
the Sunderland CCG locality structure (5 localities); however this does not restrict individual 
patients being seen ‘cross locality’. 
 
Sunderland CCG encourage the use of the Primary Care Centres, listed below, as the four 
of them have X-ray facilities on site and two of them are co-located with Fitness and Health 
facilities, while the CCG also has to pay for any voids in the centres. 
 
• Bunnyhill Primary Care Centre 
• Houghton Primary Care Centre 
• Washington Primary Care Centre 
• Grindon Lane Primary Care Centre 
• Riverview Health Centre 
 
Days/hours of operation 
We expect the service to be responsive to the needs of the patients in when appointments 
are available.  The CCG are flexible around this and is to be agreed at mobilisation.  
 
GP telephone/email advice/guidance from a Consultant / GPwSI / Senior Physiotherapist is 
expected to be available and we expect queries to be answered within 2 working days.  
 
Interdependencies  
The service will be dependent on referrals from GPs in Sunderland and the development of 
good working relationships with the CCG, its member practices and local hospitals and 
established community service providers.  It’s expected that the provider works 
collaboratively with stakeholders in the local health community and develop shared care 
pathways and joint working across the sectors.  
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Strategic Alignment 

 
The CCG have embedded the five national domains and related health outcomes within its 
strategic and Operational Plan, with various initiatives aligned to deliver the agreed outcome 
ambitions.  The procurement and mobilisation of the new integrated MSK assessment and 
treatment service will contribute to 4 of the 5 domains as outlined below. 
 

Domain 1 Preventing people from dying prematurely  

Domain 2 
Enhancing quality of life for people with long-term 
conditions 

X 

Domain 3 
Helping people to recover from episodes of ill-health or 
following injury 

X 

Domain 4 Ensuring people have a positive experience of care X 

Domain 5 
Treating, caring for people in safe environment and 
protecting from harm 

X 

 
The CCG has three strategic objectives and this case for change will clearly support delivery 
of at least two or the three: 

 Transforming Out of Hospital Care through integration and 7 day working 

 Enabling self-care and Sustainability 
 

Options Analysis 

The current contracts for the Community Physiotherapy and MSK CATs services come to an 
end in September 2015.  Therefore under European procurement rules the services need to 
go out to tender for re-provision of services commencing from October 2015.  This has 
provided the CCG with the opportunity to review the current service to identify whether it still 
meets the needs of the patients.   
 
In consideration within this context, the following options for the service are proposed to the 
Executive Committee for decision; 
 
Option one – Do nothing – i.e. do not procure a service 
Risks Pros 
Increased activity to Secondary Care  
Increased waiting times (fail to meet 18 week 
RTT) 

 

Decreased patient satisfaction  
CCG may fail to deliver the patients’ 
constitutional rights e.g. access to services 

 

CCG becomes an “outlier” for activity and fails  
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to deliver on key aspects of assurance 
framework 
Based upon current contracting arrangements, 
services become increasingly expensive to 
deliver under tariff arrangements 

 

No Community Physio service  
 
Option two - Procure the same service using the existing service specification 
Risks Pros 
Multiple entry points causes confusion  Patient satisfaction for those who do not need 

to move to the intermediate service 
Excessive Assessment – patients feel ‘messed 
around’ by the Physio Service 

Self-referral to Physiotherapy  

Duplication of appointments due to not seeing 
right clinician first time 

 

Lack of consistency/continuity of care  
Variation in clinical awareness and support – 
focus on specific condition rather than look at 
the ‘whole’ patient 

 

Late and poor quality feedback to patient and 
General Practitioner 

 

Overuse of diagnostic imaging  
 
Option three – Develop an intermediate service which is more integrated and 
maintains an effective interface with secondary care service provision and is 
accountable for the management of all patients within the MSK pathway 
 
Risks Pros 
Delay in mobilisation means no 
service in place by October 2015 

Ensure that patients are seen at the right place at the right 
time by the right people 

 Improve patient experience and clinical pathways by 
developing joint working between the community Provider, 
Primary and Secondary Care providers/clinicians 

 Improved clinical outcomes for patients  
 Reduction of hand offs between services 
 Reduce unnecessary referrals to Secondary Care  
 Reduce waiting times for patients with Musculoskeletal 

conditions 
 CCG delivers equity of service across the City 
 CCG able to reduce budget for service as less overheads 

and hand offs 
 CCG delivers improved quality of service 
 Support patients managing their condition and develop a 

self-care/management approach 
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Procurement and Contracting 

The service will go out to open tender in the light of the available providers in the market and 
the contact level.  The tender will be from October 2014 with aim the of awarding the 
contract by March 2015 giving the new provider 6 months to mobilise before the service 
going live on 1st October 2015.  There will be one provider providing this service from 
October 2015. 

Key Assumptions to Deliver Success 

Key assumptions are that the intermediate service will be fully integrated and that GPs will 
refer all MSK patients into the single point of access.  Other assumptions include: 
- the expectation on the new provider to liaise effectively with primary and secondary care, 
working together to enable an integrated service through a single point of access 
- that the contract value is sufficiently attractive to potential providers. 
 

Stakeholders 

The engagement of stakeholders is key to the success of the redesign of the new MSK 
service.  Engagement with the Public/ Patients, SCCG Executive, current providers, 
neighbouring CCGs and Primary Care has taken place from early June 2013.    
 
In June 2013 MSK leads from SCCG met with MSK leads from all North East CCG’s to 
discuss a group wide model.  The outcome of this session was that all CCGs were at 
different stages within MSK contracts and so for some CCGs the development of a new 
model was more urgent than others. 
 
SCCG hosted a development workshop with current providers in November 2013 to review 
the current pathway and all the current issues associated with the current model.  This was 
essential in helping to inform a new model. 
 
In early 2014 we had the first of a number of planned sessions with the public to ensure their 
involvement in the development of the new service.  Engagement events were held toward 
the end of April 2014 with the GP commissioning leads from each practice to identify what 
outcomes they would expect from a new integrated MSK service.  GPs have been regularly 
updated on the progress of the model at TITO updates and a further session with over 35 
GPs was held at the June TITO session where we described the model in more detail.  A 
further event for GPs was held shortly after that for any GPs that had further queries 
following the TITO session. 
 
Further events with the public on consolidation of the new model occurred throughout June 
and July, with over 80 patients attending the current service being asked their opinion on the 
model and key service outcomes.  
 
In July we held a series of Request for Information days (RFI) with potential providers.  We 
had 8 providers commenting on our model and 7 attended the RFI event.  All of the potential 
providers suggested the model was appropriate, with some suggesting areas for 
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improvement, which have been considered for the final specification.  
 
Through extensive engagement we have understood that whilst patients and GPs reported 
that each individual service is satisfactory, issues persist in the flow of patients around the 
whole MSK system and also the lack of information back to the GPs regarding the patient 
outcomes.   
Access to individual services are good, however, key findings include: 
 

 Multiple entry points causes confusion 

 Excessive Assessment – patients feel ‘messed around’ by the Physio Service 

 Lack of consistency/continuity of care 

 Variation in clinical awareness and support – focus on specific condition rather than 
look at the “whole” patient 

 Lack of patient outcomes feedback to GP  
 
 

Benefits and Outcomes   

The integrated MSK pathway will improve the quality and reduce cost across the entire 
pathway whilst providing more integrated and more co-ordinated care in the centre of the 
pathway itself.  Enhanced quality, outcomes and reduced cost is delivered by 
commissioning a single integrated provider who has expertise of integrated pathways and 
understands how other providers, linked to MSK pathways, should work together to deliver 
enhanced outcomes for the patient 
. 
The integrated single point of access will support the delivery of quality primary and 
community care, providing multidisciplinary specialist MSK services and referring the patient 
on to more specialist care, including acute trusts, voluntary and independent sector 
providers, as required.  This would include better clinically led referral and demand 
management than the present approach. 
 
Improving quality and reducing variation is one of the primary aims of this approach. 
However delivering the agreed contribution to the CCG Cost Improvement Programme 
aimed initially at reducing waste in the integrated model, which will in turn support a 
reduction of unnecessary Secondary Care referrals and bringing overall MSK spend in line 
with national and regional benchmarking, is also a core benefit.  It is an essential 
requirement that the provider is responsible for undertaking the assessment function across 
clinical pathways, to undertake effectively the coordination of care.  
 
SCCG will monitor outcomes delivered by the provider on a regular basis to ensure the 
approach delivers enhanced clinical outcomes, improved patient experience and improves 
cost control. Monthly performance indicators will be agreed and reported so that any clinical 
quality issues and overspend can be quickly identified, and discussed openly with CCG, and 
plans put in place to manage the variance agreed at the earliest opportunity. 
 
Any additional savings made over and above the agreed financial targets which are a saving 
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of £700k recurrently, will be reinvested in patient care, with investment suggestions, being 
led by the provider as a key incentive and agreed with the SCCG. 
 
The projected cost reduction is predicated on GP referrals to Secondary Care, instead being 
referred and triaged by the single point to determine the most appropriate place first time.  
The integrated team will treat patients in the community wherever possible, and will refer 
patients to acute care where appropriate.  Additionally, ensuring the cost of diagnostics 
(currently £350k per year) is included in the overall cost of the service would ensure 
efficiencies in the system and a reduction of unnecessary diagnostics carried out by the 
provider. 
 
The detailed payment mechanism, including any implications of not meeting KPIs, will be 
further developed in the contracting and mobilisation phase. 
 
There may be some scope for further challenge and renegotiation within the contract with 
regard to the cost of the new service and integrating other MSK related services, such as 
integrating Podiatry into the community model and away from Secondary Care. 
 
A detailed breakdown of cost, activity and capacity is attached within section 6 (Finance). 
 
Service Outcomes 
The outcomes expected from the service are as follows: 
 

 Reduce activity from acute hospital care to a community setting  

 Improved patient experience with at least 80% of patients ‘very satisfied’ in achieving 
goals set at initial assessment 

 Reduce waiting times for patients with Musculoskeletal conditions 

 Reduce health inequalities by improving access to the service 

 Reduce the number of hand offs by getting the patient to the right person at the right 
time. This will be achieved with 100% of referrals going to the single point by year 3. 
 

General Outcomes 
• Promote better MSK health and wellbeing for the population of Sunderland. 
• Improve clinical health outcomes and patient quality of life  
• Demonstrate continuous development and improvement of the service 
 
Patient Specific Outcomes 
• Patient experience: To achieve a target of 80% of patients ‘very satisfied’ in achieving 
patient identified goals set at the start of the initial assessment 
• Improved patient quality of life/pain/function, measured by validated scoring tools 
• Treat patients in a location convenient to them 
• Implement self-management strategies for patients with MSK conditions 
• Provide the patients with the most relevant and up to date information to enable them to 
manage their condition more and to ensure that they have a copy of their letter   
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Service Specific Outcomes 
• Ensure patient pathways are appropriate to the patients’ needs and as streamlined as 
possible 
• Develop a single point of access (SPA) for patients with MSK conditions, with 100% of 
referrals going to the SPA by year 3 
• Use a MDT approach, ensure early signposting to other services and the appropriate 
requesting of diagnostic tests 
• Utilise episodes of care dashboard (patient data set) 
• Continually develop and update pathways appropriately for MSK conditions taking into 
account new developments  
• Proactively assess and address any relevant co-morbidities which would enhance the care 
of the MSK condition 
• Liaise with and utilise other specialist providers, for example Mental Health and Wellbeing, 
Exercise on Referral  and Weight Management (where available) 
• Ensure investigations (e.g. MRI) are reported in a maximum of 2 weeks and the results 
and their implications are communicated to the patient and Primary Care provider  
• All clinical systems used must interface with current GP and Secondary Care clinical 
systems, including Choose and Book (provider and referrer) 
• Provide a named Senior Healthcare Professional who is responsible for individual patient 
care 
• Have regular MDT clinical meetings with the aim of reducing hand-offs between services 
and dissemination of knowledge and good practice  
• Maximise use of non-surgical interventions for patients where these are considered to offer 
patients optimal health gain 
• Demonstrate the appropriateness of onward referral to Secondary Care and the use of 
diagnostics, duplication of diagnostics is to be avoided at all costs  
• Work in collaboration with the CCG to develop referral guidance 
• Provide regular information/data to support the service, SCCG and practices to monitor 
demand and to enhance the management of patients through the service and the pathways. 
• Report, monitor and act on clinical incidents in a timely and appropriate manner 
• Actively engage in research 
• Actively encourage lean thinking within the service, driving out waste adding value for the 
patient, provider and CCG.  
 
Primary Care Interface  
• Provide General Practitioners with the most relevant and up to date information to assist 
them to manage their patients condition  
• Provide a point of contact for General Practice for advice and guidance during practice 
opening hours 
• Regularly collect General Practitioners feedback on the service and show an appropriate 
timely response to any dissatisfaction 
• Communicate patient related information appropriately and effectively with Primary Care in 
a timely manner 
• Be aware of the skills available in Primary Care and utilise them appropriately  
• Providing ongoing clinical education and training in both the service and Primary Care 
setting 
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• Up skill General Practice in MSK conditions through the above training and education 
 
Secondary Care Interface 
• Ensure patient choice at the point of onward referral to secondary care or more specialist 
services 
• Reduce the number of referrals to all MSK associated departments in Secondary Care 
where the patient’s condition does not require that level of treatment or intervention 
• Ensure Consultant-to-Consultant and re-referrals are kept to a minimum due to more 
effective assessment and treatment processes. 
 

Key Performance Indicators 

 
The KPIs will be developed based on the following areas deemed as important aspects of 
the new model 
 

 Numbers of referrals to single point of access (vs that of direct referrals to Secondary 
Care) 

 Patient/Service Outcomes (including Quality of Life and reduced hand offs) 

 Patient Experience/satisfaction 

 Onward referrals to Secondary Care/ Reduced Secondary Care activity  

 Expenditure 

 Avoiding repetition  

 Education 

 Response to advice line 
 
The KPIs along with the baseline and targets will be agreed in the specification by the MSK 
Steering Group prior to going to tender. 
 

Quality and Safety 

The Provider must hold CQC registration  
 
The provider shall deliver the services in accordance with good practice and shall comply 
with the standards and recommendations: 

 Issued by NICE  

 Issued by any relevant professional body and agreed between the commissioner and 
provider  

 From any audit and SUI and Adverse Incident reporting including the reporting of 
such to the commissioning CCG 

 Included within locally or national tariff funded NSFs, agreed Integrated care 
Pathways and agreed shared protocols and guidelines  

 
The operational systems will support the following principles:  

 Clear lines of responsibility and accountability  

 A programme of quality improvement activities  
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 Clear policies aimed at managing risk and procedures to identify and remedy poor 
professional performance 

 
The provider will ensure quality policies and processes are in place to include:  

 Quality lead 

 Incident reporting (including any Serious Incidents)  

 Infection control (including any audits) 

 Managing CAS alerts  

 Quality assurance (including CQUIN scheme if appropriate) 

 Compliance with local and national standards including NICE and NSFs  

 Compliance with locally and nationally agreed clinical audits  

 Sterilisation and infection control 

 Complaints 

 Safeguarding 

 Patient Feedback (patient experience of the service)  
 
Adequate and appropriate equipment should be available for the clinician to undertake the 
procedures chosen and also include appropriate equipment for resuscitation. 
The provider will ensure there is a Business Continuity Plan, so if there are problems with 
clinic location or staffing, IT etc. patients can still access the service. 
 
Significant Event/Incident Reporting 
Most problems affecting patient safety occur as a result of weakness in systems and 
processes, rather than the acts of individuals.  The provider must ensure that incidents are 
reported, investigated and analysed appropriately so that suitable lessons are learned and 
action follows.     
The provider must have a system for collecting data on adverse incidents.  Adverse 
incidents should include, but are not limited to, incidents relating to: 
 

 Patient complaint 
 Medication related events 
 Clinical related events 
 Diagnostic related events 
 Administrative events 
 Any other relevant incidents 

 
The provider must have a system in place to analyse the type, frequency and severity of 
adverse incidents, in a systematic and detailed manner.  The detail must be shared with the 
CCG for assurance and to ascertain any lessons learned about the quality of care and to 
indicate changes that might lead to future improvements. 
 
The provider must have a culture that encourages and supports staff to report adverse 
incidents.  There are three types of adverse incidents that should be reported: 

 Incidents that have occurred 
 Incidents that have been prevented/’near misses’ and 
 Incidents that might happen 
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The provider should be committed to learning from adverse incidents to improve the quality 
of care for patients. 
 

3. Impact Assessments 

Equality Impact 

The integrated service will promote patient choice and provide more equitable access within 
the whole of Sunderland.  Tackling health inequalities will be embedded in both the service 
specification and contract. 
 
Please see appendix F 

Summary Activity Impact 

Please see section 6 – Finance 
 

Infection Control 

This will assessed as part of the procurement process.   
The provider will comply with national standards and guidelines where appropriate in 
relation to: 

 Infection Control Policies 
 Policies associated with use and decontamination of equipment and medical devices  
 Handle, administer and store medicines in a safe way according to policy and 

guidance 
 Handle, transport and dispose of waste according to policy to minimise risks to staff 

and patients  
 Apply best practice to assessing and managing risks to patients and staff 
 Relevant NPSA and MHRA safety guidance / alerts 
 Health and Safety standards 

Prescribing 

The Provider should have clearly defined processes (including policies and procedures) for 
obtaining and storing medication and for management of medicines, which includes 
prescribing, dispensing, preparation, administration and monitoring (including adverse drug 
reactions) where applicable.  An audit trail should demonstrate that this is the case. 
 
Depending upon the medication, the provider will supply or provide no more than 28 days of 
medicines.  The provider will either review the patient or refer the patient back to their GP for 
further management.  Providers should follow relevant SCCG prescribing strategy, policies 
and guidelines. 
 
All prescribers should be suitably qualified to prescribe and be registered with a regulatory 
body.   
The provider will be responsible for ensuring that all prescribers, including NMPs, maintain 
their competencies in prescribing. 
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Should ‘Emergency Drugs’ be used by the provider there should be systems and processes 
in place to ensure that medicines are handled and stored correctly and that there is an audit 
trail that demonstrates that this is the case. 
 
The provider will pay for the cost of injections. 
   
Clinical Care, Governance and Risk Management 
1. The Provider should be registered with CQC and have systems and processes in place to 
develop, approve and implement PGDs.  Copies of PGDs should be provided to NHS 
Sunderland CCG 
2. The Provider should regularly audit all medicine management processes (prescribing, 
dispensing, preparation, administration and monitoring) and provide the outcome to SCCG.  
3. The Provider should have a system in place for the safe and appropriate disposal of 
unused medicines where applicable 
4. The provider must have a policy for collaboration with the Pharmaceutical Industry which 
complies with relevant national NHS guidance and ABPI guidance and is approved by 
SCCG or work within SCCG policy. 
5. The provider is required to have an incident reporting policy approved by SCCG or to 
work within SCCG policy.  All medication incidents (and near misses) must be reported via 
SCCG Incident reporting system 
6. If Controlled Drugs (CD) are utilised within the service the provider must be able to 
demonstrate adherence to national drugs guidance and policies.  All Controlled Drugs (CD)  
incidents must be reported to the CD Accountable Officer 
 

Safeguarding   

The provider must consider and implement any appropriate recommendations from current 
or future reports, including, for example, Francis 2 and Compassion in Practice (6C’s). 

Workforce Impact 

This will be assessed as part of the procurement process 

4. Project Risks, Issues or dependencies 

The project risks, issues and/ or dependencies will be identified and managed through the 
procurement process.  Please see Appendix E. 
 
Current Risks include: 
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Risk Likelihood  Impact Total Actions 
Not reaching 
agreement with 
potential 
providers on the 
final desired 
model, due to, in 
the main, the cost 
envelope, and 
providers not 
being able to run 
the service at the 
required costing 
levels. 
 

2 3 6 Through RFI process some 
providers suggested costs were 
too low, further conversations 
taken place with Finance and 
Contracting in relation to activity 
and finance forecasts 

Use of buildings 
(encourage use 
of PCCs) 

1 4 4 Discussions required with PropCo 
at an early stage.  Although 
premises will be a provider 
responsibility, assurance on this 
should be part of the selection 
process  

Delay in 
recruiting staff for 
the new service 

3 4 12 Agency Physio etc. could be 
employed in the short term.  This 
is a provider risk and would be 
part of the selection process 

GPs do not use 
the single point of 
access and 
instead continue 
to refer direct to 
Secondary Care 

2 3 6 Agree with new provider 
communications plan, including 
visiting all GP practices to make 
them aware of new service.  
Clear pathway should be 
communicated, including referral 
criteria and proforma information 
required.  Explore rejecting of 
referrals which have not come to 
the single point.  The CCG can 
support this risk by the use of a 
local incentive scheme.  
Facilitate on utilising Choose and 
Book system. 

The model does 
not meet the 
required financial 
savings 

3 4 12 Monitor KPIs and monthly 
performance to ensure provider is 
delivering to agreed levels. 
Penalties in contract/incentives, 
for example reinvestment in 
service if reaching targets. 
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5. Project Plan 

Please see Appendix N 

6. Finance 

 
The current service is provided by two providers and costs £1,955k per annum including 
diagnostics (based on 2014/15 forecast outturn).  The revised service specification is 
anticipated to result in increased referrals going into the single point of access leading to a 
greater number of MSK activities in the intermediate service.  It is anticipated that a new 
integrated service will be a more efficient and effective service and the required financial 
envelope has been set at £1,751k per annum producing savings of £204k per annum.   
 
In addition it is proposed to allocate £100k each year for 3 years to encourage the winning 
provider to ensure referrals go into the single point of access and reduce unnecessary 
referrals into secondary care.  This approach should then over time result in recurrent 
savings of an additional £503k per annum from reduced secondary care costs.  We have 
prudently assumed the secondary care savings may take up to three years to realise in our 
CCG Cost Improvement Programme – however it is intended that the careful allocation of 
the £100k incentive monies will fast track these savings.  
 
Please see appended documents below: 
 
Appendix 1 – MSK Tender - Executive Summary of Potential Savings 
 

 

 
 

 

 
 

Summary of Financial Implications of Project 
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Please see above and below 

Proposed Start Date: Timescale: 

Resources Required 
£000s Recurrent 

£000s 
Notes 

Yr. 1 Yr. 2 Yr. 3 Yr. 4 

Staff       

Non-Staff incl. Set Up       

Overheads       

Capital Charges       

Capital       

Total Costs 1851 1851 1851  1751 

Tender Envelope 
to include 100k 

non rec 
performance fund 

Planned Savings £000s 
Recurrent 

£000s 
Notes 

(Gross Savings)  304 561 607  707 

£204k savings on 
service cost & 

£503k anticipated 
secondary care 

savings 

 

 



 NHS Protect  
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Work Programme Risk Register (MSK Programme) 

         
Ref Risk Type Description Likelihood Impact  

Risk level 
(initial) 

Controls in 
place 

Residual 
Risk 

Opened 
Review 

date 
Lead 

1 

Business 
Objective/ Projects 

Not reaching 
agreement with 
potential providers 
on the final desired 
model, due to, in 
the main, the cost 
envelope, and 
providers not 
being able to run 
the service at the 
required costing 
levels. 
 

2 3 6 

Managed 
during 
Procurement 
stage 

 May 
2014 

Nov 
2014 

David 
Robinson 
Dave 
Chandler 

2 
Business 
Objective/ Projects 

Use of buildings 
(encourage use of 
PCCs) 

1 4 4 

Managed 
during 
Procurement 
stage 

 May 
2014 

Nov 
2014 

David 
Robinson 
Dave 
Chandler 

3 

Human 
Resources/ 
Organisational 
Development/ 
Staffing 
Competence 

Delay in recruiting 
staff for the new 
service 

3 4 12 

Managed 
during 
Procurement 
stage 

 May 
2014 

Nov 
2014 

David 
Robinson 
 

Appendix E -Risk Template 
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4 

Human 
Resources/ 
Organisational 
Development/ 
Staffing 
Competence 

GPs do not use 
the single point of 
access and 
instead continue to 
refer direct to 
Secondary Care 

2 3 6 

Managed 
through the 
MSK Steering 
group and 
supported by 
the CCG 
Executive 
(LIS Scheme) 

 Nov 
2014 – 
to 
service 
start 
date 
and 
beyond 

 David 
Robinson 

5 

Business 
Objective/Projects 

The model does 
not meet the 
required financial 
savings 

3 4 12 

Managed 
during 
Procurement 
stage 

 May 
2014 

Nov 
2014 

David 
Robinson 
Dave 
Chandler 
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Directorate: Commissioning and Reform Service: Integrated MSK Service Model Date of assessment: 24/07/14 

 

Piece of work being assessed: Service specification for new community MSK service model 

 

Aims of this piece of work:  

The integrated MSK service with a single point of access will include community assessment and treatment service 
offering joint injections and patient self-management, community physiotherapy and integration with Secondary Care 
services including, Trauma and Orthopaedics (T&O), Rheumatology, Pain Management and Podiatry.  It is expected 
that patients and GP Practices will benefit from the introduction of training and education, advice and guidance and 
access to other relevant services, such as psychology, at an earlier stage to improve social functioning and life 
management skills. 

 

Name of lead person: David Robinson Other partners/stakeholders involved:  

 

Who is intended to benefit from 
this piece of work? 

Patients within Sunderland CCG who have/may develop a MSK condition.  Sunderland GPs and 
Secondary Care providers will also benefit from the changes to the current system. 

 

Single Equality 
Scheme strand 

Baseline data and research on the population that this piece of 
work will affect 
What is available? What does it show? Are there any gaps? 
Use both quantitative and qualitative research and user data 
Include consultation with users if available 

Is there likely to be a differential impact? 
 
Yes or no 

Gender  Patients will not be affected regardless of gender.    
 

No 

Race 

Patients will not be affected regardless of race.  The Provider should 
have systems, procedures and policies in place to demonstrate 
evidence of action taken in-year to ensure the service is accessible to 
vulnerable groups being able to respond to age, culture and disability 
and gender sensitive issues regarding accessibility. 
 
 

No 

Appendix F –Equalities Impact Assessment Template 
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Disability 

Patients will not be affected regardless of disability.  The new service 
provider will need to address the needs of those with a disability 
including behavioural challenges and communication problems/levels 
of understanding. (all patients aged above 16 years). 
The provider should consider sensory, physical and cognitive  
impairments  
 

No 

Sexual orientation Patients will not be affected regardless of sexual orientation 
No 

No 

Age 

Services will be required to address needs of all age groups from 16 
years and above. 
The provider will need to take into account the age of service users 
and the communication offered, for example telephone/email. 
 

No 

Religion/belief 
 

Patients will not be affected regardless of religion/beliefs No 

Human Rights Patient Human Rights are not expected to be affected 
 

No 

 
 
 

Strand Issue Action required 
How will you measure the 
impact /outcome? 

Timescale Lead 

 None N/A    
      

      

      

      

Appendix G –Equalities Impact Assessment Action Plan 
Template 
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Appendix M - Prescribing Impact Assessment Template 
 

Prescribing Impact Assessment Template 

Prescribing Criteria Response 

1 Will your service require access to 
medicines? Describe How patients will 
access their meds. 

Yes. 
Patients will be supplied treatments via 
PGDs or prescribed drugs 

2 How will you ensure that your medicines 
are used in an evidence based, cost 
effective way which complies with national 
and local guidelines? 

PGDs and prescribing guidelines will be 
developed in line with any relevant NICE 
guidance, local formularies and 
guidelines including those specific to 
SCCG. 

3 Does the service require a medicines 
policy/standard operating policy that 
covers the procurement, storage and 
supply administration of medicines? If yes 
please provide relevant information.  

Policies will be developed and made 
available to the commissioner to cover 
the procurement, storage and supply 
administration of medicines. 

4 How will you ensure that you will be using 
a care pathway/prescribing guidelines that 
have been approved by an appropriate 
SCCG Committee? 

Policies will be approved by the provider 
for use internally.  Where appropriate, 
guidance may be sought from the SCCG 
Medicines Optimisation Team 

5 Does the service prescribe drugs, 
medicines, appliances? 
If YES go to 6 
If NO go to 17 

Yes 

Prescribing 

6 
 

Will the service require access to 
prescriptions? 
The service will require a prescriber code 
allocated by the PPD. This should be 
ordered from the Medicines Optimisation 
team at least two months before the 
service commences.  
The following information is required:  
Name of the service  
Contact Details: Address & Phone  
Number  
Budget 
List Size 

Yes 
Details required will be forwarded to the 
Medicines Optimisation team 
 
 
 
 
TBC (provider details required) 

7 
 
 

Who will prescribe in the service i.e. GP, 
Independent Nurse Prescriber, 
Independent Pharmacist Prescriber, 
Supplementary Pharmacist, Prescriber, 
Non-medical professionals  (Give Details) 
Consultant? 

TBC (provider details required) 

8 What qualifications will the service 
providers who prescribe have? 

TBC (provider details required) 

10 How will you ensure that all non-medical Provider to provide assurance to SCCG 
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prescribers have up to date prescribing 
declarations for the service? 

11 What arrangements have you in place to 
ensure that all your prescribers are 
covered by appropriate indemnity 
insurance? 

Provider to provide assurance to SCCG 

12 How many patients does the service 
expect to prescribe for in 12 months? 

David to add this 

13 Describe how your work will impact on 
prescribing costs? 

Prescribing costs are included in the 
funding for the service.  Therefore no 
additional impact is envisaged. 

14 What is the estimated expected yearly 
spend on prescription medicines, and 
appliances for the service? 

The prescribing costs are within the 
budget for the service 

15 Where is the money sourced from to fund 
prescribing costs of the service? 

David Chandler 

16 What provision is there in the event of the 
service prescribing budget being 
overspent? 

Expenditure will be monitored on a 
monthly basis.  Any predicted overspend 
will be borne by the provider.  
Expenditure will be monitored within 
contract monitoring process. 
 

PGDS 

17 Will medicines be supplied by non-
qualified health professionals without the 
instructions of a qualified provider? 
If NO go to 23 

 

18 Will the service be using patient group 
direction(s)? 

Yes 

19 Will the service need any PGDs to be 
written? If yes, describe how they will be 
written and approved (systems & 
processes) 

Provider will be registered with CQC and 
will therefore have the authority to 
develop and authorise PGDs.  PGDs to 
be available to SCCG prior to mobilisation 

20  Which health care professionals will be 
working to PGDs?  

TBC by provider 
 
Provided within funding for the service 

21 Please describe how the drug budget has 
been identified for this service? 

 

22 Will there be a need to order pre-packs of 
drugs for use within the service?  
If so, please state the following:  
Drug name and pack size 
Mechanism of supply 
Name and address of approved supplier 
Name of the person responsible for 
ordering drugs 

 
 
 
 
To be confirmed by provider 
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Anti- Microbial 

23 Does the service require the prescribing or 
supply or administration of antimicrobials?  
If YES go to 24 
If NO go to 25 

No 

24 Have you antimicrobial prescribing policy 
that meets the requirements of the Health 
Act or complies with SCCG policy?  
How will you ensure this is kept up to date? 

 

Controlled  Drugs 

25 Will the service be prescribing or supplying 
controlled drugs?  
If YES go to 26 
If NO go to 29 

No (if yes details to GP provided by provider 

26 State the controlled drugs to be prescribed 
or supplied and the indication of the 
prescribing? 

 

27 Will your service have a controlled drugs 
policy/Standard operating procedure? 

 

28 Are you required to complete an annual 
declaration of compliance with controlled 
drugs legislation and allow for inspection of 
premises? 

 

Assurance 

29 Do you have a standard operating 
procedure for reporting all incidents and for 
reporting all medication incidents to the 
Local Area Team? 
Please provide a copy of the policy 
attached as Appendix to the Business Case 
at submission. 

Copies to be provided by successful 
provider 

30 Please list and describe how you will 
adhere to any NPSA guidance and how 
you will identify and respond to any future 
NPSA alerts? 

Procedures to be developed by provider, 
documentation submitted to SCCG 

31 How will you audit your use of medicines 
and / or prescribing? 

To be confirmed by successful provider. 
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Appendix N 
 

Task ID Task Description Owner Key Milestone?* Start date End date Status

MSKTask001 
SoTW CCGs meeting to discuss MSK Provision 

David Robinson/Val 

Taylor No
25/02/2013 01/03/2013

Completed

MSKTask002
Visioning/Scoping Event with CCGs

David Robinson/Val 

Taylor No
22/04/2013 26/04/2013

Completed

MSKTask003
Market Engagement Event to gather views of providers

David Robinson/Val 

Taylor Yes
03/06/2013 07/06/2013

Completed

MSKTask004
Waiting for decisions from other CCGs

David Robinson/Val 

Taylor No
24/06/2013 28/06/2013

Completed

MSKTask005
Sunderland consider provision

David Robinson/Val 

Taylor No
01/07/2013 05/07/2013

Completed

MSKTask006 Review current provision, map pathways and current providers

David Robinson/Val 

Taylor No 29/07/2013 30/08/2013 Completed

MSKTask007

Review historical activity data and MSK QP data to establish a baseline of 

usage and capacity; new and follow up activity /case mix of referrals and 

reasons for referral / outcome of referral 

David Robinson/Val 

Taylor No 29/07/2013 30/09/2013 Completed

MSKTask008

Review national guidance about models of care and explore innovation of 

service delivery including session with Alan Nye

David Robinson/Val 

Taylor No 06/08/2013 30/10/2013 Completed

MSKTask009

Pathway review workshop with GPs, current providers to review the current 

service/activity/future model

David Robinson/Val 

Taylor No 01/09/2013 31/12/2013 Completed

MSKTask010 Patient involvement of current pathway (Patient questionnaires)

David Robinson/Val 

Taylor No 01/09/2013 30/11/2013 Completed

MSKTask011 Design of new model

David Robinson/Val 

Taylor Yes 01/11/2013 30/01/2014 Completed

MSKTask012 Engagement discussions with providers (including CHS)

David Robinson/Val 

Taylor No 01/09/2013 31/03/2014 Completed

MSKTask013 New Model discussed with Executive

David Robinson/Val 

Taylor No 01/02/2014 18/02/2014 Completed

MSKTask014 Develop Draft Outcomes Based Service Specification

David Robinson/Val 

Taylor Yes 03/03/2014 30/04/2014 Completed

MSKTask015 Engagement event to consult with GPs on new model

David Robinson/Val 

Taylor Yes 03/03/2014 24/04/204 Completed

MSKTask016 Engagement event to consult with Patients and the Public on new model

David Robinson/Val 

Taylor Yes 03/03/2014 13/03/2014 Completed

MSKTask017 Document service model including required core clinical outcomes

David Robinson/Val 

Taylor No 02/02/2014 30/06/2014 Completed

MSKTask018 Business Case to Governing Body for Approval

David Robinson/Val 

Taylor Yes 03/03/2014 31/05/2014 In Progress

MSKTask019 RFI Process and Proceedures

David Robinson/Val 

Taylor Yes 16/04/2014 11/06/2014 Completed

MSKTask020 Final Outcomes Based Service Specification

David Robinson/Val 

Taylor Yes 12/06/2014 27/06/2014 Completed

MSKTask021 Approved via CCG Executive

David Robinson/Val 

Taylor Yes 01/09/2014 30/09/2014 In Progress

MSKTask022 Procurement

David Robinson/Val 

Taylor Yes 01/06/2014 30/09/2014 In Progress

MSKTask023 Mobilisation 

David Robinson/Val 

Taylor Yes 01/04/2015 30/09/2015 In Progress

MSKTask024 Service Go Live

David Robinson/Val 

Taylor Yes 01/10/2015 01/10/2015 In Progress  
 



 

 
Item: 10.3 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 
23 September 2014 

 
Report Title 
 

 
Sunderland CCG Financial Report – Month 4 
2014/15  
 

 
Purpose of report 

 
The purpose of this report is to present to the 
Governing Body a summary of the financial position 
of the CCG as at month 4 (for the period ending 31st 
July 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 
 

 
Members are asked to:  
 

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

 Approve the proposed specific performance 
measurement thresholds for finance KPI 
metrics. 
  

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 

√ √   √  



    

 
*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 relevant legal/statutory issues None 

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

Yes  
 
649  
653  
990 

Any information governance issues  None  

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

 
N/A 

 
Equality Impact Assessment completed 
(please tick)  

Yes  No  
Not 
relevant 

√ 

Key implications for the following: 

 
Any additional resources needed? 
 

 
None 
 

 
Has there been appropriate clinical 
engagement?  
 

N/A 

 
Any impact on patient outcomes? 
 

None 

 
Has there been member/stakeholder 
engagement if needed?   
 

N/A 



    
NHS Sunderland CCG 

 
Financial Report for the period to 31st July 2014 (Month 4)  

 
 

1. Purpose of Report  
 
The purpose of this report is to present the Governing Body with the summary 
financial position for the CCG as at month 4.  
 

2. Summary Financial Performance 
 

The summary financial performance for the CCG against key financial 
performance indicators (KPI’s) is outlined below. The CCG is currently on track to 
deliver against all financial KPI’s. Further detailed information is provided within 
this report on the performance against each KPI.    
 

Reporting Area Key Performance Indicator Target Achievement RAG RAG Colour

2014/15 

Target 

£000's

2014/15 

Forecast 

£000's

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

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

Achievement of QIPP targets 2,850 2,843 → Green
Period End 

Target

Period End 

Position

Cash balance in bank account at period end <£1m £83k → Green

Better payment practice code average achievement >95% 98.44% → Green

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

2014/15 

Target 

2014/15 

Forecast 

£000's

Headroom for mitigation of financial risks

Greater than 

zero

Greater than 

zero → Green

RAG Rating Key

↑ performance is on target and improving

→ performance is on target and has remained steady

↓ performance in on target and has declined

↑ performance is close to target and improving

→ performance is close to target and has remained steady 

↓ performance is close to target and declining 

↑ performance is off target but improving

→ performance is off target and has remained steady 

↓ performance is off target and declining

2014/15 

Income & 

Expenditure

Statement of 

Financial Position

Financial Risks & 

Mitigation 

 
 

Please note that specific performance measurement for RAG rating of KPI 
indicators have been proposed in Appendix 1. 
 
 

 



    
3. 2014/15 Income and Expenditure  

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

Financial Position - Month 4 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

ACUTE COMMISSIONING 73,586 73,842 256 220,299 220,666 367

AMBULANCE SERVICES 4,004 3,988 -15 11,921 11,928 7

COMMUNITY SERVICES 8,898 8,981 83 26,443 26,812 369

MH COMMISSIONING 17,142 17,130 -12 51,425 51,399 -26

MISC COMMISSIONING 2,382 1,533 -850 19,425 16,784 -2,641

PACKAGES 9,809 9,964 155 29,426 30,915 1,489

PREMISES 761 754 -7 2,283 2,283 0

PRESCRIBING 16,799 17,227 427 50,399 52,078 1,679

PRIMARY CARE 1,231 1,274 43 3,351 3,472 121

REABLEMENT 902 920 17 4,021 3,525 -497

OTHER 6,329 0 -6,329 23,929 4,074 -19,856

SUB TOTAL COMMISSIONING BUDGETS 141,843 135,611 -6,231 442,922 423,935 -18,987

RUNNING COSTS 2,294 2,146 -148 6,730 6,730 0

TOTAL CCG 144,137 137,758 -6,379 449,652 430,665 -18,987

Sunderland CCG

Other Budgets Breakdown - Month 4 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

2013/14 Carry Forward Surplus 6,329 0 -6,329 18,987 0 -18,987

2.5% Non Recurrent Reserve 0 0 0 2,699 1,831 -869

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

TOTAL 6,329 0 -6,329 23,929 4,074 -19,856

Year to Date Forecast

Year to Date Forecast

 
 

The CCG is reporting a year to date surplus of £6,379k which is in line with the 
revised planned forecast outturn surplus of £18,987k for 2014/15.   
 
The programme costs year to date position is £6,231k underspent against a year 
to date plan of £6,329k underspent.  
 
The CCG is reporting an overspend against the acute contract with Gateshead 
Health Foundation Trust due to over performance against contract which is 
anticipated to continue throughout 2014/15. This over performance is contributing 
to a forecast overspend for acute contracts in total of £367k. The over 
performance at Gateshead Health Foundation Trust is spread across inpatient 
and outpatient activity as well as areas such as high cost drugs. The main acute 
contract with City Hospitals Sunderland Foundation Trust continues to be 
reported at breakeven.   
 



    
Prescribing is reporting an overspend at month 4 of £427k based on month 2 
prescribing data and is forecasting an overspend of £1,679k determined on the 
basis of the actual spend profiles for 2013/14. 
 
The packages of care budget is reporting a £155k overspend as at month 4 and 
is forecasting an overspend of £1,489k for 2014/15. The forecast overspend 
includes an estimate of £500k for those retrospective claims that the CCG rather 
than NHS England are responsible for.  Detailed analysis is currently being 
undertaken with finance colleagues at Sunderland City Council on the packages 
of care being funded by the CCG in order to ensure the accuracy of the current 
forecast.   

 
The running costs year to date position is £148k underspent against a year to 
date plan of breakeven. This is due in the main to low spend against non-staff 
budgets.   
 
More detailed spend information and variance analysis is detailed in Appendix 1. 
 
Based on the information available to date the CCG is forecasting the 
achievement of the revised planned surplus of £18,987k.  

 
QIPP / Resource Releasing Efficiency Savings 
 
The forecast outturn assumes the CCG will achieve savings of £2,850k in full.  
For the year to date, an achievement of £815k is reported against the plan of 
£817k. The risk of non-delivery of QIPP has been assessed at £325k and a 
mitigation plan is in place to manage this risk. Further detailed reporting is under 
development and will be provided in future financial position papers. 

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

4. Statement of Financial Position  
 
Summary Statement of Financial Position  
 
A copy of the summary Statement of Financial Position (previously known as the 
Balance Sheet) as at 31st July 2014 shows current assets of £1,241k and current 
liabilities stood at £19,121k.  
 



    
July June Movement

£000's £000's £000's

Non Current Assets Property, plant and equipment 152 159 (7)

Total Non Current Assets 152 159 (7)

Current Assets Trade and other Receivables 1,158 1,338 (180)

Cash and cash equivalents 83 884 (801)

Total Current Assets 1,241 2,222 (981)

Total Assets 1,393 2,381 (988)

Current Liabilities Trade and other payables (19,121) (20,173) 1,052

Total Current Liabilities (19,121) (20,173) 1,052

TOTAL ASSETS EMPLOYED (17,728) (17,792) 64

Financed by Taxpayers Equity

Capital & Reserves General Fund (17,728) (17,792) 64

TOTAL TAXPAYERS EQUITY (17,728) (17,792) 64  
 
 
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 2,032 15,340

Total Non-NHS Trade Invoices Paid Within 30 Day Target 1,957 15,143

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 96.31% 98.72%

NHS 

Total NHS Trade Invoices Paid in the Year 659 106,811

Total NHS Trade Invoices Paid Within 30 Day Target 651 106,752

Percentage of NHS Trade Invoices Paid Within 30 Day Target 98.79% 99.94%

Average performance of four indicators 98.44%  
 

Cash Management 
 

The CCG is expected by NHS England to proactively manage the cash it draws 
down each month and the amount it actually spends.  The target is to have no 
more than £1m left in the main bank account each month.  This target was 
achieved in July with £83k left in the bank at the end of the month.  

 
Performance for this month and last month is shown below: 

  



    
 

Actual Actual

June July

£000's £000's

Income

Balance bfwd 613 884

DOH Income 31,250 30,510

Prescribing/Home Oxygen Therapy Charge to Cash Limit 4,296 4,215

Other Income 43 233

Total Income 36,202 35,842

Expenditure

Pay (289) (292)

NHS Payments including contracts (26,160) (26,715)

Other Payments -  BACS/CHAPS/Pos (4,477) (4,441)

Prescribing/Home Oxygen Therapy (4,296) (4,215)

Other (96) (96)

Total Expenditure (35,318) (35,759)

BALANCE CFWD 884 83  
 
Aged Debts  
 
The CCG monitors aged debts on a monthly basis to ensure prompt recovery of 
all outstanding debts and avoidance of debt write offs. The current target is to 
have no outstanding debts over 90 days old and above £50k in value. This target 
was achieved in July with no aged debts over 90 days old and above £50k in 
value outstanding.  

 
 
5. Financial Risks & Mitigation  

 
The financial risks facing the CCG in 2014/15 which are not included in the 
current forecast have been assessed at £4,100k in a worst case scenario. The 
risks identified are as follows:  
 

 Acute contracts over performance £1,500k 

 Community cost per case contracts over performance £200k 

 Risk of continuing care client costs exceeding expected growth £1,000k 

 Risks of prescribing spend increasing above current forecast overspend 
£1,000k 

 Potential for other unknown financial liabilities £400k  
 

When adjusted for the likelihood of risks materialising the overall financial risk 
has been assessed at £2,400k. 

 
Mitigations in the form of uncommitted reserves and non-recurrent measures 
have been identified to offset financial risk in this reporting period.  This places 



    
the CCG in a relatively healthy position to manage financial risks for the 
remainder of 2014/15. 
 
 
Significant Under Spend  

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

 
6. Recommendation  
 

The CCG Governing Body is asked to:  
 

 Note the Summary Financial Performance to 31st July 2014. 

 Approve the proposed specific performance measurement thresholds for 
finance KPI metrics. 

 
 David Chandler  
 Head of Finance  
 Sunderland CCG 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



    

Appendix 1 –Performance Measurement Thresholds for KPIs 

Reporting Area Key Performance Indicator Green Blue Red

Forecast to achieve revised planned surplus

Forecast 

surplus equal 

to or greater 

than planned 

surplus.

Forecast  

surplus less 

than planned 

surplus by no 

more than 

£100k.

Forecast 

surplus more 

than £100k 

below 

planned 

surplus.

Running costs to remain within allocation 

Running 

costs 

forecast 

equal to or 

less than 

allocation 

Running 

costs 

forecast 

above 

allocation by 

less than 

£50k.

Running 

costs 

forecast 

above 

allocation by 

more than 

£50k.

Achievement of QIPP targets

Forecast 

QIPP 

achievement 

greater than 

or equal to 

planned 

QIPP savings. 

Forecast 

QIPP 

achievement 

below 

planned 

QIPP savings 

by no more 

than 5%.

Forecast 

QIPP 

achievement 

below 

planned 

QIPP savings 

by more than 

5%.

Cash balance in bank account at period end

Cash balance 

less than 

£1m at 

period end.

Cash balance 

greater than 

£1m but less 

than £1.2m at 

period end. 

Cash balance 

greater than 

£1.2m at 

period end.

Better payment practice code average achievement

BPPC 

average 

achievement 

greater than 

95%.

BPPC 

average 

achievement 

greater than 

90% but less 

than 95%.

BPPC 

average 

achievement 

less than 

90%.

Aged debts > £50k and > 90 days old

No aged 

debts greater 

than £50k 

and older 

than 90 days. 

Number of 

aged debts 

greater than 

£50k and 

older than 50 

days  not 

greater than 

two in total.

Number of 

aged debts 

greater than 

£50k and 

older than 50 

days greater 

than two in 

total.

Financial Risks & 

Mitigation 

Headroom for mitigation of financial risks

Headroom 

greater than 

zero.

Headroom 

less than 

zero but 

greater than 

95% in 

comparison 

to value of 

financial 

risks 

identified.

Headroom 

less than 

zero and less 

than 95% in 

comparison 

to value of 

financial 

risks 

identified.

Rating Measurement

2014/15 

Income & 

Expenditure

Statement of 

Financial Position

 
 
 



    

Appendix 2 – Budget Category Analysis 
 
Acute Commissioning

Month 4 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

CITY HOSPITALS SUNDERLAND NHSFT 59,860 59,866 6 179,580 179,580 -0

GATESHEAD HEALTH NHSFT 4,908 5,175 267 14,724 15,456 732

NEWCASTLE TYNE HOSP NHSFT 3,076 3,056 -20 9,228 9,228 0

CO. DURHAM & DARL NHSFT 2,175 2,112 -63 6,525 6,336 -189

SPIRE HEALTHCARE LTD 1,206 1,147 -59 3,619 3,560 -59

SOUTH TYNESIDE NHSFT 386 373 -13 1,159 1,159 0

WASHINGTON WALK IN CENTRE 367 332 -36 643 415 -228

SOUTH TEES HOSPITAL NHSFT 164 233 69 493 553 60

NORTHUMBRIA HC NHSFT 106 103 -3 319 315 -4

NORTH TEES & HARTLEPOOL NHSFT 74 63 -11 223 215 -8

EXEMPT OVERSEAS VISITORS 23 23 0 70 70 0

WINTER PRESSURES 10 10 0 30 30 0

NON CONTRACT ACTIVITY NHS & NON NHS 1,229 1,349 120 3,687 3,749 62

TOTAL 73,586 73,842 256 220,299 220,666 367

YTD Notes

Overperformance on Gateshead FT contracts based on month 3 data received expected to continue throughout 2014/15. 

County Durham and Darlington FT contract reduced to underspent against budget following detailed scrunity by Contracting Team 

of activity data submitted by provider in month 2 and subsequent removal of erorrs in reporting previously causing an overspend. 

Minor underspends on South Tyneside & Newcastle FT contracts not expected to continue based on historic trends. 

Minor underspend at Spire Healthcare Ltd of £59k due to 2013/14 outturn being less than expected. 

Minor overspend at South Tees FT due to high charges for month 2 activity not expected to continue in 2014/15.

Mental Health Commissioning

Month 4 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

NORTHUMBERLAND T/W NHST 16,983 16,980 -3 50,950 50,947 -3

TEES ESK/WEAR VAL NHSFT 86 85 -1 259 255 -4

MIND 97 90 -7 290 271 -19

OTHER -25 -25 -0 -74 -74 -0

TOTAL 17,142 17,130 -12 51,425 51,399 -26

YTD Notes

Contracts on track for 2014/15.

Other relates in the main to MH Veterans funding from NHS England. 

Community Services

Month 4 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

S TYNESIDE NHSFT 8,547 8,620 72 25,642 25,860 218

MSKCAT SERVICE 237 217 -20 712 781 69

SUNDERLAND LA -161 -139 22 -700 -678 22

OTHER CONTRACTS 273 283 9 789 849 60

TOTAL 8,898 8,981 83 26,443 26,812 369

YTD Notes

Pressure on STFT contract due to overperformance on continence products spend based on Mth 1 recharge received. Currently 

under investigation with FT.

Sunderland LA category relates to income for CAMHS & Infection Control and expenditure on STFT pass through costs charged

above budget. 

Year to Date Forecast

Year to Date Forecast

Year to Date Forecast

 



 

 
Item: 11.1 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 23rd September 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. 
 
One of the future challenges emerging on the 
horizon for the CCG is the forthcoming NHS 
England internal reorganisation. The governing 
Body will be considering the impact of this as 
more information emerges. 
 

 
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 
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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 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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 

 

Key implications for the following: 

 
Any additional resources needed? 
 

 
Not directly applicable 

 
Has there been appropriate clinical 
engagement?  
 

Not directly applicable 

 
Any impact on patient outcomes? 
 

Not directly applicable 

 
Has there been member/stakeholder 
engagement if needed?   
 

Not directly applicable 
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Governing Body Meeting 
Chief Officer’s Report 

23 September 2014 
 

“Change is inevitable; change is constant” 

 

Benjamin Disraeli 

I don’t think any of us would argue with Disraeli on that one..! The last two months have 

seen some significant changes globally, nationally and locally (I’ll stick to the latter two 

in this report). Some are about completing changes that have been underway for a 

while, some starting journeys of change and others promising new things in the future 

and some unknown quantities at this stage. 

 

NHS England Reorganisation 

Nationally and regionally change is being heralded with a reorganisation of NHS 

England under the new leadership of Simon Stephens. While this is an internal 

reorganisation it will affect some of the people and we work with, particularly the 

Cumbria, Northumberland, Tyne & Wear Area Team.  

 

There is much more detail to understand but essentially NHS England is seeking to 

reduce its management costs which looks to involve devolving some of its current 

responsibilities to CCGs. This will be challenging for colleagues in NHS England and 

challenging for us as a CCG. 

 

As a governing body we will discuss this and what it means to Sunderland CCG in much 

more detail as it emerges in a development session in November. 

 

One of the immediate and unrelated changes to the area team is the departure of Chris 

Long, Area Team Director to a post as Chief Executive of a trust in East Yorkshire. 

 

Roker and Mowbray Wards at Monkwearmouth Hospital 

A very positive change in Sunderland over the summer has been the opening of the 

new Dementia wards at Monkwearmouth. I was delighted to attend the official opening 

on 31 July of this fantastic new facility run by Northumberland Tyne and Wear 

Foundation Trust as part of their improvements to mental health services in the city. 
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Urgent Care Centre Reconfiguration 

1 September saw the opening of the three urgent care centres in Washington, Bunny 

Hill and Houghton-le-Spring. This marks a milestone in the CCG’s reconfiguration of the 

urgent care system, following public consultation before authorisation. The three 

centre’s, including the new one at Houghton, opened on time after a lot of hard work 

between partners and by the provider, Northern Doctors Urgent Care. It is too early to 

tell how much of an impact this new way of working will have on the city’s urgent care 

system and patients using it. 

 

Better Care Fund 

Sunderland’s Better Care Fund (BCF) plan has been recognised as one of eleven 

national exemplars, five of which have been used to test the assurance process for 

other CCGs and local authorities. As a result the Sunderland plan has now been 

assured “with support”. This means that while we have a small number of issues to 

address in the plan, we can continue work on delivering change and improvement to the 

local health and social care system through integration. 

 

Welcoming new faces 

As part of planning and delivering these changes, the team is being joined at 

Pemberton by a number of colleagues from partner organisations who are being 

seconded to work with the CCG to help manage the change towards locality integrated 

teams. We will be creating more space on the second floor at Pemberton to enable 

others to work with the team. 

 

Top 100 Places to Work in the NHS 

In a world of change it is crucial that we are able to attract, recruit and retain people with 

the skills and talent needed to help us deliver our ambitions. I was therefore delighted 

that our CCG featured in the top 100 places to work in the NHS this year – one of only 

15 CCG nationally. This is a tribute to everyone involved with the CCG 

 

David Gallagher 

Chief Officer 

September 2014 


