
NHS Unclassified 

Page 1 of 2 

 

 
 

 
Meeting of the Governing Body 

 
To be held on Tuesday 24 March 2015 1.30-4.00pm in Bede Tower, Burdon Road, 

Sunderland, SR2 7EA. 
 

AGENDA 
 
1. Welcome and Introduction   

Dr I Pattison, Chair 
  

    
2. Apologies for Absence   
    
3. Declarations of Interest   
    
4. Minutes of the previous meeting held on  20 

January 2015 
1.30-1.40 Enclosure 

    
5. Matters arising from the minutes and action log 1.40-1.50 Enclosure 
    
6. Notification of Items of Any other business   
    
7. Question Time 

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

1.50-1.55  

    
8. Items of Quality and Safety   
    
8.1 Report from the Quality, Safety and Risk 

Committee 
Aileen Sullivan 

1.55-2.05 Enclosure 

    
9 Items of Governance and Assurance   
    
9.1 Change of approach to Risk Management: 

Outcome of options appraisal  
D Cornell 

2.05-2.15 Enclosure 

    
9.2 Primary Medical Care Co-commissioning 

D Cornell 
2.15-2.25 Enclosure 

    
10 Items for Discussion and Assurance   
    
10.1 SCCG Assurance Report       2015 2.25-2.40 Enclosure 
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 D Burnicle   
    
10.2 Sunderland CCG Financial Report - Month 10    

C Macklin 
2.40-2.55 Enclosure 

    
10.3 Approval of CCG Budgets 2015/2016 & refreshed 

five year strategic financial plan 
C Macklin 

2.55-3.10 Enclosure 

    
10.4 CCG Operational Plan Refresh 2015/16 3.10-3.25 Enclosure 
 D Burnicle   
    
10.5 Better Care Fund – Section 75 Pooled Budget  3.25-3.40 Enclosure 
 D Burnicle   
    
10.6 Recommended Bidder Report Integrated 

Community Musculoskeletal Services for 
Sunderland 

3.40-3.50 Enclosure 

 D Burnicle   
    
10.7 Out of Hospital Model of Care and Investment 

proposals 
3.50-4.00 Enclosure 

 D Burnicle   
    
11 Items for Information Only   
    
11.1 Chief Officer’s Report 

D Gallagher 
 
 

Enclosure 

    
11.2 Confirmed minutes of the Executive Committee 

meeting held on 6 January 2015 and 3 February 
2015 

 Enclosures 

    
11.3 Confirmed minutes of the Audit Committee 

meeting held on 4 November 2014 
 Enclosure 

    
11.4 Confirmed minutes of the Health and Wellbeing 

Board meeting held on 28 November 2014 
 Enclosure 

    
12 Any other business   
    
13 Date of next meeting   
    
 Tuesday 26 May 2015, 1.30-4.00pm Bede Tower, 

Burdon Road, Sunderland, SR2 7EA. 
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Item:  4 

Governing Body 

 

Minutes of the meeting held on Tuesday 20 January 2015 

Bede Tower, Burdon Road, Sunderland, SR2 7EA. 

 

Present:   Dr Ian Pattison (Chair) 

   Prof Mike Bramble, Secondary Care Clinician 

   Dr Henry Choi, Elected GP Member 

   Mrs Ann Fox, Director of Nursing, Quality & Safety 

   Mr David Gallagher, Chief Officer 

   Dr Jackie Gillespie, Elected GP Member  

   Dr Tracey Lucas, Elected GP Member 

   Mr Chris Macklin, Chief Finance Officer 

   Mrs Aileen Sullivan, Lay Member for PPI 

Mrs Pat Taylor, Lay member for Audit and Vice Chair 

   Dr Val Taylor, Elected GP Member 

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

 Mr David Chandler, Head of Finance 

 Ms Deborah Cornell, Head of Corporate Affairs 

 Mrs Gillian Gibson, Acting Director of Public Health, Sunderland 
City Council. 

 Mrs Gloria Middleton, Executive Practice Manager Lead 

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

Dr Geoff Stephenson, Medical Director  

Mrs Jan Thwaites, minutes 
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2015/08 Welcome and Introductions 

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

2015/09 Apologies for Absence 

Apologies were received from Dr Gerry McBride, Elected GP Member. 

 

2015/10 Declarations of Interest 

Mrs Middleton declared an interest in item 2015/17 due to her position as a 
Community First Responder with North East Ambulance Service (NEAS). 

 

2015/11 Minutes of the previous meeting held on 18 November 2014 

The minutes of the meeting held on 18 November 2014 were RECEIVED as an 
accurate record subject to a small number of amendments. 

 

2015/12 Minutes of the previous meeting held on 6 January 2015 

The minutes of the meeting held on 6 January 2015 were RECEIVED as an accurate 
record subject to a small number of amendments. 

 

2015/13 Matters arising from the minutes and action log 

Minutes of 18 November 2014 

Action log 

Item 2014/09 the Quality action plan was on the agenda. This item was removed 
from the action log. 

2014/10 NHS Sunderland CCG Risk Register; Top Risks Report was on the agenda. 
This item was removed from the action log. 

2014/117 Dementia Strategy was on the agenda. This item was removed from the 
action log. 

2014/127 Report from the Quality, Safety and Risk Committee Mrs Sullivan 
explained that there were still issues at City Hospitals Sunderland (CHS) although 
things were improving. Work was being undertaken by CHS in conjunction with GP 
practices to improve the Choose and Book system. A significant work programme 
had been developed around out patients. It was agreed that this issue would be 
delegated to the Executive Committee and a report brought back to the Governing 
Body. 
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Action: Executive Committee to look at issues at CHS and report to Governing Body 
in March 2015. 

Mrs Middleton highlighted issues raised in practice around the Breast service 
referrals and the need for further assurance that patients will not be disadvantaged 
by not having a service in Sunderland. It was agreed to delegate this issue to the 
Executive Committee. 

Action: A report on the suspension and further assurance on the Breast Service in 
Sunderland to be brought to the Governing Body in March 2015. 

2014/128 Core standards for emergency preparedness – A meeting would be 
arranged for Ms Cornell to meet with Mrs Gibson to discuss this item. This item was 
removed from the action log. 

2014/130 SCCG Assurance report – Dr Stephenson confirmed that all urology 
consultants at CHS were up to date with their appraisals. This item had been linked 
in to capacity issues; the number of urology consultants had now increased to 14 
which should help with the issue. This item was removed from the action log. 

2014/130 SCCG Assurance report – Mrs Burnicle confirmed that the quality premium 
did include the friends and family test. This item was removed from the action log. 

2014/130 SCCG Assurance report – Mrs Burnicle confirmed that mental health, 
primary care and community services were also included in the friends and family 
test, in April 2015 the ambulance and dental services would also be included. This 
item was removed from the action log. 

2014/131 SCCG Framework 2014/15 – the listed criteria was used for the delivery 
dashboard, thresholds were used nationally. The monthly report showed 
Sunderland’s position. This item was removed from the action log.  

 

Minutes of 6 January 2015 

A discussion took place in relation to declaring interests for all Executive GPs and 
whether a person in attendance should be noted as having a conflict. 

Dr McBride’s email noting a suggested amendment to the minutes was discussed. 

Mr Gallagher informed the Governing Body that the application for Level 3 co-
commissioning had been to the Northern Moderation Panel and had been passed on 
through to the national process. 

Action log  

Item 2015/04(1) this action had been completed. 

Item 2015/04 (2) it was confirmed that GP practices had been informed of the 
outcome of the co-commissioning ballot at a Time in Time Out event on 14th January 
2015 and was an item in the Practice Newsletter.  
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2015/14 Notifications of items of any other business 

The Chair would raise an item on the Investors in People Award. 

2015/15 Question Time 

There were no questions from members of the public. 

2015/16 Patient Story 

Julie Whitehouse, Patient Experience Officer for Sunderland CCG introduced Mrs X 
a member of the public who described her brother’s experiences with mental health 
support in Sunderland. After returning to Sunderland from abroad in 1994 without 
any prescribed medication he visited a local GP where he was prescribed medication 
that managed his episodes of paranoia. After a change in medication around 2010 
which made him feel unwell the GP suggested a stronger dose which he refused and 
consequently stopped taking. After a locum visit the family were informed they could 
contact the crisis team directly which they were not aware of. 

After a third visit from the crisis team the family were referred to a Mental Health 
Social Worker at Houghton Day Unit. During this time the gentleman had lost weight 
and was displaying extreme behaviours. The mental health worker explained that 
they could request an assessment under the mental health act and have the family 
member sectioned. The family were aware of what they were asking and requested 
a police presence as they were aware he may resist. The crisis team attended the 
home without police support whereupon the brother refused to go with them and 
removed the team from the family home. 

A further request resulted in police support with 2 psychiatrists who calmed the 
situation down and admitted the gentleman to Cherry Knowle Hospital. Once in the 
care of the hospital the appropriate care was received and a diagnosis of paranoid 
schizophrenia was given. 

The gentleman is now receiving the correct medication but has concerns over the 
length of time it took for this to be put in place. It was noted that patient 
confidentiality in this case had been used against the family and to the detriment of 
the brother’s health. The family were now involved in the brother’s care and attended 
sessions to provide input regarding concerns over his health and wellbeing. 

Concerns were discussed that there was not enough information in the public 
domain to inform people who may need the service – where to go and who they can 
contact, the sister had set up a Facebook page to help inform and pass on 
information on services in Sunderland. 

Dr Pattison asked how long once the family realised they needed help was it until 
they received it. In response it was stated that it was 2 years as they were not aware 
of the crisis team or the adult social workers and explained that the brother was 
more open now and can speak to her or his Community Psychiatric Nurse (CPN) if 
he is feeling anxious. 

Mrs Burnicle asked if he had used the crisis team again, he hadn’t but wouldn’t 
necessarily be aware of his need, his sister would contact them on his behalf. She 
also explained that the CPN now contacts her parents every 3 months. 
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Mrs Middleton asked if the family had registered as carers. His sister said she didn’t 
consider herself as her brother’s carer but that in her mother’s position it was 
something to contemplate. 

Mr Revely noted that physical and mental health integration was the way forward 
and to get the message out that these were not dissimilar to other services. There 
should be greater involvement of family and carers to look at the bigger picture.  

Mrs Sullivan noted that the CCG as a commissioning organisation needs to ensure 
that patients know where to go and who to contact. 

Mr Macklin described that his family although not living in Sunderland had 
experienced a similar situation and noted the postcode lottery around mental health 
and access into the system. He also noted that speaking to the CCG’s mental health 
commissioners in Sunderland asking what would happen if this situation occurred 
today was assured that it would be handled very differently. There were now places 
of safety and a roving service within the crisis team. Sunderland was now in a 
significantly better place and at a recent North East workshop had been held as an 
exemplar.  

In conclusion it was noted that there was a need to have clear steps for patients in 
crisis to take and sufficient information to assist with this. 

Dr Pattison thanked Mrs X for presenting her brothers story. 

2015/17 Report from the Quality, Safety and Risk Committee 

Mrs Sullivan presented the report to the Governing Body noting key issues, 
assurances and risks from the Quality, Safety and Risk Committee (QSRC) held on 
9th December 2014. 

Areas of the report were highlighted which included the following: 

 Actions from the Kaizen event had been completed. 

 In relation to the issue with the contract for Interpreting and Translation 
service it was noted that this was a national issue. 

 The committee had supported the separation of engagement from 
communications.  

 A Proforma had been developed to improve the structure, record findings and 
positive outcomes of Clinical Quality Assurance visits to City Hospitals 
Sunderland (CHS). A conversation would be had in relation to the Service 
Level Agreement (SLA) with CHS. 

 In relation to the position of the Local Authority (LA) to commit fully to a joint 
engagement strategy it had been suggested that a small group should be 
formed to look at the engagement strategy; Julie Whitehouse would bring 
information for debate to the February QSRC meeting. Mr Revely noted that 
Sunderland City Council was committed to working with the CCG. This issue 
would be discussed outside of this meeting. 

 A new auditing tool had been developed for use in nursing homes; this would 
be presented at the February QSRC meeting. 
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Dr Stephenson updated the Governing Body following a meeting with Newcastle 
Hospital on cover for the Breast Cancer Service. The process was working well. Dr 
Stephenson had heard anecdotally of concerns in terms of capacity and asked if 
anyone was aware of any issues to contact him.  

Action: Any concerns over the Breast Cancer Service to be forwarded to Dr 
Stephenson. 

Patients could be sent to any provider utilising the Choose and Book system. Mrs 
Middleton enquired when services would be resumed in Sunderland, in response it 
was explained that an interim solution was in place but the aim was to resolve the 
situation by the 1st quarter in April 2015. 

Action: Communications to be re sent to practices in relation to the Breast Service 
suspension and process going forward. 

Action: A separate report on the Breast Cancer Service to be brought to the 
Governing Body meeting in March 2015. 

Dr Stephenson explained that surgery would be carried out in Newcastle with follow 
ups being handled in Sunderland. There was a need to procure a service in 
Sunderland however Dr Stephenson had scrutinised the current service and was 
assured this was secure. 

A Quality Review Group meeting had been held in December 2014 with NEAS in 
relation to the deteriorating performance figures and staffing levels – Mrs Sullivan 
explained this was a national problem and the workforce perspective had been 
recognised. The CCG and NEAS would work collaboratively re the handover delays; 
this was linked into the work that the Urgent Care Board was undertaking. In addition 
Mrs Fox is the chair of the NEAS quality review group and is keep the CCG 
informed. 

At this point Mrs Middleton declared an interest due to her position as a Community 
First Responder with North East Ambulance Service (NEAS). 

A further report on the Improving Access to Psychological Therapies (IAPT) would 

be presented in the Assurance Report. 

It was confirmed that the zero target for cancelled operations not rebooked within 28 

days of the cancellation was at CHS. 

Action: A question was raised as to whether, the suspension of placements in care 
homes, referred to in the minutes, were still in place, in response Mrs Fox noted that 
this is reviewed at each QSRC and the Governing Body could be updated at the next 
meeting. 

Dr Choi enquired as to the increase in Genito Urinary Medicines (GUM) attendances 
and asked if there was an increase of these infections in Sunderland. Mrs Gibson 
explained that there was a rise in patient testing in the clinics which would contribute 
to an increase in positive results. 

The Governing Body RECEIVED the report for information. 
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2015/18 Quality Action Plan 

The action plan had been amended to incorporate not only the Francis 2 
recommendations but the Keogh, Berwick, Clywd and Hart and Hard Truths reports. 

Significant work had been undertaken to revise the format of the report. Seven of the 
incomplete actions on the action plan were carried over from the original report, 
some of which will not have a completion date as they reflect our governance and 
reporting processes. 

A discussion would be had at the February QSRC meeting in relation to actions 
being removed from the plan provided an audit trail was in place linked to the Cycle 
of Business to provide assurance that our governance arrangements address the 
recommendations.  

Mrs Fox asked if the Governing Body would want the report back annually/biannually 
with more narrative to describe the progress made. In discussion the Governing 
Body agreed that they would like a report back in 6 months showing new additions to 
the plan and progress against the old recommendations and then annually going 
forward. 

Action: Mrs Fox would bring a report to the July 2015 Governing Body meeting. 

The Governing Body RECEIVED the Quality Action Plan. 

 

2015/19 Quality, Safety and Risk Committee Terms of Reference 

The revised terms of reference were presented to the Governing Body following a 
mini Kaizan event held in October 2014. The terms of reference were reviewed and 
the proposed changes were outlined. 

Mr Macklin noted that if the 2 additional GP members were to be remunerated this 
would cause pressures as these posts had not been factored into the running costs.  

Mrs Sullivan explained the rationale behind the 2 GP posts; this would give valuable 
support to the QSRC with clinical effectiveness. Dr Pattison noted the development 
of GPs into future responsibilities. This conversation would be continued out of the 
meeting. 

The wording around quoracy was discussed this would be changed to the following:  

Action: The quorum shall be one third of the membership of the committee, 
including at least one lay member or the secondary care clinician. 

Dr Lucas suggested an Executive Practice Nurse could be included. 

The Governing Body APPROVED the revised terms of reference subject to the 
requested amendments.  
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2015/20 NHS Sunderland CCG Risk Register; Top Risks Report 

The report was presented to the Governing Body to provide an update of the 
corporate and top risks. 

Ms Cornell ran through the key points of the report as due to a printing error the 
second page had not been printed.  It was pointed out that risks Ref 1153 and 1164 
had been combined as the risks were recognised as being similar in nature.  

It was explained that there were a lot of low risks on the report which was not in line 
with the CCG risk appetite. 

Mrs Taylor noted that the paper would be presented to the Audit Committee on 3rd 
February 2015. She highlighted that there were too many risks on the report for the 
Governing Body to manage for example a number of risks in relation to prescribing; 
she suggested that there should be an overarching risk for this handled through the 
Medicines Optimisation team and monitored by the QSRC. Risks presented to the 
Governing Body should be of a high level. 

A review of the processes had been undertaken, it had been agreed by the QSRC to 
amend the risk matrix, and this proposal would be presented to the Audit Committee 
and brought back to the Governing Body in March 2015 for formal ratification. 

Action: The report to be presented to the Governing Body in March 2015. 

The QSRC had reviewed the risks and were assured that the mitigating actions and 
assurances included in the register were robust. 

The Governing Body NOTED the updated register for assurance purposes and made 
recommendations for further action. 

 

2015/21 Revised Standards of Business Conduct and Declarations of Interest 

The updated policy was presented to the Governing Body following the publication of 
revised national guidance by NHS England in December 2014. 

The guidance had been published in December 2014 regarding the management of 
conflicts of interest in relation to primary care co-commissioning.  

The key points and assurances were highlighted; the main amendments to the policy 
were relayed. 

Dr Taylor asked if the Governing Body were looking to carry out more development 
on conflicts of interest. 

Mrs Taylor explained that due to timing issues the Audit Committee had not had the 
chance to review the changes to the policy. Mrs Taylor was also mindful of the 
conflicts recorded on the Executive Committee minutes and the extra ordinary 
Governing Body minutes of 6 January. The minutes would need to clarify each 
declaration and why the members had a conflict. A more robust process around 
quoracy would be required for example if conflicted members left the meeting when 
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a decision was to be made. Notes would be required for Chairs of Committees to 
ensure the minutes were clearly recorded.  

Action: The Audit Committee to undertake work on conflicts and understand how 
they would be handled appropriately in meetings. 

Dr Pattison reiterated the importance of clarity around declarations as this will 
become more important in the future landscape. He informed the Governing Body 
that he had had a conversation with Mr Gallagher on how to manage this. 

Mrs Taylor noted that there was a need for clear guidance in relation to people “in 
attendance” and the context of the contribution they made to the meeting and 
guidance for Chairs of meetings in the CCG.  

Ms Cornell explained that the register would be reviewed every 6 months. In relation 
to section 7.4.10 where more than 50% of members of the meeting are required to 
withdraw there was a need for caution. If the quoracy was lost before this occurred, if 
a member was excluded from a meeting would the meeting still be quorate? 

Dr Pattison noted that the development session on 25th November 2014 with 
Capsticks on the clarification, interpretation, statute and law in relation to conflicts of 
interest had been very helpful. 

Action: Revised conflict of interest forms to be circulated and completed by the end 
of March 2015. 

The Governing Body APPROVED the revised standards of business conduct policy 
subject to further work by the Audit Committee. 

 

2015/22 SCCG Assurance Report January 2015 

The report was presented to the Governing Body to provide the current position 
against the assurance framework requirements and delivery against the operational 
plan and delivery dashboard. 

Mrs Burnicle outlined discussion from a meeting held with City Hospitals Sunderland 
(CHS). This included the following areas all linked to Urology: 

 Cancer 

 18 week waits 

 HCAI 

 Quality 

 Service developments 

Mrs Burnicle noted there had been a general agreement that the department has not 
been in the best place with issues around administration policies and procedures 
and agreements with sub-contracting (CDDFT), all of which had now been 
addressed. The Consultant body was now strong and the directorate team now in a 
much better place and delivery across all standards expected for April 2015 and 
sustained thereafter. Education in primary care was also agreed to be a good idea 
and the CHS directorate were keen to be involved e.g. TiTO. 
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Action: Mrs Burnicle to forward the email on progress re Urology issues to all 
Governing Body members. 

Mrs Burnicle had had a meeting with Peter Sutton from CHS who gave assurance in 
relation to urology issues although more assurance was needed around 
orthopaedics, national monies had been identified around long waiters to be used 
with the independent sector, there were still concerns going forward about waiting 
times. 

CHS had failed to achieve the 95% standard for A&E 4 hour waits and were unlikely 
to achieve the target for the remainder of the year. Pressures had continued over the 
Christmas period with a 24% increase in Type 1 attendances. 

Action: Mrs Burnicle to check the percentage figures following a query on this from 
Professor Bramble noting this was very much higher than the 3% national figure. 

Prof Bramble commented that the use of surrogate markers should be viewed in 
context. In terms of infection prevention and control MRSA bacteraemia rates had 
been a good surrogate but now figures are down to just a couple a year and 
variances are just as likely to be bad luck as bad practice. The SCCG should now be 
looking at MSSA (methicillin sensitive Staph Aureus) rates and other more sensitive 
surrogates. 

In response to a question around the impact of Christmas it was agreed that this 
would have a bearing on the situation but not the difference in percentage. 

The Urgent Care Board continue to monitor the Emergency Care Intensive Support 
Team (ECIST) recommendations, a project manager would be working with CHS to 
look at options. 

Mrs Sullivan asked when the new emergency department would be opened and 
were there patients attending the A&E department inappropriately, Mrs Burnicle 
confirmed that planning work had commenced and was due to be completed in 
2016. Mrs Fox replied that testing of a new triage tool was taking place at the 
moment. A discussion ensued around A&E attendances and the “Big Front Door”.  

The Improving Access to Psychological Therapies (IAPT) service was doing better 
on access and recovery taking account of local reporting compared to national 
averages.  

An update to the Accelerated Solutions Event on the integration of health and social 
care had taken place on 9th December 2014 with partners, positive evaluation and 
feedback had been received that progress had been made in the 6 months since the 
last event. 

The Intermediate Care Hub and related community services move to Leechmere 
was going ahead which would result in a co-located integrated service and one 
telephone number.  

Dr Taylor confirmed that the MSK service would be in place from 1st October 2015. 
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Dr Lucas questioned how we received assurance on informatics; in response Mrs 
Burnicle noted that we receive assurance from the Transformation Board via a bi-
monthly report from the Informatics group.  

The Governing Body NOTED the position against the delivery dashboard and 
progress to date against the operational plan, NOTED the use of proxy measures 
within the outcome measures domain where published data is annual, NOTED the 
Q2 checkpoint outcome and the predicted CCG quality premium payment in 
2014/15. 

 

2015/23 Dementia Report 

The report was presented to the Governing Body to provide an overview of the 
progress made in the implementation of the Dementia Strategy. 

The report followed on from a presentation given to the Governing Body at a 
development session in November 2014. Mrs Burnicle also noted the diagnosis 
issues raised by Dr Lucas have since been addressed with the NTW Raid service in 
CHS to enable patients identified as potential dementia patients to be referred 
directly to the MPS service rather than via the GP first. 

3.50pm Mr Revely left the meeting. 

Mrs Sullivan commended the report as being very comprehensive and addressed all 
issues. 

Mrs Middleton noted that all practices should be dementia friendly. 

The Governing Body NOTED the progress against the 17 objectives within the 
strategy and SUPPORTED future plans and initiatives to meet future challenges. 

 

2015/24 NHS England 5 year forward view 

The report was presented to the Governing Body with an overview of the key points 
outlined within NHS England’s 5 year forward view which was published in October 
2014. 

This was discussed at a development session and so it was agreed that everyone 
would have read the report and accepted the key points. 

The Governing Body NOTED the key points of the NHS England 5 year forward 
view, NOTED how current and planned work fits within the 5 year forward view, 
SUPPORTED additional work necessary,  including ensuring all local NHS 
Organisations meeting the recommendations outlined in the report. 

4.00pm Dr Choi left the meeting. 
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2015/25 5 year Strategic Plan and Operational Plan 2015/16 - Presentation 

Mrs Burnicle explained the updated plan on a page for 2015/16 – 2018/19. Priorities 
had been reviewed following a discussion at the November Executive Committee 
development session and the December Governing Body development session 
leading to a light touch refresh of the plan. The strategic objectives would stay the 
same with a change to some of the enablers. The transformational changes had 
been tweaked, or updated/taken off where concluded, and 2/3 new programmes 
identified including a strategy for general practice and a scoping exercise would be 
undertaken in relation to developing a joint approach with Sunderland City Council 
on children’s services and more work was to take place to determine how the CCG 
could support the preventative agenda. 

An overview of the planning guidance to support the 5 year forward view was given 
noting the following areas: 

 New CQUIN indicators for sepsis and acute kidney injury – this would be the 
focus for next year 

 A primary care workforce plan would be published in January 2015 

In relation to the focus on care models Mrs Burnicle explained what they were and 
how they could work and what the expression of interest would entail. Delegated 
capitated budgets would be included for health and social care in the Multispecialty 
community provider model and the Primary Care Access Model.  The latter was a 
new way of vertically integrating services and the former represented horizontal 
integration of services. In relation to the urgent and emergency care networks it was 
explained that the CCG could not opt for this in the current expression of interest. 
The options had been discussed with partners at the integration and transformation 
boards. 

Dr Pattison suggested that the CCG go ahead as he felt the area was already a 
vanguard site and could co produce some of the new national care models. 

Mr Macklin noted there were issues in particular due to the financial plan 
underpinning the CCG strategy, the CCG need to ensure this work would add value 
and not take it off course. 

Mr Gallagher explained that the CCG could make an expression of interest or it 
could withdraw if it subsequently decided there wasn’t a good fit with work underway 
in Sunderland. 

Mrs Gibson raised concerns over risks for not going ahead where upon Dr Taylor 
highlighted the risks of not developing staff in care homes. 

Mrs Burnicle drew attention to the tabled papers which described the criteria and 
conditions to fit and be a vanguard site, Sunderland’s initial assessment and 
additional requirements – the appetite to engage with other national teams. 

Mrs Burnicle alluded to the £200m of transformational funding available to local 
health economies targeted at developing new models of care. 

The out of hospital model and the key conditions for successful transformation 
across local health economies were highlighted. For example the vision was in 
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place, the out of hospital model of care had been agreed, the out of hospital board 
were overseeing the implementation. It was confirmed that the deadline to be fully 
operational for Sunderland was April 2016, testing of the model would commence 
from April 2015 so aligned well with the national timeframe re the models. This was 
Phase 1 of the local work. 

Phase 2 locally would see the start of conversations with providers about lead 
provider and supporting contract arrangements and partner agreements to enable a 
robust and sustainable model moving forward. 

Mrs Burnicle asked if we need 1 of 4 care models to progress and would the 
additional requirements assist with this or not? She recommended the CCG should 
express an interest and await further information; all key partners understood the 
issues and supported the recommendations with the provisos noted about the further 
information due nationally on the models and the ability to withdraw the expression 
of interest if the models were too prescriptive. 

The Governing Body AGREED to use the development session in February to look 
at this again and to bring the submission back to the Governing Body in the future. 

Action: A section of the Governing Body development session in February 2015 to 
be utilised to discuss this item. 

2015/26 Sunderland CCG Financial Report – Month 8 2014/15 

Mr Macklin presented the report as a summary of the financial position of the CCG 
as at month 8 noting that NHS England had approved the CCG budgets for next year 
with an extra £2m. This would not include Sunderland CCG due to its distance from 
target but would include ones 5% or greater under target. NHS England expects all 
CCGs to be +/- 5% within 5 years. 

The current year is on plan to deliver the surplus as agreed. 

There is a degree of pressure from NHSE to increase the surplus, the CCG will not 
be increasing this but would be agreeable to a North East wide risk sharing 
approach. The Governing Body agreed to Mr Macklin using the £1m return of CHC 
funding to go into a CNTW risk share rather than increase our surplus, the money 
would come back to the CCG over the next 2 years. 

Contract lock downs had commenced with City Hospitals Sunderland (CHS) with 
discussions ongoing with Newcastle and Queen Elizabeth Hospitals. 

Discussions with Sunderland City Council in relation to Continuing Healthcare (CHC) 
and packages of care would be undertaken. QIPP is on target and the Better 
Payment Practice Code (BCCP) whereupon CCGs were required to pay their 
creditors within 30 days was on target. 

Mrs Taylor enquired as to the large variances in the packages of care noting the £2m 
increase in a 3 month period, in response Mr Macklin noted there were issues with 
CHC database; there was a need to reconcile our database with the local authorities. 

The Governing Body NOTED the financial position of the CCG as at 30th November 
2014. 
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2015/27 Sunderland Pharmaceutical Needs Assessment 

The purpose of the report was to provide information to the CCG on the statutory 
duty of the Health and Wellbeing Board (HWBB) in relation to the pharmaceutical 
needs assessment (PNA) which used to be the responsibility of the Primary Care 
Trusts. 

The report provided the opportunity for the Governing Body to comment on the 
consultation draft of the PNA which was to be considered by the HWBB on 23rd 
January 2015. A final version would be taken to the HWBB on 20th March 2015 for 
final approval and sign off. 

Mrs Gibson noted that if there was any change to the NHS moving towards 7 days a 
week working this document would need to be reviewed. 

The Governing Body 

 NOTED the Health and Wellbeing Board’s statutory role in relation to 
pharmaceutical needs assessment  

 NOTED the work that has been undertaken to produce an updated 
Pharmaceutical Needs Assessment (PNA) for Sunderland and commence the 
statutory consultation in line with this statutory role 

 CONSIDERED and provided broad agreement for the Health and Wellbeing 
Board’s conclusions arising from the PNA process 

 CONSIDERED and provided broad agreement for the Health and Wellbeing 
Board’s recommendations arising from the PNA process 

 

2015/28 Chief Officer’s Report 

The Chief Officer’s report was RECEIVED for information. 

2015/29 Confirmed minutes of the Executive Committee meeting held on 2 
December 2014 

The minutes of the meeting held on 2 December 2014 were RECEIVED. 

 

2015/30 Any other business 

Dr Pattison congratulated the CCG on achieving a Gold standard in the Investors in 
People award. 

Mr Gallagher informed the Governing Body that the report of a CQC inspection that 
was carried out in CHS in November 2014 would be issued on 21st January, he 
would write to CHS on the outcome. 

2015/31 Date of next meeting 

Tuesday 24 March 2015, 1.30-4.00pm Bede Tower, Burdon Road, Sunderland, 
SR2 7EA. 
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NHS SCCG Governing Body Action Log      

 NHS Sunderland CCG Governing Body Action Log 24 March 2015  
 

Minute Reference Action Point Lead Timescale 

2014/84 Safeguarding Report A Governing Body development session to 
undertake an in-depth review of 
safeguarding for Adults and Children. 
 

A Fox To be rescheduled. 

2014/127 Report from the 
Quality, Safety and Risk 
Committee 

The issue around out patients at City 
Hospitals Sunderland was delegated to the 
Executive Committee – a further report on 
Choose and Book would be presented to 
the Governing Body in March 2015. 

C Macklin March 2015 

2015/17  Report from the 
Quality, Safety and Risk 
Committee 
 
 

Further assurance on the Breast Service at 
City Hospitals Sunderland to be presented 
to the Governing Body in March 2015 
 
Any concerns raised over the Breast 
Service at City Hospitals Sunderland to be 
forwarded to Dr Stephenson 
 
Communications to be re-sent to practices 
in relation to the breast service suspension 
and the process going forward 
 
Mrs Fox to check out the query on the 
suspension of placements in care homes 

G 
Stephenson 
 
 
All 
 
 
 
G 
Stephenson 
 
 
A Fox 

March 2015 
 
 
 
As and when they 
occur 
 
 
 
As soon as possible 
 
 
 
March 2015 
 

2015/18 Quality Action Plan A report to be presented to the July 
Governing Body meeting 

A Fox July 2015 
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 2015/19 Quality, Safety and Risk 
Committee Terms of Reference 

Wording in the terms of reference to be 
amended to state “The quorum shall be 
one third of the membership of the 
committee, including at least one lay 
member or the secondary care clinician. 
 

D Cornell Completed. 

2015/20 NHS Sunderland CCG 
Risk Register; Top Risks Report 

The amended risk matrix and associated 
report to be presented to the Governing 
Body in March 2015 

D Cornell On agenda 

2015/21 Revised Standards of 
Business Conduct and 
Declarations of Interest 

Audit Committee to undertake work on 
conflicts and understand how they would 
be handled appropriately in meetings. 

P Taylor March 2015. 

2015/21 Revised Standards of 
Business Conduct and 
Declarations of Interest 

Revised conflict of interest forms to be 
circulated and completed by the end of 
March 2015 

D Cornell March 2015 

2015/22 SCCG Assurance 
Report January 2015 

Mrs Burnicle to forward an email following 
on from discussion with CHS re urology. 

D Burnicle Completed 

2015/22 SCCG Assurance 
Report January 2015 

Mrs Burnicle to check the percentage 
figures on type 1 attendances at A&E at 
CHS 

D Burnicle March 2015. 

2015/25 5 year Strategic Plan 
and Operational Plan 2015/16 

A section of the Governing Body 
development session in February 2015 to 
be taken up with the 5 year Strategic Plan 
and Operational Plan 

D Burnicle Completed. 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY  

24th March 2015  

 
Report Title 
 

Minutes of the Quality, Safety and Risk Committee 
held on 10th February 2015. 

 
Purpose of report 

For confirmation of the minutes from the Quality, 
Safety and Risk Committee (QSRC). 

 
Key points, risks and assurances 
 

Issues 

 A new Engagement Group, which will be a sub-
group of the Communications and Engagement 
Steering Group is to be established.  

 
Risks 

 A&E 4 Hour Wait at City Hospitals Sunderland 
Foundation Trust (CHSFT) due to continued 
under performance for 2014/15. Fortnightly A&E 
Escalation meetings continue to look at 
performance recovery and the delivery of 
ECIST recommendations.  

 

 CHSFT have already breached performance on 
the following so performance cannot be 
recovered: 
 HCAI specifically MRSA 
 52 weeks Referral to Treatment Time. 
 Cancelled operations not rebooked within 

28 days of the cancellation.  

 Suspension of breast services being delivered 
at CHSFT – regular meetings are taking place 
to resolve this issue. No patient safety concerns 
have been identified.  

 CQC inspection at CHSFT during September 
2014 - out of the five questions asked within the 
inspection two were rated as “requires 
improvement”: 
 Are services at this Trust safe?  
 Are services at the Trust responsive? 

 During Q2 28 Serious Incidents were reported 
by CHSFT. This is an increase of 16 (57%) 
compared to the previous quarter. The number 
of RCA reports submitted for sign off has 
decreased and subsequently the number of 
overdue reports has increased.  
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 Astro PU linked to the CCG’s prescribing 
budget which is forecast to be significantly 
overspent. 

 Slow progress with formulary and guideline 
development due to lack of engagement from 
the secondary care provider. 

 Potential for under-delivery on the practice 
workplan by the MO practice support provider 
(Pharmicus) 

 There is uncertainty around SCCG’s 
responsibilities for Controlled Drugs prescribing 
monitoring 

 There has been very little progress on the 
development of a joint Engagement Strategy 
with the Local Authority.  

 The CCG does not have a clear process in 
place to involve patients and the public in the 
procurement process.  

 A low risk was identified on the Internal Audit 
report on Patient and Public Involvement, which 
related to an inconsistent approach to recording 
the planning and outcome of patient 
engagement being taken. 

 6 care homes have been audited using the 
Clinical Quality Assessment tool, including 3 
nursing and 2 residential.  3 of the 6 were rated 
red, 1 amber and 2 green. The visits are 
conducted jointly with the Local Authority and 
subsequent action plans are monitored 
accordingly.  

 

 IAPT Access and Recovery at Northumberland 
Tyne and Wear NHS Foundation Trust (NTW) 
due to under performance against the trajectory 
- currently at 14.3% against a target of 15%. 

 Improved medication incident reporting at NTW 
forecast to be significantly under year end 
target. 

 NTW reported 3,335 assaults on their staff from 
April (2013) and March (2014). NTW overall 
nationally ranked the third highest in terms of 
the total number of staff being assaulted. 

 

 Underperformance of North East Ambulance 
Service NHS Foundation Trust (NEAS) against 
Red 1 critical ambulance response times.   

 Patients who receive primary angioplasty within 
150 minutes of an emergency call. Data 
identifies deterioration in performance, an action 
plan is to be developed and shared with the 
QRG.  

 National Ambulance Quality Indicators (AQI) 
data is not contemporary. Concern was 
expressed that commissioners do not know the 
level of quality and the impact on patients from 
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the month previous as national reporting is 3-4 
months behind. 

 There is currently a lack of assurance regarding 
the compliance with the bundle by voluntary 
agencies, which could pose a risk to quality 
however an audit is being undertaken and initial 
findings are positive. 

 Failure to achieve red performance target is a 
concern, particularly the response times relating 
to rural areas.  

 Workforce issues with recruiting qualified 
paramedics. There is currently a 20% gap in the 
clinical workforce with additional absences 
caused by sickness absence. The trust is 
planning to employ overseas paramedics. 
NEAS has five providers to fill the gaps for 
paramedics in the short term. Workforce will be 
closely monitored at the QRG.   

 The NEAS CQUIN scheme has still not been 
finalised. 

 

 An anesthetist has been suspended in working 
across all Spire hospitals, as a result of the care 
provided to patients. 

 A number of other consultants have been 
temporarily suspended when their appraisal 
documentation has not been submitted to Spire.  

 
Assurances  

 C difficile at City Hospitals Sunderland NHS FT 
and the Community showing significant 
improvement. 

 Continued improvements in Cancer 
performance and close monitoring of waiting list 
at CHSFT and the number of non-elective 
admissions. 

 CHSFT is undertaking a mortality review on 
70% of deaths to review the patients’ care.  

 Overall good Friends and Family Test scores at 
CHSFT during October.  

 At the recent CQC Inspection the overall rating 
for CHSFT and by hospital site, Sunderland Eye 
Infirmary was “good”.  An action plan has been 
developed to address the areas which “require 
improvement” within the CQC report at 
Sunderland Royal Hospital.  

 

 A SCCG Medicines Optimisation Strategy is 
being implemented to reduce the risks 
highlighted in the risks section above. 
 

 An options appraisal on real time patient 
feedback systems has been discussed and a 
decision made at the Executive Committee.  

 

 See and treat and hear and treat figures at 
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NEAS have increased from 2012/13. 

 NEAS continues to be compliant with Disclosure 
and Barring Service (DBS) checks and are 
currently working through driver license checks. 
 

 The first CCG quality assurance visit took place 
at Spire Hospitals Washington in November 
2014, with positive results. 

 Spire’s drug license was reviewed in October 
(2014) by the Department of Health. The Home 
Office are assured that the management of 
drugs are safe and secure. 

 

 Primecare received a follow up visit from a CQC 
in August (2014). Processes and procedures 
have now been updated following the 
recommendations from the CQC unannounced 
visit in February (2014).   

 

 
Recommendation/Action Required 
 

For information 

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

Report author 
 
Sue Goulding, Head of Quality and Patient Safety 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 CO7 

       
   

Any relevant legal/statutory issues N/A 

 
Are the identified risks on the risk 
register? (If so, include reference number) 
 

Quality in Care Homes 
Health Care Acquired Infections 
A&E performance 
Safeguarding Adults and Children 

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

N/A  

 
Equality analysis completed 
(please tick)  

N/A  No  
Not 
relevant 

 

Key implications  Yes No Details 

 
Are additional resources required?  If so 
please specify 
 

  
 

 
 

 
Has there been appropriate clinical 
engagement?  
 

  Clinicians at QRG meetings 

 
Any current or expected impact on    
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
CO7 - Integrating health and social care services, including the Better Care Fund   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

patient outcomes/experience? 
 

 
Has there been member practice and/or 
other stakeholder engagement if 
needed?   
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Sunderland CCG Quality, Safety and Risk Committee 

Tuesday 10 February 2015, 2pm – 5pm 

Joseph Swan Suite, ground floor Pemberton House  

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

 Dr Henry Choi, NHS SCCG Clinical Effectiveness Lead left at 4pm  

 Mrs Deborah Cornell, NHS SCCG, Head of Corporate Affairs  

 Mrs Janet Farline, NHS SCCG Clinical Quality Officer 

 Dr Jackie Gillespie, NHS SCCG Medicines Management Elected GP  

 Mrs Sue Goulding, NHS SCCG Head of Quality and Patient Safety 

 Dr Zahra Irannejad, NHS SCCG Chief Pharmacist left at 2.30pm 

 Mrs Carol Lancaster, NHS SCCG Clinical Quality Officer 

 Dr Geoff Stephenson, NHS SCCG Medical Director 

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

  

In Attendance: Dr Fadi Khalil,  GP (observer)  

 Mrs Eleanor Hardy, NHS SCCG  PA (minutes) 

 

No: Agenda Item  Action  

2015/16 Welcome and Introductions   

   

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

 

   

2015/17 Apologies for Absence   

   

 Professor Mike Bramble, NHS SCCG Secondary Care Consultant 
Mr David Gallagher, NHS SCCG Chief Officer 
Mrs Ann Fox, NHS SCCG Director of Nursing Quality and Safety 
Mrs Deanna Lagun, NHS SCCG Head of Safeguarding  
Mrs Julie Whitehouse, NHS SCCG Patient Experience Officer 
Mrs Gillian Gibson, Public Health Consultant , Sunderland City 
Council 

 

   

2015/18 Declarations of Interest   

   

 There were no declarations of interest.    

   

2015/19 Minutes from Previous Meeting held on 13 January 2014  

   

Enclosure  The minutes of the previous meeting held on 13 January 2015 were 
agreed as an accurate record of the meeting. 

 

   

2015/20 Matters arising not on the agenda   
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 There were no matters arising.  

   

2015/21 Action Log    

   

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

 

   

2015/22 Approval of the Summary sheet   

   

 The purpose of the summary sheet was to confirm the minutes from 
the Quality, Safety and Risk Committee (QSRC) and approval of the 
cover sheet prior to their submission to the Governing Body meeting 
on 24 March 2015. 
 
The Quality Safety and Risk Committee approved the minutes of 
the meeting held on 13 January 2015 and summary sheet to be 
submitted to the Governing Body meeting on 24 March 2015  

 

2015/23 Governance   

   

Enclosure  SCCG Assurance Report   

   

 Matt Thubron presented the SCCG Assurance Report to the 
committee.  The purpose of the report was to provide the Quality, 
Safety and Risk Committee with the current position against the 
CCG Assurance Framework detailing the current under-performing 
measures and provide assurance of the actions being taken where 
necessary.  This report was a detailed bi-annual report which is also 
presented to the Executive Committee and Governing Body.  
 
Key Risks  

 A&E 4 Hour Wait due to under performance in 2013/14 and 

continued under performance for 2014/15 

 HCAI specifically MRSA at City Hospitals Sunderland NHS 

FT as the FT have already breached a 0 trajectory so 

performance cannot be recovered 

 52 weeks RTT waiting times for admitted and incomplete 

have breached 0 so performance cannot be recovered. 

 
Matt Thubron advised there was national scrutiny around referral to 
treatment and additional resilience money had been made available 
to focus on improving waiting times.  In regards to long waiters, 
orthopedics had been identified as an outlier and funding had been 
allocated to CHS to utilise the independent sector to carry out 
additional activity over the coming months.   Until a detailed action 
plan around quality and safety is seen, SCCG cannot be assured in 
terms of patient harm. This will be discussed at the CHS contract 
meeting on 11 February 2015 and raised as an issue if quality and 
safety is not detailed within the action plan.  
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 IAPT Access and Recovery due to under performance 

against the trajectory  

 
Matt Thubron advised the access rate was currently at 14.3% 
against a target of 15%. It was hopeful 15% would be achieved by 
year end.  
 

 Cancelled Operations not rebooked within 28 Days of 

Cancellation as the FT have already breached a 0 trajectory 

so performance cannot be recovered 

 Astro PU (not on the Delivery Dashboard but a local issue) 

which is linked to the prescribing budget which is forecasting 

significant overspend. 

 NTW medication-related safety incidents forecast to be 

significantly under year-end target. 

 Suspension of Breast Services at CHS NHSFT 

 Red 1 critical ambulance response times 

 
NEAS has a remedial action plan to address issues and this is 
discussed at the Contract Review Group and Quality Review Group 
meetings.  
 
Key Assurances 

 C difficile at City Hospitals Sunderland NHS FT and the 

Community showing significant improvement. 

 Fortnightly escalation meetings now in place for sustained 

under performance in A&E 95% and ambulance handovers 

 
Fortnightly A&E Escalation meetings continue to look at 
performance recovery and the delivery of ECIST recommendations.  
 

 Continued improvements in Cancer performance and close 

monitoring of waiting list. 

 Continued improvements in the number of non-elective 

admissions 

 Regular meetings taking place around the provision of Breast 

Services in Sunderland 

 
In regards to the Integrated Musculoskeletal Service, Matt Thubron 
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noted this had not had the impact we would have liked to have seen. 
Ongoing education with primary care is being undertaken around 
this and is a big part of the specification.   
 
The Quality, Safety and Risk Committee received the report and 
noted the current position for each under-performing indicator in the 
CCG Assurance Framework and the actions being taken to address 
the performance issues. 

   

2015/24 Clinical Effectiveness   

   

Enclosure Medicines Optimisation Quarterly Report   

   

 Zahra Irannejad presented the Medicines Optimisation Quarterly 
Report to the committee. The purpose of the report was to inform the 
Quality safety and Risk Committee on the progress of key risk areas 
of Medicines Optimisation and to provide a summary of prescribing 
financial performance. 
 
Key Issues 

 SCCG is forecast to overspend by £2,991,173 on the 2014/15 

GP prescribing budget, an increase of £447,309 since the last 

report. (Page 3). 

 SCCG cost per ASTRO-PU remains above Area Team and 

National averages (Pages 5-6). 

 
Zahra Irannejad advised that the quarter 2 costs for this year were 
reducing compared to quarter 2 costs for the previous year.   For 
some reason this was not showing on the graph within the report but 
gradually a reduction should be seen.  
 

 Slow progress with formulary and guideline development due 

to lack of engagement from secondary care provider. 

 Potential for under-delivery on the practice workplan by the 

MO practice support provider (Pharmicus) 

 SCCG is required to provide evidence of antimicrobial 

stewardship. 

 Uncertainty around SCCG responsibilities for Controlled 

Drugs prescribing monitoring 

 
Zahra Irannejad advised that Pharmacists at NECS had provided 
some explanation on what CCGs needed to do.  This was to identify 
outliers and work with them to identify if any issues needed to be 
investigated. If an investigation was required the CCG would refer 
this to the Area Team.  Henry Choi raised the question was 
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monitoring in place?  Zahra Irannejad advised that monitoring and 
support by SCCG Medicines Optimisation Team had been in place 
since April 2014 and continues.  

 
Assurances 

 SCCG MO strategy, (pg 5-6) which focusses on cost-effective 

prescribing, is being implemented and includes 

o Formulary and guideline development – to guide 

prescribers to cost effective medicines use 

o Practice work plan and prescribing LIS, focused on 

cost-effective prescribing initiatives 

o Strategies to raise awareness of and engagement with 

the MO agenda  

o Funding for additional practice pharmacist support has 

been authorized and models for delivery are being 

developed 

 Additional funding for practice MO support has been obtained 

and models are being developed for the additional provision. 

 A meeting with Pharmicus to discuss performance has been 

set up for the end of this month. 

 Formulary and guideline development will be incorporated 

into the CHS provider contract for 14-15. 

 SCCG repeat dispensing increasing quarter on quarter  

 SCCG MO is undertaking monitoring of controlled drugs, until 

responsibilities are finalised. 

 Regular antimicrobial prescribing reporting is underway and 

strategies developed for outliers. 

Risks 

 Forecast overspend on 2014/15 prescribing budget has 

increased and cost per ASTRO-PU remains high. 

 SCCG GP prescribing behavior may not fully change despite 

measures in place for engagement with initiatives, including 

LIS. 

 
Zahra Irannejad advised that meetings were scheduled with 
providers around LIS not being fully delivered.  
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 Lack of engagement from external stakeholders, preventing 

formulary and guideline development that will support more 

cost-effective use of medicines 

 
Zahra Irannejad advised that issues in terms of external 
stakeholders engagement with the prescribing agenda were now 
resolved.  When any further issues arise these would be discussed 
at the Joint Formulary meetings  
 
Aileen Sullivan referred to the graph on page one of the report, 
SCCG Predicted Monthly Prescribing Expenditure, and noted there 
had been a massive decline in November 2014 and questioned was 
this on trend to continue. Zahra Irannejad stated it was too soon to 
predict.  
 
Fadi Khalil referred to page 4 of the report, SCCG Cost per ASTRO-
PU and questioned whether the increase in cost was because of 
Primary Care prescribing.   Geoff Stephenson advised that it was but 
was influenced by secondary care prescribing behavior. When the 
joint formulary is available this will empower GPs to prescribe over 
secondary care.  
 
The Quality Safety and Risk Committee received the report and 
noted the content.  

    

2015/25 Patient Experience   

   

Enclosure  Patient and Public Involvement/Engagement Update    

   

 Sue Goulding presented the PPI Highlight Report to the committee.  
The purpose of the report was to advise the Quality Safety and Risk 
Committee of PPI activities undertaken between November 2014 
and January 2015. 
 
Key issues 

 Interpreting and Translation Services:  

The contract situation remains unresolved and a decision will 
be made for April 2015. 
 

Matt Thubron advised SCCG did have a contract and services were 
in place but an update is awaited from NHS England advising on 
what CCGs should be doing.  SCCG has assurance there are 
currently no gaps in interpreting services.  

 

 An options appraisal for gathering real time patient feedback 

will be submitted to the Executive Committee, February 2015. 

 
Sue Goulding advised the options appraisal had now been approved 
by the Executive Committee.  
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 Alternate methods are being explored to support practice 

communication with patients using television. This offers 

potential to overcome some of the experienced difficulties. 

 The proposal to pool volunteer resource to gather grass roots 

feedback may have been subsumed within plans for 

integrated working and use of community connectors. 

 Opportunity exists to develop feedback from patients/ public 

regarding OOH experiences which may support identifying 

solution 

 
Assurances 

 The first session has been held to enable patients / public to 

influence procurement questions regarding how contract 

providers will engage with patients / public to implement and 

improve the GP OOH service. 

 The above provided useful information on how this part of the 

process can be developed in the future. 

 Migration to ‘My NHS’ will be complete for April and a launch 

will support adoption of the new system 

 
Jackie Gillespie questioned what was the target number to recruit to 
MY NHS was.  Sue Goulding advised the target number to recruit 
was 1,000.  
 

 The developmental changes to the Local Engagement Board 

for 15/16 will be implemented for April and support ‘All 

together Sunderland’ working. 

 Engagement plans for 14/15 are being revised for 15/16 

work. 

 
Sue Goulding advised Engagement Plans for 15/16 would be on the 
Quality Safety and Risk Committee on 10 March 2015. 
 

 There has been considerable take-up of the Patient 

Leadership Programme for Sunderland (8 applications). 

Feedback can support future patient empowerment 

programmes. 

 
Risks 

 Progress on development of a joint engagement strategy with 

the Local Authority is negligible. 

 Information brought to CCG attention by a representative of 

people with autism requires study. It can potentially damage 

the CCG’s reputation and detrimentally affect public 

perception of the CCG’s response to equality issues. 
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Henry Choi referred to paragraph 2.5 of the report, Communication 
with member practices and advised leaflet display in most GP 
Practices was problematic because of the layout of waiting rooms 
and the number of requests received for leaflets to be displayed. 
Henry Choi questioned whether communication from SCCG could 
be via text messages if patients/public consented to this. Sue 
Goulding advised this would happen when SCCG had the targeted 
number of people recruited on My NHS.  
 
In regards to the provision of TV screens in all GP Practices, Sue 
Goulding advised that Gloria Middleton would be discussing this 
further with Scott Watson/Matt Thubron.  
 
David Chandler noted that MYNHS can be quite confusing as 
national news not local news is on display. It was agreed that MY 
NHS should take the user directly to SCCG Website.  
Action: Deborah Cornell to pick this up with NECS 
 
The Quality Safety and Risk Committee received the report 

 
 
 
 
 
 
 
 
 
 
 

DC  

   

Enclosure  Engagement Action Plan   

   

 Sue Goulding presented the Engagement Action Plan Report to the 
committee. The purpose of the report was to provide an update on 
progress of the 2014–2015 action plan. 
 
Key points 

 Local Authority work regarding a joint engagement action 

plan has not progressed. 

 The Engagement sub-group will enable a focus to be 

maintained on issues with relevant partners.  

 
Risks 

 3.22 – 3.24: Joint development and engagement work with 

the Local Authority is delayed and has been placed on the 

CCG risk register. 

 3.31: This objective has changed and requires review. 

Compliments and complaints reported through other 

channels. Patient Stories potentially more useful from 

informal sources. 

 
Assurances 

 2.23 – 2.26: work is underway to re-launch the Local 

Engagement Board (LEB) as Sunderland Health Forum and 

discussions with the Local Authority have commenced. 

Launch details will be discussed at the Communications and 

Engagement Steering Group (C&ESG) in February 15. 

 2.35 An options appraisal for real time feedback systems has 

been submitted to the Executive Committee in February 
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2015. 

 2.53: Recruitment to My NHS has commenced. Next update 

at C&ESG, (February 2015.) 

 2.57: work commenced to ensure full transfer of information 

by end March. Newsletter to MY NHS new members being 

planned at the C&ESG (February 2015 

 3.34: Engagement sub-group. Paper submitted to the Quality, 

Safety and Risk Committee (February 2015.) 

 
The Quality Safety and Risk Committee received the report. 

   

Enclosure  Terms of Reference for the new Engagement Group   

   

 Sue Goulding presented the Terms of Reference for the new 
Engagement Group to the committee.  The purpose of the report 
was to respond to the Committees request to develop a draft Terms 
of Reference for a CCG Involvement and Engagement Sub-Group. 
 
Key issues: 

 To date the Communications and Engagement Steering 

Group (C&ESG) has addressed both action plans.  

 
Assurances: 

 Implementation of the attached Terms of Reference in the 

form of an Involvement and Engagement Sub Group will 

enable engagement practitioners to share best practice, 

exploit joint engagement opportunities and address the 

objectives of ‘All together Sunderland’. 

 The sub – group will enable a clear focus to be maintained on 

involvement / engagement issues. 

 The Sub Group will report into the Steering Group which will 

support the close relationship of the 2 elements. 

 
Risks: 

 The joint group addresses a large agenda and engagement 

issues can be subsumed under communications planning.  

 The current membership of the C&ESG has an imbalance of 

communications and engagement staff.  

 
Following discussions it was agreed that the draft terms of reference 
for an Involvement and Engagement Sub-Group would be held for 
reference and Deborah Cornell would deliver a 
Communications/Engagement Workshop to identify any issues and 
how these would relate to the proposed Involvement and 
Engagement Sub-Group. 
Action: Deborah Cornell to bring a report from the 
Communications/Engagement Workshop to the Quality Safety 
and Risk Committee on 14 April 2015 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DC 
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The Quality Safety and Risk Committee received the draft Terms of 
Reference for information and would await an update from the 
Communications/Engagement Workshop at the Quality Safety and 
Risk Committee on 14 April 2015  

 
 
 

   

Enclosure  Involving Patients in Procurement   

   

 Sue Goulding presented the Involving Patients in Procurement 
Report.  The purpose of the report was to advise the Committee on 
current best practice for engagement of service users, carers and 
the public in service procurement to enable recommendation for 
Sunderland CCG processes. 
 
Key issues 

 There is an expectation and statutory responsibility upon 

CCGs to involve patients and the public in all aspects of their 

commissioning work, including procurement. 

 There appears to be very little information on development of 

best practice within CCGs to date. This suggests process 

development is in its infancy. 

 Good practice for procurement will be very similar to 

exemplifying good practice for engagement across the 

commissioning cycle and it will be useful to extrapolate the 

information to other areas of involvement. 

Risks 

 The CCG need to clearly articulate how they will involve 

service users, carers and the public in the process and advise 

staff accordingly. 

 
Assurances 

 Development of the business case for any service change 

requires patient and public involvement ambitions to be 

recorded before work commences. 

 To date the CCG have involved the public / patients in 

procurement of MSK and GP OOH services. This has been a 

new experience and valuable lessons have been learnt which 

will inform future practice. 

 
Henry Choi noted it was hard to get a diagnosis of autism and 
questioned who in SCCG was leading on this.  Aileen Sullivan 
advised this issue had also been raised at the Out of Hours Patient 
Group.  
 
The Quality Safety and Risk Committee received the report, noted 
the contents and supported the recommendations made. 
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Enclosure  Internal Audit Report  - Patient and Public Involvement   

   

 Sue Goulding presented the Patient and Public Involvement Internal 
Audit Report to the committee.  The purpose of the report was to 
highlight any risks and provide assurance to the Quality, Safety and 
Risk Committee. 
 
Issues: 

 The purpose of this audit was to ensure that the CCG is using 

engagement activities effectively to involve patients and the 

public in the healthcare services that are commissioned and 

uses feedback to make any necessary improvements to 

services, if and when required. 

 
Risks: 

 One low risk was highlighted within the report that although 

there is a process in place to hold a central record of 

engagement carried out by the CCG, this isn’t followed 

consistently.  

 
Assurances: 

 “Significant Assurance” was provided to Internal Audit on 

Patient and Public Involvement in the CCG. 

 
Aileen Sullivan questioned if actions from this report would be 
included in the Engagement Action Plan.  Sue Goulding advised that 
they would and the updated Engagement Action Plan would be 
presented to the Quality Safety and Risk Committee on 14 April 
2015. 
 
The Quality Safety and Risk Committee received the report and 
noted the issues, assurance and risks identified in SCCG Internal 
Audit Report. 

 

   

2015/26 Quality in Commissioned Services   

   

Verbal  Development of CQUIN 2015/16  

   

 Sue Goulding advised the committee that CQUIN for 2015/16 was 
progressing.  City Hospitals Sunderland had provided a list of 
potential indicators and this was currently being looked at and 
narrowed down. Two CQUIN indicators had been identified for 
South Tyneside Foundation Trust for the community as well as 
National indicators. Michelle Turnbull is leading on CQUIN for 
Northumberland Tyne and Wear. Spire had nationally suggested an 
indicator and work is progressing.  
 
Matt Thubron advised that agreement on CQUIN needs to be 
reached by the end of February 2015 for final sign off on 13 March 
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2015. 

   

Enclosure  Quality in Care Homes Report   

   

 Janet Farline presented the Quality in Care Homes Report to the 
committee. The purpose of the report was to provide an overview of 
recent concerns in Care Homes in Sunderland, and the results of 
the Clinical Quality Assessment s.  
 
Janet Farline delivered a presentation which included explanation of 
how the Quality Assessment Tool was used and a snap shot of an 
Action Plan and explanation on how this was completed. Key points 
from the presentation below:  
 
Assurances  

 Strategy meetings in place with the Local Authority 

 Information sharing meetings between the Local Authority 

and the CQC 

 Joint working arrangements in place with the Safeguarding, 

Social Care Governance team and the CCG to monitor 

services by undertaking joint visits. 

 Since the last Quality Safety and Risk Committee 3 Nursing 

Homes  and 3 Residential Homes with residents who receive 

Continuing Healthcare Funding have been audited using the 

updated Clinical Quality Assessment Tool 

 Of the 3 Nursing Homes audited 0 homes were Green, 1 was 

Amber and  2 were Red on the RAG rated scores  

 Of the 3 Residential Homes audited 2 were Green, 0 were 

Amber and 1 was Red  

 All homes have action plans in place to monitor progress 

within the home and are validated by either the CCG or the 

LA. 

 At this present time there is one home with a suspension of 

placements   

 

Risks  

 The risks identified around the assurance of clinical care 

within Nursing Homes are detailed on the risk register   

 Concerns in Care Homes detailed within the paper with 

recommendations to improve the clinical quality within the 
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home if required 

 
Aileen Sullivan questioned if the Quality Assessment Tool was a 
national tool. Janet Farline advised it was a Tees tool which had 
been adapted for Sunderland.  
 
Aileen Sullivan asked when visiting a home, how were residents’ 
notes selected for audit.  Janet Farline advised that this was at 
random unless part of a safeguarding alert.  
 
Fadi Khalil enquired if there was any information regarding quality in 
care homes cascaded from the Urgent Care teams.  Janet Farline 
advised there was not and neither from GPs.  Geoff Stephenson 
advised that most GP Practices would be unaware of Quality 
Assurance Assessments carried out in Care Homes.  It was agreed 
that Janet Farline would arrange to deliver a presentation around 
Quality in Care Homes to the Sunderland Practice Manager Group 
to raise awareness of the Quality Assessment Tool and processes in 
place.  
Action: Janet Farline to deliver presentation to Sunderland 
Practice Manager Group  
 
Following discussions around concerns in some care homes 
regarding suspending admissions, it was agreed that Sue 
Goulding and Janet Farline would meet outside of this meeting 
to discuss these concerns. This would be addressed at the 
Quality Safety and Risk Committee on 14 April 2015. 
 
Aileen Sullivan requested that the presentation was inserted at the 
end of the Quality in Care Homes report to be presented to the 
Quality Safety and Risk Committee on 14 April 2015 
 
The Quality Safety and Risk Committee received the report and 
noted the content of the report and the progress described. 

 
 
 
 
 
 
 
 
 
 
 

JF  
 
 
 
 

SG 
JF  

   

Enclosure  City Hospitals Sunderland Quality Review Group minutes, 19 
December 2014 

 

   

 Geoff Stephenson presented the City Hospital Sunderland Quality 
Review Group minutes to the committee.  The purpose of the report 
was to highlight any risks and provide assurance to the Quality, 
Safety and Risk Committee. 
 
Issues: 

 Quality report, Q2 aggregated risk report and Workforce 

report not received. Meeting took place on 16th January 

(2015) to discuss and review the cycle of business.  

 
Risks: 
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 CQUIN Q2 indicators for 2014/15 have not all been achieved.  

Root Cause Analysis for Venous Thromboembolism (VTE) 

and 7 day working indicators have not been achieved as no 

evidence presented before or after the freeze date of 

submission for Q2 

 Breast cancer surgery services. No further breast care 

services have operated out of CHSFT since the 12th 

December (2014). The new breast surgery pathway  

commenced after that date from Gateshead & Newcastle 

FTs. Patients currently in the system will be accommodated. 

This will continue to be monitored through the QRG.  

   
In regards to page 4 of the minutes, “Breast Cancer Service update” 
Geoff Stephenson clarified that the interim Breast Cancer Service 
was working and there were no patient safety concerns. The 
development of the future Breast Cancer Service is currently being 
held up because of complex HR issues at City Hospitals 
Sunderland.   
 

 A&E 4 Hour Wait due to under performance in 2013/14 and 

continued under performance for 2014/15.  An audit has been 

undertaken to assess the quality of care for patients who wait 

a long time in A&E and the results to be forwarded to the 

CCG.  

 
Assurances: 

 Parkinson disease presentation describing the work 

undertaken to achieve the CQUIN indicator. Change in 

practice in the administration of medication within a timeframe 

has improved patient care and outcomes through CQUIN. 

 
Aileen Sullivan referred to page 2 of the minutes, “CL highlighted 
patients receiving their medication on time asking if there had been 
patient experience gathered relating to this” and questioned  was 
there an intention to gather patient experience information.  
Action: Carol Lancaster to review this with City Hospitals 
Sunderland representatives. 
 

 Pressure Ulcer presentation. The tissue viability team 

continues to improve best practice in regards to pressure 

ulcers and sharing best practice. However some concerns 

have been raised by the CCG in regards to A&E skin 

assessments.  

 HCAI Collaborative working with Co –Commissioners 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CL  
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continues. 

 Overall good Friends and Family Test (FFT) response rates 

and scores in October (2014). 

 CHS are continuing to strengthen arrangements with Church 

View. 

 Mortality reviews. CHSFT are achieving 70% rate in relation 

to mortality reviews. Mortality continues to remain on the 

QRG agenda 

 
The Quality Safety and Risk Committee received the report and 
noted the issues, assurance and risks identified.  

   

Enclosure  North East Ambulance Service Quality Review Group minutes, 10 
November 2014 

 

   

 Sue Goulding presented the North East Ambulance Service Quality 
Review Group minutes to the committee. The purpose of the report 
was to highlight any risks and provide assurance to the Quality, 
Safety and Risk Committee. 
 
Key risks: 

 Patients who receive primary angioplasty within 150 minutes 

of an emergency call. Data identifies deterioration in 

performance, an action plan is to be developed and shared 

with the QRG.  

 National Ambulance Quality Indicators (AQI) data is not 

contemporary. Concern was expressed that commissioners 

do not know the level of quality and the impact on patients 

from the month previous as national reporting is 3-4 months 

behind. 

 There is currently a lack of assurance regarding the 

compliance with the bundle by voluntary agencies, which 

could pose a risk to quality however an audit is being 

undertaken and initial findings are positive. 

 Failure to achieve red performance target is a concern, 

particularly the response times relating to rural areas.  

 Cardiac Arrest - NEAS are currently experiencing difficulties 

in receiving survival to discharge information from one 

Foundation Trust.  

 Workforce issues with recruiting qualified paramedics. There 
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is currently a 20% gap in the clinical workforce with additional 

absences caused by sickness absence. The trust is planning 

to employ overseas paramedics. NEAS has five providers to 

fill the gaps for paramedics in the short term. Workforce will 

be closely monitored at the QRG.   

 The CQUIN scheme has still not been finalised. 

 
Sue Goulding explained that there had been an extraordinary 
meeting held in December 2014 where an action plan had been 
developed to solve some of the issues identified.  The minutes from 
the extraordinary meeting would be presented for information at the 
Quality Safety and Risk Committee on 10 March 2015.  
 
Key assurances: 

 See and treat and hear and treat figures have increased from 

2012/13. 

 NEAS continues to be compliant with Disclosure and Barring 

Service (DBS) checks and are currently working through 

driver license checks. 

 CQC action plan: NEAS is in contact with the CQC in relation 

to updates on achievements and outstanding actions.  

 
The Quality Safety and Risk Committee received the reported and 
noted the contents.  

   

Enclosure  Northumberland Tyne and Wear Quality Review Group (NTW QRG) 
minutes, 27 November 2014 

 

   

 Sue Goulding presented the Northumberland Tyne and Wear 
Quality Review Group minutes.  Sue Goulding advised that these 
minutes were not confirmed and were being presented in draft 
format.  The draft minutes had been circulated to the NTW QRG 
members for comments and none had been received. The purpose 
of the report was to highlight any risks and provide assurance to the 
Quality, Safety and Risk Committee. 
 
Issues: 

 At a recent SI panel issues were raised in relation to when 

patients are being discharged back into the care of NTW a 

plan of care regarding the patient’s physical needs had not 

been followed through. It was agreed at the QRG that 

pathways needed to be reviewed.  

 
Sue Goulding advised that NTW have a new member of staff had 
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been appointed to take this forward.  
 
Risks: 

 NTW reported 3,335 assaults on their staff from April (2013) 

and March (2014). NTW overall nationally ranked the third 

highest in terms of the total number of staff being assaulted. 

 NTW to report to the QRG the current staffing levels. 

 
Jackie Gillespie questioned how the number of assaults were 
measured and felt this would be better expressed as percentage of 
staff.   
Action: Carol Lancaster to establish what proportion of staff 
this relates to for NTW 
 
Assurances: 

 A presentation was presented to the QRG on Delivering High 

Quality Services. NTW envisage quicker, streamlined 

assessments to treatment through this process 

 Reporting of SIs has reduced compared to (2013) 

 
Deborah Cornell questioned whether it was assurance that SI 
reporting had reduced and questioned what had reduced and why.  
Action: Sue Goulding to pick this up with NTW 
 
The Quality Safety and Risk Committee received the report and 
noted the issues, assurance and risks identified in the minutes 

 
 
 
 
 
 
 
 
 
 

CL  
 
 
 
 
 
 
 
 
 

SG  

   

Verbal Northern Doctors Urgent Care Quality Review Group (NDUC QRG) 
minutes, 19 December 2014 

 

   

 Sue Goulding gave a verbal update to the committee regarding the 
Northern Doctors Urgent Care Quality Review Group meeting held 
on 19 December 2014. 
 
Sue Goulding explained that at the initial meeting the group had 
discussed what information and reports would be expected going 
forward.  The next NDUC QRG is scheduled for March 2015 and the 
minutes of all future meetings will be presented to the Quality Safety 
and Risk Committee for information.  

 

   

Enclosure  Spire Washington Quality Review Group minutes, 15 December 
2014 

 

   

 Sue Goulding presented the Spire Hospital Washington Quality 
Review Group minutes to the committee.  The purpose of the report 
was to highlight any risks and provide assurance to the Quality, 
Safety and Risk Committee. 

 



  Item 8.1 

Page 23 of 31 

 

 
Issues: 

 CCG notified that an Anaesthetist has been suspended in 

working across all Spire hospitals. 

 
Sue Goulding advised that the Anaesthetist’s substantive post was 
at North Tees.  Sue Goulding had made Hartlepool and Stockton 
CCG aware of the suspension and this was being picked up.  
 
Risks: 

 A replacement of a second Obalon balloon was found to be 

15 days out of date after the procedure was completed. Spire 

is in the process of an internal investigation to determine why 

the balloon was not identified as being out of date pre 

insertion by the team, however the internal process has 

already been changed. Although the incident occurred during 

a specialised commissioning procedure lessons could be 

learnt across the hospital.  

 A number of consultants have been suspended from Spire for 

lack of documentation specifically around appraisals. 

 
Assurances: 

 Allegation made by a patient relating to a Consultant has 

been fully investigated, nothing untoward was found. 

 The first SCCG assurance visit took place in November. A 

positive verbal feedback was given from SCCG in relation to 

how open and honest staff and patients where during the 

visit.  

 
Sue Goulding advised that the report from the SCCG visit had been 
included in the Integrated report presented to the Quality Safety and 
Risk Committee on 13 January 2015. Two announced and two 
unannounced visits will be held each year.  
 
External assurance: 

 Spire’s drug license was reviewed in October (2014) by the 

Department of Health. The Home Office are assured that the 

management of drugs are safe and secure 

 
Aileen Sullivan referred to page 3/4 of the minutes “1 formal 
complaint in August and 2 telephone calls from patients who were 
unhappy”   and questioned if this compared with NHS provision. Sue 
Goulding advised that Spire Hospital Washington had very few 
complaints therefore any complaints received were scrutinised.  
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The Quality Safety and Risk Committee received the report and 
noted the issues, assurance and risks identified in the minutes 

   

Enclosure  Primecare Quality Review Group minutes, 29 September 2014  

   

 Sue Goulding presented the Primecare Quality Review Group 
minutes and to the committee.  The purpose of the report was to 
highlight any risks and provide assurance to the Quality, Safety and 
Risk Committee. 
 
Assurances 

 Effective systems are in place to record incidents and Serious 

Incidents (SIs). 

 
External assurance: 

 Primecare received a follow up visit from a CQC in August 

(2014). Processes and procedures have now been updated 

following the recommendations from the CQC unannounced 

visit in February (2014).   

 Internal dashboard in place to identify any breaches which 

may include complaints and training.  

 
Sue Goulding advised that the Primecare Clinical Services Manager 
had moved posts therefore it may be the Primecare Director that 
attends the next Primecare Quality Review group meeting.  
 
The Quality Safety and Risk Committee received the report and 
noted the issues, assurance and risks identified in the minutes. 

 

   

Enclosure  Integrated Report   

   

 Carol Lancaster delivered a high level summary of the Integrated 
Report to the committee.  The purpose of the report was to highlight 
any risks and provide assurance to the Quality, Safety and Risk 
Committee in regards to the quality within commissioned services. 
This included the Risk Management Aggregated Risk report from 
City Hospitals Sunderland and the CQC inspection report which 
were unavailable at the QSRC in January 2015.  
 
Risks: 
Out of the five questions asked within the CQC inspection  two key 
areas were rated as  “requires improvement”:  
 
 

 Are services at this Trust safe?  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



  Item 8.1 

Page 25 of 31 

 

 Are services at the Trust responsive? 

 
Specific improvement suggestions include:  

 Staffing particularly on the medical wards out of hours, bank 

holidays and weekends. 

 Reporting incidents, improvements are required to improve the 

investigation processes, including the timeliness and training 

around RCA grading of incidents and feedback to teams.  

 Issues identified in relation to some aspects of medicine 

management, including out of date Patient Group Directives 

(PGD) and the timing of commencement of medications 

following admission.  

 The standard of record keeping in relation to Do Not Attempt 

Cardio Pulmonary Resuscitation (DNACPR) decisions. 

 The numbers of staff completing mandatory training, particularly 

medical staff and nursing staff, 80% standard had not been met. 

 
Carol Lancaster advised that an action plan had been developed to 
address areas for improvement.  This would be monitored via the 
CHS Quality Review Group. The Quality Safety and Risk Committee 
would receive assurance from the CHS Quality Review Group 
minutes.  

 
Risks from the Risk Management Aggregate Report include: 

 During Q2 28 Serious Incidents were reported. This is an 

increase of 16 (57%) compared to the previous quarter. 

 The number of RCA reports submitted for sign off has 

decreased and subsequently the number of overdue reports has 

increased.  

 In Q2 several new high level risks have been added by CHSFT 

to their Corporate Risk register. 

 Complaints where reported upon in January (2015) QSRC, 

however further information raises concerns in the increase of 

complaints in medicine and surgery.  

 
Assurances: 

 CQC reported overall rating of CHSFT as “good.” 

 CQC rated Sunderland Royal Hospital as “outstanding” for 

services for Children and Young People being well led. 

 An action plan is being developed in response to the CQC 

report which will be monitored at the QRG. 

 
Assurances from the Risk Management Aggregate Report include: 

 During Q2 there were a total of 4151 incidents reported. This is 

a 10% increase from 3769 reported in Q1. 
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 A total of 2378 patient safety incidents were reported to the 

NRLS in Q2. This is a slight increase from 2274 reported in Q1.  

 
 
Following discussions regarding the timeliness of the Risk 
Management Aggregated Report being received from City Hospitals 
Sunderland and possible contractual levers, it was agreed that this 
would be raised as an item for discussion at the SCCG Provider 
Management Group.  
Action: Geoff Stephenson to raise at next SCCG Provider 
Management Group meeting.  
 
The Quality Safety and Risk Committee received the report and  

 
GS  

   

2015/27 Any other business  

   

 There was no further business to discuss.   

   

   

2015/28 Date and time of next meeting:  
Tuesday 10 March 2015, 2pm  - 5pm 
Steve Cram room, ground floor Pemberton House    

 

   

 

 

 

Signed:   

 

 

 

 

 

Date: 10 March 2015 
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NHS Sunderland Clinical Commissioning Group  

Quality, Safety and Risk Committee 

Summary of Actions – Tuesday 13 January 2015 

Action 
No  

Agenda 
Item  

Action 
Requested 

By 

Item/Paper Action to be taken  By whom  Date for 
completion 

1 2014/60 Ann Fox  Patient and Public 
Involvement/Engag
ement update  

SCCG  Project Plan around further 
meetings with the LA and All together 
Sunderland to be brought to the next 
QSRC in March 2015 

Julie 
Whitehouse  

10 March 
2015 

2 2014/60 Ann Fox  Patient and Public 
Involvement/Engag
ement update  

Review of this paper to be brought to the 
QSRC in April 2015 

Julie 
Whitehouse  

April 2015 

3 2014/79 Committee Medicines 
Optimisation 
Quarterly report  

CM to contact Jeanette Stephenson to 
establish how work around cold callers 
contacting vulnerable adults re delivering 
their medication is progressing  Update 
09/12/14 ZI advised that the Area Team 
had commissioned NECS to look into this 
plus duplication of prescriptions Action: A 
Fox and Geoff Stephenson to raise this at 
the next QSG and feedback to the QSRC 
Update 13/01/15 no QSG since last 
meeting – to remain on action log  

A Fox 
G Stephenson   

10 March 
2015 

4 2014/88 Geoff 
Stephenson  

Matters arising not 
on the agenda  

Uptake of flu vaccination at CHSFT and 
STFT low compared to other trusts – 
Geoff Stephenson to raise at CHS QRG.  
Scott Watson to pull together historical 
data Update 13/01/15 SW advised this 
was an issue as CHS were no longer 
continuing to collect this data, to remain 
on action log  

Geoff 
Stephenson  
 
Scott Watson  

10 March 
2015 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

Item/Paper Action to be taken  By whom  Date for 
completion 

5 2014/93 Aileen 
Sullivan  

Ward Visit Proforma  Ward visit proforma to be reviewed in 6 
months (July 2015)  
SG/EH to liaise with Vida Morris – NTW to 
arrange presentation re overview of 
commissioned services and development 
of visiting schedule Update 13/01/15 SG 
to meet with Vida Morris to go through 
NTW visiting schedule Update 10/02/15 
to be picked up at the NTW QRG meeting 
in March  

Carol Lancaster  
 
 
 
S Goulding  
 

July 2015 
 
 
 
10 March 
2015 

6 2014/93 Committee  NEASFT QRG 
minutes  

Ann Fox to provide an update at the 
QSRC on 13 January 2015 on concerns 
re NEAS performance Update 03/01/15 
SG advised NEAS performance was 
improving and there was a little more 
assurance around staffing.  Work is 
ongoing.  To remain on action log Update 
10/02/15 on NEAS QRG  agenda in 
March 2015 

Ann Fox  10 March 
2015  

7 2014/93 Mike 
Bramble  

NTWFT QRG 
minutes  

Ann Fox to raise Tees Esk and Wear 
Valley early warning score re staff 
sickness re violence and aggression  with 
NTW Update 13/01/15 no update 
available, to remain on action log  

Ann Fox  10 March 
2015 

8 2015/08 Aileen 
Sullivan  

Thematic Analysis 
for SCRs 

Anne Brock to provide feedback on how 
dates/closures/actions are being handled 
on the SCR Action Plan Update 10/02/15 
To defer to 10 March  

Anne Brock  10 March 
2015 

9 2015/08 Committee  Thematic Analysis 
for SCRs 

Anne Brock to establish if the 0.7% 
compliance regarding GP Conference 
reports is correct Update 10/02/15 to 

Anne Brock  10 March 
2015 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

Item/Paper Action to be taken  By whom  Date for 
completion 

defer to 10 March 2015 

10 2015/08 Deborah 
Cornell   

Thematic Analysis 
for SCRs 

Risk ratings within the thematic tool not 
matching up.  AB and DC to meet outside 
of this meeting to discuss Update 
10/02/15 to defer to 10 March 2015 

Anne Brock  
Deborah Cornell  

10 March 
2015 

11 2015/11 Mike 
Bramble  

Integrated Quality 
Report  

Performance to answer 111 calls.  Calls 
had increased.  Scott Watson to collate 
the detail of the cause of this. Update 
10/02/15 this had been raised with NECS 
and will be picked up at the QRG w/c 
16/02/15 

Scott Watson  10 March 
2015 

12 2015/11 Committee CHC Report  Lee Cooper to present an update on CHC 
and the action plan from the Working 
Group to the QSRC on 14 April 2015 

Lee Cooper  14 April 
2015 

13 2015/12 Aileen 
Sullivan  

SCCG Risk 
Register  

Risk rating for ref 670, DC to have a 
conversation with Deanna Lagun to 
establish if this should be higher 

Deborah Cornell  14 April 
2015 

14 2015/12 Committee SCCG Risk 
Register  

Deborah Cornell to consider how data on 
the risk register will be interrogated in the 
future. 
SCCG Risk Register Reports presented 
to QSRC to be a high level overview. 
Update 10/02/15 Deborah Cornell 
advised the Audit Committee had 
approved the proposal and the final policy 
would be brought to the QSRC in March 
2015  

Deborah Cornell  10 March 
2015 

15 2015/25 Committee  PPI/Engagement 
Update  

MY NHS to take users direct to SCCG 
Website for local news  

Deborah Cornell  10 March 
2015 

16 2015/25 Committee  ToR for new 
Engagement Group  

Communications/Engagement Workshop 
to be arranged to identify any issues.  

Deborah Cornell  14 April 
2015 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

Item/Paper Action to be taken  By whom  Date for 
completion 

Deborah Cornell to bring a report from 
this workshop to the QSRC on 14 April 
2015 

17 2015/26 Committee  Quality in Care 
Homes  

Janet Farline to deliver a presentation on 
Quality in Care Homes and the Quality 
Assessment tool to the Practice Manager 
Group  

Janel Farline  14 April 
2015 

18 2015/26 Committee Quality in Care 
Homes  

Sue Goulding and Janet Farline to meet 
outside of this meeting to discuss 
concerns in some care homes regarding 
suspended admissions  

Sue Goulding  
Janet Farline  

10 March 
2015 

19 2015/26 Aileen 
Sullivan  

CHS QRG minutes 
19 December 2014  

Parkinson Disease Presentation, change 
in practice in the administration of 
medication within a timeframe had 
improved patient care and outcomes 
through CQUIN.  CL to find out if there 
was an intention to gather patient 
experience information. 

Carol Lancaster  10 March 
2015 

20 2015/26 Jackie 
Gillespie  

NTW QRG minutes 
27 November 2014 

Jackie Gillespie questioned how the 
number of assaults were measured and 
felt this would be better expressed as a 
percentage.  CL to establish what 
proportion of staff this relates to for  NTW   

Carol Lancaster  10 March 
2015 

21 2015/26 Deborah 
Cornell  

NTW QRG minutes 
27 November 2014 

Deborah Cornell questioned whether it 
was really assurance that SI reporting 
had reduced and questioned what had 
reduced and why. SG to pick this up with 
NTW  

Sue Goulding  10 March 
2015 

22 2015/26 Committee Integrated Report  Timeliness of information received for the 
integrated report to be raised for 
discussion at the Provider Management 

Geoff 
Stephenson  

14 April 
2015 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

Item/Paper Action to be taken  By whom  Date for 
completion 

Group meeting on 12 March 2015 - GS 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
24 March 2015 

 
Report Title 
 

 
Change of Approach to Risk Management:  

Outcome of Options Appraisal 
 

 
Purpose of report 

To present the governing body with the 
recommendation from the quality safety and risk 
committee (QSRC) and audit committee following an 
options appraisal to improve the current risk 
management approach for the CCG.  

 
Key points, risks and assurances 
 

The CCG risk management framework and policy 
describe the process and rationale for identification, 
management and reporting of risks within the CCG.  
The framework and policy use the National Patient 
Safety Agency (NPSA) 5x5 classification matrix to 
determine the consequence of a risk and the 
likelihood of it actually occurring.   
 
Key points 
Currently all risks are included on one risk register 
for review by both the QSRC and governing body.  
As a result the register now contains a high number 
of risks and it is becoming difficult to focus on those 
risks requiring a more in-depth review at committee 
level.   
 
Appendix 1 shows the distribution of all current risks.  
The diagonal line on the matrix clearly shows that 
approximately a third of the CCG’s current risks are 
rated between 1 and 6 and half are rated between 1 
and 9. This suggests that the CCG’s risk appetite is 
low despite the governing body agreeing the 
organisational risk appetite to be open.    
 
Key assurances 
A review has been undertaken to improve the risk 
register process to ensure the correct focus at 
committee and governing body level on those risks 
with a potential greater impact on the CCG as an 
organisation.  As a result, 3 options were identified 
and presented to the QSRC for consideration.  The 
recommendation from the QSRC has also been 
considered by the audit committee and both 
committees have supported the implementation of 
option 3 as detailed in the attached paper.   



 

 
 

 
*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
CO7 - Integrating health and social care services, including the Better Care Fund   

 
Recommendation/Action Required 
 

The governing body is asked to: 
 

 Note the recommendation from the quality, 
safety and risk and audit committees: 

 Formally approve the implementation of 
option 3 as the preferred option to the 
CCG’s approach to risk management  

Sponsor/approving director   David Gallagher, Chief Officer  

Report author 

Kate Watson, Senior Governance Officer, NECS  
Deborah Cornell, Head of Corporate Affairs  
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 CO7 

       

Any relevant legal/statutory issues Risk management guidelines  

 
Are the identified risks on the risk 
register? (If so, include reference number) 

n/a 

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

Quality, safety and risk committee at its meeting on 
13 January 2015 and audit committee at its meeting 
on 3 February 2015. 

 
Equality analysis completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications  Yes No Details 

Are additional resources required?  If so 
please specify 

  
 

 

 
Has there been appropriate clinical 
engagement?  

  n/a 

 
Any current or expected impact on 
patient outcomes/experience? 

  n/a 

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

  n/a 
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Change of Approach to Risk Management:  
Outcome of Review  

 
 

1. Introduction  
 

The purpose of this paper provide the governing body with the outcome of the recent 
risk management review of how the identified risks within the CCG are managed and 
reported.  The paper also includes the recommendations from the quality, safety and 
risk and audit committees.  

 
2. Drivers for change  

                                                                                                                                                         
The processes and rationale for identification, management and reporting of risks within 
the CCG are described in the organisations’ risk management framework and policy. 
The policy uses the National Patient Safety Agency (NPSA) 5x5 classification matrix to 
determine the consequence of a risk and the likelihood of it actually occurring.   
 
Appendix 1 shows the current distribution of risks identified within the CCG.  The 
diagonal line on the matrix clearly shows that approximately one third of the CCG’s 
current risks are rated between 1 and 6 and half are rated between 1 and 9.  This would 
suggest that the CCG’s organisation’s risk appetite is quite low however the governing 
body agreed the CCG’s risk appetite to be open at its meeting in October 2014 
suggesting it is higher.   
 
All risks are currently included on one risk register for review by the quality, safety and 
risk committee and governing body.  As a result the register contains a high number of 
risks and it is becoming difficult to focus on those risks requiring a more in-depth review 
at committee and governing body level.   
 
Therefore a review has been undertaken as to how the CCG’s approach to risk 
management approach could be improved to ensure the correct focus on those risks 
with a potential greater impact on the CCG as an organisation at both committee and 
governing body level.   
 
 

3. Options  
 
Three options were identified to improve the process as to how the CCG manages risks.  
The options were as follows: 
 

 option 1:  continue to manage risk following the current procedure and process 
and using the standard NPSA 5x5 matrix.  The only change for this option would 
be to merge the current risk management policy and risk management framework 
into one single document to avoid duplication.   
 



 

 
 

 option two:  continue to use the NPSA 5x5 risk assessment matrix as illustrated 
in option one above, but amend the descriptors of the grading of the risk to 
determine how the risks will be managed.  The descriptors would be changed as 
follows:   

 
    1 - 3  very low risk 
    4 - 6 low risk 
    8 - 12 moderate risk  

   15 - 25 high risk  
 

Risks would be identified and scored in the same way but those risks with a 
determined risk rating between 1-6 (very low/low) would be recorded on a low 
level risk register and monitored on a monthly basis by the relevant director and 
their teams.  The head of corporate affairs would also monitor these risks as part 
of the overall management of the risk register process. 
 
The risk management policy and framework would also be amended to reflect 
these changes.  

 

 option three:  revise the 5x5 matrix as follows: 
 

 Likelihood score 

Consequence 
score  

1  2  3  4  5  

 Rare  Unlikely  Possible  Likely  Almost certain  

5 Catastrophic  5  10  15  20  25  

4 Major  4  8  12  16  20  

3 Moderate  3  6  9  12  15  

2 Minor  2  4  6  8  10  

1 Negligible  1  2  3  4  5  

 
 

This approach would provide a more appropriate focus on those moderate and 
high-level risks.  This would enable low level risks would be managed within the 
day-to-day operations of the organisation and support the CCG’s risk appetite.  
Appendix 2 shows a revised risk distribution matrix for this option.   

 
Risks would be identified and scored in the normal way but risks with a 
determined risk rating between 1-9 (low) would be reported via a low level risk 
register and monitored on monthly basis by the relevant director and their teams.  
The head of corporate affairs would also monitor these risks as part of the overall 
management of the risk register process. 

 
Those risks graded 10 and above (moderate and high) would be recorded onto 
the corporate risk register and managed through the proposed risk management 
group (please refer to section 4), QSRC and governing body as appropriate.     

 
 
 
 
 
 



 

 
 

The following principles would be used for reporting:   
 

High   
(15-25) 

Recorded on risk register and updated on a monthly basis.  Proactive 
review and management at the risk management group and bi-
monthly high level review at the QSRC.  Top risks identified by the 
QSRC and monitored quarterly by the governing body. 

Moderate 
(10-12) 

Recorded on risk register and updated on a monthly basis.  Proactive 
review and management at the risk management group and bi-
monthly high level review at the QSRC.   Top risks identified by the 
QSRC and monitored quarterly by the governing body. 

Low   
(1-9)   
 

Recorded on the risk register but reported via a low level risk register 
and updated on a monthly basis. Proactive review and management 
by directors and their teams. 

 
 

The risk management framework and policy would again be merged into a single 
document and the risk matrix amended to reflect the new approach.    Training 
will be provided for all relevant staff and the proposed implementation date for 
this option would from 1 April to be completed by the end of June. 

 
 
4.  Outcome of the review  

 
The QSRC at its meeting on 13 January and the audit committee at its meeting on 3 
February considered the above options and recommended option 3 as the preferred 
approach.   
 
Both committees felt this option would support a more appropriate focus on those 
moderate and high level risks and ensure continued operational management of all low 
level risks.  In addition this approach would support the CCG’s organisational risk 
appetite and ensure that low level risks were not included in the risk register reports 
reviewed at committee and governing body level, thus enabling a more in-depth focus 
for those that are. 
 
A recommendation was also made to establish a risk management group as a formal 
sub group of the QSRC.  The remit of this group would be the review all risks reported 
on the full risk register and ensure the operational management of all low level risks.  In 
addition the group will make recommendations to the QSRC on those moderate and/or 
high risks that require further scrutiny and discussion at committee level.   The QSRC 
would then make a recommendation to the governing body as to those risks it considers 
to be the ‘top risks’ for the CCG and require additional focus at governing body level.    
 
The diagram below shows the escalation/de-escalation process:    
 
 
 
 
 
 
 
 
 
 



 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
All associated supporting documentation will be changed reflect the revise approach 
and presented to the QSRC for consideration.  Relevant reports to reflect the above 
approach will also be developed to ensure the risk management group, QSRC and 
governing body receive the appropriate documentation and assurance. 
 
The SIRMS system will also be updated to reflect these changes once formally ratified.   

 
 
6. Recommendation   
   

The governing body is asked to: 
 

 Formally approve the recommendations from the quality, safety and risk and 
audit committees and implement option 3 as the preferred risk management 
approach for the CCG: 

 Agree to receive the revised risk management policy for formal ratification once 
it has been approved by the QSRC and audit committee.   

 
 
8. Author and lead director 
 

Author:  Kate Watson 
Title:  NECS senior governance officer 
Date:  20 February 2015 

   
Reviewed by: Deborah Cornell 
Title:  head of corporate Affairs 
Date:  6 February 2015 

 

Director:   David Gallagher 
Title:  chief officer  
Date:     

governing  
body 

(top risks review and 
assurance framework ) 

 

quality, safety & risk 
committee 

(moderate and high level risk review – 
corporate risk register ) 

 

risk management group 
(full risk register review and operation 

management of low level risks) 



 

 
 

Appendix 1 
 

Current Risk Distribution Matrix as at 19 February 2015 
 

 
  
 
 

Appendix 2 
 

Proposed Risk Distribution Matrix for Option 3 
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Item: 9.2 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
24 March 2015 

 
Report Title 
 

 
Primary medical care co-commissioning 

 
Purpose of report 

To provide the governing body with a summary of 
the revisions to the CCG Constitution, a revised 
scheme of delegation and terms of reference for the 
proposed primary care commissioning committee.  T 

 
Key points, risks and assurances 
 

CCGs were established in 2013 to commission local 

services in secondary and community care, including 

mental health. They were expressly not able to 

commission primary care services at that point in 

time. NHS England has since offered CCGs to 

opportunity to take on responsibility for some 

elements of primary care, initially general practice, 

with effect from 1 April 2015. 

Three levels of co-commissioning were offered to 

CCGs and Sunderland CCG submitted an 

application in January for level 3, full delegated 

responsibility for general practice commissioning.   

The CCG’s application has now been approved by 

NHS England and as result, a number of 

amendments were required to the CCG’s constitution 

to enable us to take forward these additional 

responsibilities.   

The proposed amendments were shared with 

member practices both in December 2014 and again 

in January and February 2015.  These amendments 

have been agreed and the constitution signed by the 

member practices.   

A summary of the amendments is attached at 

appendix 1.  Please note the full constitution has not 

been included due to the size of the document, 

however a copy can be made available upon request 

and will be available on the CCG website after 
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today’s meeting. 

Part of the requirements was also to establish a 

primary care commissioning committee to maintain 

oversight of this function and demonstrate 

accountability that the CCG will be able to meet its 

delegated responsibilities.  The committee will be a 

formal sub-committee of the governing body and 

therefore the governing body is asked to formally 

establish the committee and approve the draft terms 

of reference attached at appendix 2. 

The CCG’s scheme of reservation and delegation 

also needed to be revised to take into account the 

additional responsibilities and include the new 

primary care commissioning committee.  The revised 

scheme is attached at appendix 3. 

 
Recommendation/Action Required 
 

The governing body is asked to: 
 

 Note and receive the amendments made to 
the CCG’s constitution as agreed and signed 
by its member practices; 

 Formally establish the primary care 
commissioning committee and approve its 
terms of reference; 

 Approve the CCG’s revised scheme of 
reservation and delegation. 

 

Sponsor/approving director   David Gallagher, chief officer  

Report author 
 
Deborah Cornell, head of corporate affairs  
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 CO7 

       

Any relevant legal/statutory issues 
Health and Social Care Act 2012 (as amended), 
CCG statutory duties and responsibilities 

Are the identified risks on the risk 
register? (If so, include reference number) 

n/a 

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

Governing body at its meeting on 6 January 2015 

Equality analysis completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications  Yes No Details 
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
CO7 - Integrating health and social care services, including the Better Care Fund   

 
 
 
 
 
 
 
 
 
 

 
Are additional resources required?  If so 
please specify 
 

 

 Additional funding for commissioning 
primary care will be available to the 
CCG if it opts for level 3 – delegated 
co-commissioning. The amounts 
included appear to be at a level 
expected from previous experience 
and from the transfer of primary care 
(general practice) budgets from PCTs 
to NHS England in 2012. 

 
Has there been appropriate clinical 
engagement?  
 

  

The issue of co-commissioning has 
been shared with all member 
practices at the December 2014 TiTo 
and an open meeting for member 
practices was held on 16 December 
2014.  

 
Any current or expected impact on 
patient outcomes/experience? 
 

  

It is anticipated that ultimately CCG 
oversight of general practice budgets 
will enable more flexible use of 
resource across Sunderland will 
improve out of hospital patient care. 

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

  

At the December TiTo, an open 
meeting for member practices on 16 
December 2014 and via a survey 
monkey ballot from 18 December 
2014 to 2 January. The proposed 
amendments were emailed to all 
practices in February with a covering 
letter from the CCG chair to request 
all practice signatures.  This is 
necessary to enact any required 
changes to the CCG constitution to 
enable co-commissioning. 
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            Appendix 1 

 

 

Summary of Constitution v3.1 Amendments 
  January 2015 

 
Page No Paragraph 

Reference 
Summary of change made 

4 Previous appendix 1 Appendix relating to transition arrangements removed as 
no longer relevant. 

7 7.2 Updated the CCG’s strategic objectives.  

7 7.4 Updated the CCG’s health inequalities. 

16 22.2 Updated the reference to the CCG’s scheme of 
reservation and delegation to reflect the delegated 
commissioning arrangements.  

17 and 
18 

22.3 Updated the governing body sub-committees of the CCG 
to include the primary care commissioning sub-
committee.   

19 22.5 Updated paragraph in relation to joint arrangements with 
the local authority to reflect NHS England model wording 
(provided by NHS England). 

19 22.6 New paragraph inserted in relation to delegated  
arrangements with NHS England to reflect model wording 
(provided by NHS England).  

27 29  Updated to reflect new conflicts of interest guidance 
published by NHS England in December 2014  

28 31 (31.2)  Managing conflicts of interest – new paragraph inserted to 
reflect updated guidance published by NHS England in 
December 2014  

31 32 and 33  Updated to reflect the new conflicts of interest guidance 
published by NHS England in December 2014.   

36 Appendix 1: list of 
member practices  

Updated.  

41 Appendix 3: 
functions and duties 
– 2.3.6 

Updated to include reference to primary care 
commissioning committee. 

53 Appendix 5:  CCG 
governance 
structure  

Diagram updated. 

61 Appendix 6:  
standing orders (4.2) 

Updated to include reference to primary care 
commissioning committee. 

76 Appendix 9:  
declaration form 

New declarations of interest form included as specified in 
the revised guidance published by NHS England in 
December 2014 

 

 



 

Page 5 of 35 

  
           Appendix 1 
 

 
 

 

Primary Care Commissioning Committee 

Terms of Reference 

  

 

1. Introduction  

 

1.1 Simon Stevens, the Chief Executive of NHS England, announced on 1 May 2014 

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

commissioning and to submit expressions of interest setting out the CCG’s 

preference for how it would like to exercise expanded primary medical care 

commissioning functions.  One option available was that NHS England would 

delegate the exercise of certain specified primary care commissioning functions 

to a CCG.     

 

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

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

functions specified in schedule 2 to these terms of reference to NHS Sunderland 

CCG. The delegation is set out in Schedule 1.  

 

1.3 NHS Sunderland CCG (the CCG) has established this primary care 

commissioning committee (the committee). The committee will function as a 

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

and the exercise of the delegated powers.    

 

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

 

 NHS Sunderland CCG 

 NHS England 

 Sunderland City Council 

 Sunderland Healthwatch  
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2. Statutory Framework  

 

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

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

13Z of the NHS Act.  

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

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

the CCG. 

 

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

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

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

statutory duties set out in Chapter A2 of the NHS Act and including: 

 

a) Management of conflicts of interest (section 14O); 

b) Duty to promote the NHS Constitution (section 14P); 

c) Duty to exercise its functions effectively, efficiently and economically 

(section 14Q); 

d) Duty as to improvement in quality of services (section 14R); 

e) Duty in relation to quality of primary medical care services (section 14S); 

f) Duties as to reducing inequalities (section 14T); 

g) Duty to promote the involvement of each patient (section 14U); 

h) Duty as to patient choice (section 14V); 

i) Duty as to promoting integration (section 14Z1); 

j) Public involvement and consultation (section 14Z2). 

 

2.4 The CCG will also need to specifically, in respect of the delegated functions from 

NHS England, exercise those set out below: 

 

 Duty to have regard to impact on services in certain areas (section 13O); 

 Duty as respects variation in provision of health services (section 13P).  

 

2.5 The committee is established as a committee of the governing body in 

accordance with schedule 1A of the “NHS Act”.  

 

2.6 The members acknowledge that the committee is subject to any directions made 

by NHS England or by the secretary of state.  
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3. Role of the committee   

 

3.1 The committee has been established in accordance with the above statutory 

provisions to enable the members to make collective decisions on the review, 

planning and procurement of primary medical care services in Sunderland, under 

delegated authority from NHS England.  

 

3.2 In performing its role the committee will exercise its management of the functions 

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

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

 

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

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

and value for money and to remove administrative barriers.  

 

3.4 The role of the committee shall be to carry out the functions relating to the 

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

Act.  

 

3.5 This includes the following: 

 

 GMS, PMS and APMS contracts (including the design of PMS and APMS 

contracts, monitoring of contracts, taking contractual action such as issuing 

branch/remedial notices, and removing a contract); 

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

enhanced services’); 

 Design of local incentive schemes as an alternative to the Quality 

Outcomes Framework (QOF); 

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

 Approving practice mergers; and 

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

schemes). 

 

3.6 The CCG will also carry out the following activities: 

a) To plan, including needs assessment, primary medical care services in 

Sunderland; 

b) To undertake reviews of primary medical care services in Sunderland;  

c) To co-ordinate a common approach to the commissioning of primary care 

services generally; 

d) To manage the budget for commissioning of primary medical care services in 

Sunderland.     
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4. Geographical coverage   

 

4.1 The committee will cover the CCG area of Sunderland CCG.   

 

 

5. Membership 

 

5.1 The committee shall consist of:  

 

 lay member (chair) 

 lay member 

 chief officer 

 chief finance officer 

 GPs x 2 

 director of commissioning and reform  

 

 *The CCG chair will be an ex-officio member.           
 

5.2 The chair of the committee shall be a lay member to avoid any conflicts of 

interest and to provide a direct link to the governing body.  

 

5.3 The vice chair of the committee shall also be a lay member to avoid any conflicts 

of interest and to provide a direct link to the governing body. 

 

5.4 The following will be invited to attend the committee to provide additional 

expertise and to support alignment in decision-making across the local health 

and social care system in Sunderland but will not have a voting right reflecting 

their independence:  

 

 Local authority representative  

 Local Healthwatch representative 

 NHS England  

 

5.5 Other representatives may be invited to attend as deemed necessary by the 

chair.  

 

6. Meetings and voting   

 

6.1   The committee will operate in accordance with the CCG’s standing orders. The 

head of corporate affairs, as secretary to the committee, will be responsible for 

giving notice of meetings. This will be accompanied by an agenda and supporting 

papers and sent to each member representative no later than 7 days before the 

date of the meeting. When the chair of the committee deems it necessary in light 
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of the urgent circumstances to call a meeting at short notice, the notice period 

shall be such as s/he shall specify.  

 

6.2 Each member of the committee shall have one vote.  The committee shall reach 

decisions by a simple majority of members present, but with the chair having a 

second and deciding vote, if necessary. However, the aim of the committee will 

be to achieve consensus decision-making wherever possible.     

 

 

7. Quorum 

 

7.1 The quoracy of the committee shall be half of the membership and include:     

 at least one lay member or vice chair  

 at least the chief officer or chief finance officer 

 at least one GP   

 

7.2 Where a conflict of interest arises which prevents the GPs from being involved in 
the discussion and/or voting on any matters, and/or the quoracy of the meeting or 
for individual agenda items cannot be maintained, the quoracy for the meeting 
will be: 

 at least the chief officer or the chief finance officer; 

 at least one lay member  

 
 
8. Frequency of meetings   

 

8.1   Meetings of the committee will be held monthly and not less than 8 times per 

financial year. There will be no more than 10 weeks between meetings.  

Members will be expected to attend each meeting.  

 

8.2 Meetings of the committee shall:  

 

a) be held in public, subject to the application of 23(b); 

 

b) the committee may resolve to exclude the public from a meeting that is open 

to the public (whether during the whole or part of the proceedings) whenever 

publicity would be prejudicial to the public interest by reason of the 

confidential nature of the business to be transacted or for other special 

reasons stated in the resolution and arising from the nature of that business 

or of the proceedings or for any other reason permitted by the Public Bodies 

(Admission to Meetings) Act 1960 as amended or succeeded from time to 

time.   
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8.3 Members of the committee have a collective responsibility for the operation of the 

committee. They will participate in discussion, review evidence and provide 

objective expert input to the best of their knowledge and ability, and endeavour to 

reach a collective view.  

 

8.4 The committee may delegate tasks to such individuals, sub-committees or 

individual members as it shall see fit, provided that any such delegations are 

consistent with the parties’ relevant governance arrangements, are recorded in a 

scheme of delegation, are governed by terms of reference as appropriate and 

reflect appropriate arrangements for the management of conflicts of interest. 

 

8.5 The committee may call additional experts to attend meetings on an ad hoc basis 

to inform discussions. 

 

8.6 Members of the committee shall respect confidentiality requirements as set out in 

the CCG’s standing orders.  

 

8.7 The committee will present its confirmed minutes to the Cumbria and North East 

area team of NHS England and the governing body of the CCG each month for 

information, including the minutes of any sub-committees to which 

responsibilities are delegated under paragraph 27 above.   

 

8.8 The CCG will also comply with any reporting requirements set out in its 

constitution.  

 

8.9 It is envisaged that these terms of reference will be reviewed from time to time, 

reflecting experience of the committee in fulfilling its functions. NHS England 

may also issue revised model terms of reference from time to time.  

 

 

9. Accountability of the committee  

 

9.1   The committee will be a sub-committee of the governing body and therefore be 

accountable to the governing body and subject to the CCG’s scheme of 

reservation and delegation. 

 

9.2 For the avoidance of doubt, in the event of any conflict between the terms of this 

scheme of delegation and terms of reference and the standing orders or standing 

financial instructions of any of the members, the latter will prevail.  
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10. Procurement of agreed services   

 

10.1 The CCG will make procurement decisions as relevant to the exercise of its 

delegated authority and in accordance with the detailed arrangements regarding 

procurement will be set out in the delegation agreement.  

 

11. Decisions   

 

11.1 The committee will make decisions within the bounds of its remit. 

 

11.2 The decisions of the committee shall be binding on NHS England and NHS 

Sunderland CCG.     

 

11.3 The committee will produce an executive summary report which will be presented 

to the Cumbria and North East area team of NHS England and the governing 

body CCG each month for information. 

 

 

 

Date approved by Governing Body:  
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Appendix 3 
 

 
 

FUNCTIONS, DUTIES AND SCHEME OF RESERVATION AND DELEGATION 
 

Functions and General Duties of the CCG 
 
The functions that the group is responsible for exercising are largely set out in the 2006 Act, as amended by the 2012 Act.  An 
outline of these appears in the Department of Health’s Functions of clinical commissioning groups: a working document.  They relate 
to: 
 

a) commissioning certain health services (where the NHS Commissioning Board is not under a duty to do so) that meet 
the reasonable needs of:  
i) all people registered with member GP practices, and  
ii) people who are usually resident within the area and are not registered with a member of any clinical 

commissioning group; 
 

b) commissioning emergency care for anyone present in the group’s area; 
 

c) paying its employees’ remuneration, fees and allowances in accordance with the determinations made by its 
governing body and determining any other terms and conditions of service of the group’s employees; 

 
d) determining the remuneration and travelling or other allowances of members of its governing body. 

 
Specifically, in discharging its functions the CCG will: 
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a) act1, when exercising its functions to commission health services, consistently with the discharge by the Secretary of State and 
the NHS Commissioning Board of their duty to promote a comprehensive health service2 and with the objectives and 
requirements placed on the NHS Commissioning Board through the mandate3 published by the Secretary of State before the start of 
each financial year; 
 
b) meet the public sector equality duty4; 
 
c) work in partnership with its local authority[ies] to develop joint strategic needs assessments5 and joint health and wellbeing 
strategies6; 
 
d) make arrangements to secure public involvement in the planning, development and consideration of proposals for changes and 
decisions affecting the operation of commissioning arrangements7; 
 
e) Promote awareness of, and act with a view to securing that health services are provided in a way that promotes 
awareness of, and have regard to the NHS Constitution8; 
 
f) act effectively, efficiently and economically9; 
 
g) act with a view to securing continuous improvement to the quality of services10 ; 
 

                                                 
1
  See section 3(1F) of the 2006 Act, inserted by section 13 of the 2012 Act 

2
  See section 1 of the 2006 Act, as amended by section 1 of the 2012 Act 

3
  See section 13A of the 2006 Act, inserted by section 23 of the 2012 Act 

4
  See section 149 of the Equality Act 2010, as amended by paragraphs 184 and 186 of Schedule 5 of the 2012 Act 

5
  See section 116 of the Local Government and Public Involvement in Health Act 2007, as amended by section 192 of the 2012 Act 

6
  See section 116A of the Local Government and Public Involvement in Health Act 2007, as inserted by section 191 of the 2012 Act 

7
  See section 14Z2 of the 2006 Act, inserted by section 26 of the 2012 Act 

8
  See section 14P of the 2006 Act, inserted by section 26 of the 2012 Act and section 2 of the Health Act 2009 (as amended by 2012 Act) 

9
  See section 14Q of the 2006 Act, inserted by section 26 of the 2012 Act 

10
  See section 14R of the 2006 Act, inserted by section 26 of the 2012 Act 
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h) assist and support the NHS Commissioning Board in relation to the Board’s duty to improve the quality of primary medical 
services11; 
 
i) have regard to the need to reduce inequalities12; 
 
j) Promote the involvement of patients, their carers and representatives in decisions about their healthcare13; 
k) act with a view to enabling patients to make choices14; 
 
l) Obtain appropriate advice15 from persons who, taken together, have a broad range of professional expertise in healthcare and 
public health; 
 
m) Promote innovation16; 
 
n) Promote research and the use of research17; 
 
o) have regard to the need to promote education and training18 for persons who are employed, or who are considering becoming 
employed, in an activity which involves or is connected with the provision of services as part of the health service in England so as to 
assist the Secretary of State for Health in the discharge of his related duty19;   
 
p) act with a view to promoting integration of both health services with other health services and health services with health-
related and social care services where the group considers that this would improve the quality of services or reduce inequalities20. 
 
The CCGs General Financial Duties 

                                                 
11

  See section 14S of the 2006 Act, inserted by section 26 of the 2012 Act 
12

  See section 14T of the 2006 Act, inserted by section 26 of the 2012 Act 
13

  See section 14U of the 2006 Act, inserted by section 26 of the 2012 Act 
14

  See section 14V of the 2006 Act, inserted by section 26 of the 2012 Act 
15

  See section 14W of the 2006 Act, inserted by section 26 of the 2012 Act 
16

  See section 14X of the 2006 Act, inserted by section 26 of the 2012 Act 
17

  See section 14Y of the 2006 Act, inserted by section 26 of the 2012 Act 
18

  See section 14Z of the 2006 Act, inserted by section 26 of the 2012 Act 
19

  See section 1F(1) of the 2006 Act, inserted by section 7 of the 2012 Act 
20

  See section 14Z1 of the 2006 Act, inserted by section 26 of the 2012 Act 
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a) Ensure its expenditure does not exceed the aggregate of its allotments for the financial year21; 
 
b) Ensure its use of resources (both its capital resource use and revenue resource use) does not exceed the amount specified 
by the NHS Commissioning Board for the financial year22; 
 
c) Take account of any directions issued by the NHS Commissioning Board, in respect of specified types of resource use 
in a financial year, to ensure the group does not exceed an amount specified by the NHS Commissioning Board 23; 
 
d) Publish an explanation of how the group spent any payment in respect of quality made to it by the NHS Commissioning 
Board24. 
 

 

Functions of the CCG’s Governing Body 
 
The governing body has the following functions conferred on it by sections 14L(2) and (3) of the 2006 Act, inserted by section 25 
the 2012 Act, together with any other functions connected with its main functions as may be specified in regulations and in the 
constitution25. The governing body has responsibility for: 
 
a) ensuring that the group has appropriate arrangements in place to exercise its functions effectively, efficiently and economically 
and in accordance with the groups principles of good governance26 (its main function); 
 
b) determining the remuneration, fees and other allowances payable to employees or other persons providing services to the group 
and the allowances payable under any pension scheme it may establish under paragraph 11(4) of Schedule 1A of the 2006 Act, 
inserted by Schedule 2 of the 2012 Act; 

                                                 
21

  See section 223H(1) of the 2006 Act, inserted by section 27 of the 2012 Act 
22

  See sections 223I(2) and 223I(3) of the 2006 Act, inserted by section 27 of the 2012 Act 
23

  See section 223J of the 2006 Act, inserted by section 27 of the 2012 Act 
24

  See section 223K(7) of the 2006 Act, inserted by section 27 of the 2012 Act 
25

  See section 14L(3)(c) of the 2006 Act, as inserted by section 25 of the 2012 Act 
26

  See section 4.4 on Principles of Good Governance above 
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c) approving any functions of the group that are specified in regulations27.  
 
 
1. SCHEDULE OF MATTERS RESERVED TO THE CLINICAL COMMISSIONING GROUP AND SCHEME OF 

DELEGATION 
 
1.1. The arrangements made by the group as set out in this scheme of reservation and delegation of decisions shall have 

effect as if incorporated in the group’s constitution. 
 
1.2. The clinical commissioning group remains accountable for all of its functions, including those that it has delegated. 
 

 
Policy Area Decision Reserved to the 

Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated to 
others 

 
REGULATION AND 
CONTROL 

Determine the arrangements by 
which the members of the group 
approve those decisions that are 
reserved for the membership. 

 
√ 
 

     

REGULATION AND 
CONTROL 

Consideration and approval of 
applications to the NHS 
Commissioning Board on any 
matter concerning changes to the 

 
 
 

√ 

     

                                                 
27

  See section 14L(5) of the 2006 Act, inserted by section 25 of the 2012 Act 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated to 
others 

group’s constitution, including 
terms of reference for the group’s 
governing body, its committees, 
membership of committees, the 
overarching scheme of 
reservation and delegated 
powers, arrangements for taking 
urgent decisions, standing orders 
and prime financial policies.   

 

REGULATION AND 
CONTROL 

Approve Constitution √ 
 

     

REGULATION AND 
CONTROL 

Exercise or delegation of those 
functions of the clinical 
commissioning group which have 
not been retained as reserved by 
the group, delegated to the 
governing body or other 
committee or sub-committee or 
specified member or employee    

  
 

 

  
 

√ 
 

  

REGULATION AND 
CONTROL 

Prepare for review by the 
governing body the group’s 
overarching scheme of 
reservation and delegation, which 
sets out those decisions of the 
group reserved to the 
membership and those delegated 
to the  

 group’s governing body 

 committees and sub-
committees of the group, 
or 

  
 
 

 

  
√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated to 
others 

 its members or 
employees  

and sets out those decisions of 
the governing body reserved to 
the governing body  and those 
delegated to the  

 governing body’s 
committees and sub-
committees,  

 members of the 
governing body,  

 an individual who is 
member of the group but 
not the governing body or 
a specified person 

for inclusion in the group’s 
constitution. 
 

REGULATION AND 
CONTROL 

Approval of the group’s 
overarching scheme of 
reservation and delegation. 
 

 
√ 

 

 
 

    

REGULATION AND 
CONTROL 

Prepare the group’s operational 
scheme of delegation, which sets 
out those key operational 
decisions delegated to individual 
employees of the clinical 
commissioning group, not for 
inclusion in the group’s 
constitution. 
 

  
 

 
 

  
 

√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated to 
others 

REGULATION AND 
CONTROL 

Approval of the group’s 
operational scheme of delegation 
that underpins the group’s 
‘overarching scheme of 
reservation and delegation’ as set 
out in its constitution. 
 

  
 

√ 
 

    

REGULATION AND 
CONTROL 

Prepare detailed financial policies 
that underpin the clinical 
commissioning group’s prime 
financial policies. 
 

     
√ 
 

 

REGULATION AND 
CONTROL 

Approve Prime financial 
policies(within Constitution) 

√ 
 

     

REGULATION AND 
CONTROL 
 

Approve detailed financial 
policies. 

  
 

√ 
Audit 

Committee 

   

REGULATION AND 
CONTROL 
 

Approval of policies not specified 
elsewhere in this scheme of 
delegation 

   
√ 

Quality, Safety 
and Risk 

Committee 
 

   

REGULATION AND 
CONTROL 
 

Approve arrangements for 
managing exceptional funding 
requests. 
 

  
√ 
 

    

REGULATION AND 
CONTROL 
 

Approve exceptional funding 
requests (within financial 
delegated limits). 
 

  
 

√ 
Individual 
members 
appointed to 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated to 
others 

make 
decisions on 
behalf of the 
group by the 
CCG to the 
joint Individual 
Funding 
Request Panel 
established 
with other 
CCGs (ie 
governing body 
lay members 
and the CFO) 

REGULATION AND 
CONTROL 
 

Set out who can execute a 
document by signature / use of 
the seal 
 

√ 
In approving 
Standing Orders 

 
 
 

 √ 
To authorise 
specific senior 
managers to 
execute a 
document by 
signature /use 
of the seal  

  

PRACTICE 
MEMBER 
REPRESENTATIVES 

Approve the arrangements for  

 identifying practice members 
to represent practices in 
matters concerning the work 
of the group; and 

 appointing clinical leaders to 
represent the group’s 
membership on the group’s 
governing body, for example 

 
√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated to 
others 

through election (if desired). 
 

PRACTICE 
MEMBER 
REPRESENTATIVES 

Approve the appointment of 
governing body members 

 
 

 
√ 

 

    

PRACTICE 
MEMBER 
REPRESENTATIVES 

Approve the process for recruiting 
and removing non-elected 
members to the governing body 
(subject to any regulatory 
requirements) and succession 
planning. 
 

   
√ 

Remuneration 
Committee 

 

   

PRACTICE 
MEMBER 
REPRESENTATIVES 

Approve arrangements for 
identifying the group’s proposed 
accountable officer. 
 

√ 
 

 
 

    

STRATEGY AND 
PLANNING 

Agree the vision, values and 
overall strategic direction of the 
group. 
 

 √ 
Having regard to 

the views of 
Members of the 

CCG 
 

    

STRATEGY AND 
PLANNING 

Approval of the group’s operating 
structure. 

 √ 
 

    

STRATEGY AND 
PLANNING 

Approval of the group’s 
commissioning plan. 
 

 √ 
Having regard to 

the views of 
Members of the 

CCG 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated to 
others 

STRATEGY AND 
PLANNING 

Approval of the group’s corporate 
budgets that meet the financial 
duties as set out in section 5.3 of 
the main body of the constitution.  
 

  
√ 
 

    

STRATEGY AND 
PLANNING 

Approval of variations to the 
approved budget where variation 
would have a significant impact 
on the overall approved levels of 
income and expenditure or the 
group’s ability to achieve its 
agreed strategic aims. 
 

  
√ 
 

    

ANNUAL REPORTS 
AND ACCOUNTS 

Approval of the group’s annual 
report and annual accounts. 

 √ 
 

    

ANNUAL REPORTS 
AND ACCOUNTS 

Approval of the arrangements for 
discharging the group’s statutory 
financial duties. 
 

√ 
In approving 
Constitution 

 

     

HUMAN 
RESOURCES 

Approve the arrangements for 
determining the terms and 
conditions, remuneration and 
travelling or other allowances for 
governing body members, 
including pensions and gratuities. 
 

√ 
In approving 

Terms of reference 
of Remuneration 

Committee 

     

HUMAN 
RESOURCES 

Approve the terms and 
conditions, remuneration and 
travelling or other allowances for 
governing body members, 
including pensions and gratuities. 

 
 

√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated to 
others 

 

HUMAN 
RESOURCES 

Approve terms and conditions of 
employment for all employees of 
the group including, pensions, 
remuneration, fees and travelling 
or other allowances payable to 
employees and to other persons 
providing services to the group. 
 

  
√ 
 

    

HUMAN 
RESOURCES 

Approve any other terms and 
conditions of services for the 
group’s employees. 
 

   
√ 
 

    

HUMAN 
RESOURCES 

Determine the terms and 
conditions of employment for all 
employees of the group. 
 

  
 

√ 
 

Remuneration 
Committee  

  
 

 

HUMAN 
RESOURCES 

Determine pensions, 
remuneration, fees and 
allowances payable to employees 
and to other persons providing 
services to the group.  
 

  
 

√ 
 

Remuneration 
Committee 

  
 

 

HUMAN 
RESOURCES 

Recommend pensions, 
remuneration, fees and 
allowances payable to employees 
and to other persons providing 
services to the group. 
 
 

  
 

√ 
 

Remuneration 
Committee 

 

   

HUMAN Approve disciplinary       
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated to 
others 

RESOURCES arrangements for employees, 
including the accountable officer 
(where he/she is an employee or 
member of the clinical 
commissioning group) and for 
other persons working on behalf 
of the group. 
 

 √ 
 

HUMAN 
RESOURCES 

Review disciplinary arrangements 
where the accountable officer is 
an employee or member of 
another clinical commissioning 
group  
 

  
√ 
 

    

HUMAN 
RESOURCES 

Approval of the arrangements for 
discharging the group’s statutory 
duties as an employer. 
 

√ 
In approving 
Constitution 

 
 

    

HUMAN 
RESOURCES 

Approve human resources 
policies for employees and for 
other persons working on behalf 
of the group 

    
√ 

 
Individual 
members 
appointed by 
the CCG to the 
Joint ONE 
Partnership 
Forum to make 
decisions on 
behalf of the 
group 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated to 
others 

 
 

QUALITY AND 
SAFETY 

Approve arrangements, including 
supporting policies, to minimise 
clinical risk, maximise patient 
safety and to secure continuous 
improvement in quality and 
patient outcomes. 
 

 √ 
 

 
√ 

Oversight and 
Scrutiny to  

Quality, Safety 
and Risk 

Committee 

   

QUALITY AND 
SAFETY 

Approve arrangements for 
supporting the NHS 
Commissioning Board in 
discharging its responsibilities in 
relation to securing continuous 
improvement in the quality of 
general medical services. 
 

 √ 
 

 
√ 

Oversight and 
Scrutiny to  

Quality, Safety 
and Risk 

Committee 

   

QUALITY AND 
SAFETY 

Approval of clinical, quality and 
safety strategies and policies 

  √ 
Quality, Safety 
and Risk 
Committee 

   

OPERATIONAL AND 
RISK 
MANAGEMENT 

Prepare and recommend an 
operational scheme of delegation 
that sets out who has 
responsibility for operational 
decisions within the group. 
 

    
√ 
 

  

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve an operational scheme 
of delegation that sets out who 
has responsibility for operational 
decisions within the group. 

  
√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated to 
others 

 

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve the group’s counter fraud 
and security management 
arrangements. 
 

  √ 
Audit 

Committee 
 

   

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approval of the group’s risk 
management arrangements. 
 

 √ 
Through 
approval of Risk 
Management 
Strategy 

√ 
 

Determination,  
and Oversight 
and scrutiny by 

the Quality, 
Safety and 

Risk 
Committee 

 
Approval of 

underpinning 
Risk 

Management  
policies  

   

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve arrangements for risk 
sharing and or risk pooling with 
other organisations (for example 
arrangements for pooled funds 
with other clinical commissioning 
groups or pooled budget 
arrangements under section 75 of 
the NHS Act 2006). 
 

  
 
√ 

 

    

OPERATIONAL AND 
RISK 

Approval of a comprehensive 
system of internal control, 

  
 

 
√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated to 
others 

MANAGEMENT including budgetary control, that 
underpin the effective, efficient 
and economic operation of the 
group. 
 

Audit 
Committee 

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve arrangements for action 
on litigation against or on behalf 
of the clinical commissioning 
group.  
 

 √ 
 

    

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve the group’s 
arrangements for business 
continuity and emergency 
planning. 
 

 √ 
 
Approval of 
Major Incident 
Plan and 
Business 
continuity Plan 

√ 
(Determination 
and Oversight 
and scrutiny by 
Quality, Safety 

and Risk 
Committee) 

   

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve the group’s 
arrangements for handling 
complaints. 
 

 √ 
 

Approval of 
Complaints 

Policy 
 

√ 
(Determination 
and Oversight 
and scrutiny by 
Quality, Safety 

and Risk 
Committee) 

   

INFORMATION 
GOVERNANCE 

Approval of the arrangements for 
Information Governance, ensuring 
appropriate and safekeeping and 
confidentiality of records and for 
the storage, management and 
transfer of information and data. 
 

  
 

 
√ 

Quality, Safety 
and Risk 

Committee 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated to 
others 

TENDERING AND 
CONTRACTING 

Approval of the group’s contracts 
for any commissioning support. 
 

 √ 
 

    

TENDERING AND 
CONTRACTING 

Approval of the group’s contracts 
for corporate support (for example 
finance provision). 
 

 √ 
 

    

PARTNERSHIP 
WORKING 

Approve decisions that individual 
members or employees of the 
group participating in joint 
arrangements on behalf of the 
group can make. Such delegated 
decisions must be disclosed in 
this scheme of reservation and 
delegation and are set out below: 
 
 
 

 
 

 
√ 
 
 

 
 
North East 
Cancer Drugs 
Approval 
Group  

   

PARTNERSHIP 
WORKING 

 Decisions in accordance with 
the ToR of the ONE 
Partnership Forum including 
approval of HR policies 

   √   

PARTNERSHIP 
WORKING 

 Decisions on high cost cancer 
drugs in line with ToR of the 
North East Cancer Drugs 
Approval Group and in line 
with the financial scheme of 
delegation 

     Medical 
director 

PARTNERSHIP 
WORKING 

Approve decisions delegated to 
joint committees established 
under section 75 of the 2006 Act. 

√ 
 

 
 
 

√ 
Sunderland 

Joint 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated to 
others 

 Commissioning 
Group  

 
Sunderland 
Community 
Equipment 

Service 
Partnership 

Board 
 

Sunderland 
Intermediate 
care Strategy 

Group 
 

Mental 
Capacity Act 

Local 
Consolidation 

Network 

COMMISSIONING 
AND 
CONTRACTING 
FOR CLINICAL 
SERVICES 

Approval of the arrangements for 
discharging the group’s statutory 
duties associated with its 
commissioning functions, 
including but not limited to 
promoting the involvement of 
each patient, patient choice, 
reducing inequalities, 
improvement in the quality of 
services, obtaining appropriate 
advice and public engagement 

 
 
 
√ 

 

 
√ 

 
 

Exercise of the 
Functions 

discharged on 
behalf of the 
Membership 

where named in 
the Constitution 

 
√ 

 
 
Exercise of the 

Functions 
discharged on 
behalf of the 

governing body, 
by the 

Committee 
where named in  

√ 
 
Exercise of the 
Functions 
discharged on 
behalf of the 
governing body 
by the 
Accountable 
Officer and the 
specific lead 
officer delegated 
by the 

  



 

Page 30 of 35 

Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated to 
others 

and consultation. 
 

Constitution Accountable 
Officer to oversee 
its discharge in 
line with the 
Accountable 
Officers 
operational 
scheme of 
delegation 

COMMISSIONING 
AND 
CONTRACTING 
FOR CLINICAL 
SERVICES 

Approve arrangements for co-
ordinating the commissioning of 
services with other groups and or 
with the local authority(ies), where 
appropriate 
 

 
√ 

 

     

COMMISSIONING 
AND 
CONTRACTING 
FOR CLINICAL 
SERVICES 

Decisions to be taken in the  
delivery of the CCG’s overall 
management, to support the CCG 
to work efficiently, effectively and 
economically, ensuring effective 
clinical engagement and 
promoting the involvement of all 
member practices in the work of 
the CCG in securing 
improvements in commissioning 
of care and services. 
 

  √ 
Executive 
Committee 

   

COMMISSIONING 
AND 
CONTRACTING 
FOR GENERAL 
PRACTICE  

Exercise the functions relating to 
the commissioning of primary 
medical care services under 
section 83 of the NHS Act and in 
accordance to the delegation by 

  √ 
Co-

Commissioning 
Committee 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated to 
others 

SERVICES NHS England  

COMMUNICATIONS Approving arrangements for 
handling Freedom of Information 
requests. 
 

  √ 
Quality, Safety 

and Risk 
Committee 

   

COMMUNICATIONS Determining arrangements for 
handling Freedom of Information 
requests. 
 

   √ 
 

  

 



 

Page 32 of 35 

FINANCIAL SCHEME OF DELEGATION FOR CLINICAL COMMISSIONING GROUP OFFICERS AND FUNCTIONS 
 
The following are the financial limits up to which Officers of the Clinical Commissioning Group may exercise executive 
functions. 
 

Administrative Budgets 

Admin Manager (Band 5) Amounts up to £1,000 

Managers (Band 7 to 8a)  Amounts up to £5,000 

Senior Managers (Band 8b-d) Amounts up to £25,000 

Individual Directors Amounts up to £200,000 

Accountable Officer plus the Chief Finance Officer. Amounts up to £500,000  

Accountable Officer plus the Chief Finance Officer. plus the Chair of the CCG Governing Body Amounts up to £1,000,000 

Executive Committee  Amounts up to £1,999,999 

CCG Governing Body Amounts above £2,000,000  

Commissioning Budgets and Functions 

Nominated North East Commissioning Support (NECS) Officers for Non Contract Activity & Individual 

Funding Requests 

Amounts up to £1,000 

Managers (Band 7 to 8a)  Amounts up to £5,000 

Senior Managers (Band 8b-d) Amounts up to £25,000 

Commissioning Manager (Band 8d) for individual mental health and continuing care cases Amounts up to £104,000 

Individual Directors Amounts up to £200,000 
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Accountable Officer plus the Chief Finance Officer. Amounts up to £1,000,000 

Accountable Officer plus the Chief Finance Officer plus the Chair of the CCG Governing Body Amounts up to £2,000,000 

Executive Committee Amounts up to £4,999,999 

Primary Medical Care Commissioning Committee  £0 

CCG Governing Body Amounts above £5,000,000  

 
 
 

 
 



 

 

 

Maximum Authorisation Limits for approving invoices in the Oracle Finance Ledger System 
 

 
Officers of the Sunderland Clinical Commissioning Group have the authority to authorise invoices in the Oracle Finance System in line with the Financial Scheme of Delegation 
in Appendix 1 
 
In addition the following officers have been set up in the Oracle finance system with additional authority to allow the processing and authorising of invoices in the finance ledger 
system.  These exceptions only apply for orders that have been approved in line with the Financial Scheme of Delegation. 
 
 
Officer    Invoice Limit   Rationale 
 
D Gallagher   £200,000,000   requires ability to approve large invoices  
Chief Officer (CO) 
 
D Burnicle     £200,000,000   requires ability to approve large invoices  
Director of Commissioning, 
Planning & Reform 
  
C Macklin    £200,000,000   requires ability to approve large invoices  
Chief Financial Officer  
(CFO) 
 
D Chandler    £200,000,000   emergency cover for the above officers 
Head of Finance  
 
A Cormack   £25,000    to approve continuing care invoices 
Contracting Manager 
 
Lee Cooper   £25,000    to approve continuing care invoices 
Contracting Officer 
 
S Watson    £50,000    receives a number of large invoices 
Head of Contracting,  
Performance and  
Business Intelligence 
 
Z Irannejad   £40,000    receives a number of large invoices 
Head of Medicines  
Optimisation 
  
M Thubron    £25,000    receives a number of large invoices 
Deputy Head of Contracting,  
Performance and 



 

 

 

Business Intelligence 
 
C Miller & L Robson  £25,000    receives a number of large invoices 
Contract Managers 
 
S Clarkson   £1,000    miscellaneous invoices/administration  
Assistant Accountant       rights required 
 
L Smith    £1,000    cover for Admin Manager Band 5 
Senior Admin         
 
Judith Brown 
Contract Support Officer  £5,000    to approve continuing care invoices   
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Item: 10.1 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

24th March 2015 

 
Report Title 
 

 

SCCG Assurance Report – March 2015 

 
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. 
 
NB: A copy of the Q3 assurance report provided 
to NHS England is also included within this 
report for information.  We are awaiting the 
outcome of the Area Team assessment. 
 
 

 
Key points, risks and assurances 
 

 
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 

 First Outpatient Attendances 

 Emergency Readmissions 

 Friends and Family Test A&E Response 
Rate 

 Breast Service at CHS NHSFT 

 18 Week RTT at CHS NHSFT* 

 Ambulance Response Times at NEAS – 
Red 1 Critical 

 Medication Related Safety Incidents 
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Please note this report provides an overall risk 
to delivery rating on the Plan on a Page for each 
transformational programme which will provide 
the Governing Body with a clearer 
understanding of progress. 
This report includes a more in depth report on 
the actions being taken to address the 
consistent high level risks above (denoted 
with asterisk) and a more detailed analysis of 
the Quality Premium for 2014/15 including an 
estimate of the likely delivery. 

 
Recommendation/Action Required 
 

 
The Governing Body is recommended to: 

 Note both the position against the  

Delivery Dashboard and progress to date 
against the CCG Operational Plan 
2014/15 

 Note the use of proxy measures within 

the Outcome Measures domain where 

published data is annual 

 Note the predicted CCG Quality Premium 

payment for 2014/15. 

 Note the Q3 assurance report provided to 

NHS England. 

 
 

Sponsor/approving director   
Debbie Burnicle 
Director of Commissioning, Planning & Reform 

Report author 

Matt Thubron 
Deputy Head of Contracting, Performance and 
BI 
Lynsey Caizley 
PMO & Planning Manager 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 CO7 

       

Any relevant legal/statutory issues No 

 
Are the identified risks on the risk 
register? (If so, include reference number) 
 

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

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

March 2015 Executive Committee 

 
Equality analysis completed 

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

 
 
 

 
  
 
 
 
 

 

 

 

 

 

  

(please tick)  

Key implications  Yes No Details 

 
Are additional resources required?  If so 
please specify 
 

  
 

 
 

 
Has there been appropriate clinical 
engagement?  
 

  
Via the clinical leads and Executive 
GP leads 

 
Any current or expected impact on 
patient outcomes/experience? 
 

  

As per the Executive Summary 
and more detail is provided to the 
Executive Committee each month. 

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

  

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

Version Date Comments  

QSRCV1.0   
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Governing Body Meeting 
NHS Sunderland CCG Assurance Framework – Executive Summary 

24th March 2015 
 

1. Purpose 

The purpose of this report is to provide the Executive 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.   
 
The Delivery Dashboard is now fully aligned to the national CCG Assurance 
Framework.  A performance summary sheet is now included, this counts indicators 
by RAG rating on current performance and provides a visual comparison against the 
previous period. 

 
Please note, that due to the availability of data so far in 2014/15 some health and 
quality outcomes and certain quality premium 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.   
 
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 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 
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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. 
 

3. Changes since last report 

The following changes have been noted since the last report to the Governing Body 
 

 Referral to Treatment (RTT) – Pressures remain around the delivery of 
the RTT standards, particularly Admitted pathways where the CCG 
failed to achieve the 90% standard in November and December and 
risks to delivery into Q4.  The pressures revolve around Urology, 
Gynaecology, Ophthalmology and Orthopaedics, all at CHS NHSFT.  
Urology and Gynaecology have been known issues for a number of 
months and a delivery plan has been in place for a number of months 
with the latter expected to deliver in February 15 and Urology planned 
to deliver by the end of March15 but risks still remain around 
sustainability.  Ophthalmology breached the 90% target in January 15 
(not yet published) due to administration issues and volume but is 
expected to be back above trajectory in March. 
 
The main issue now relates to Orthopaedics which became apparent 
when detailed analysis of the waiting lists as part of the Trust’s 
implementation of the new access policy and training programme.  This 
highlighted a number of long waiters and a larger than expected 
backlog of patients.  A draft action plan has been shared with the CCG 
and is due to be discussed at the next Provider Management Group.  
The directorate is also now under performance escalation by the Trust 
and a detailed action plan along with an expected delivery date has 
been requested by the Contracting Team.  The draft action plan has a 
focus on improved administration policies and procedures, improved 
access to diagnostics, increased capacity which utilises the 
Independent Sector (I.S.) and consultant job plan reviews. 
 
As part of the increased capacity with the I.S. NHS England have 
agreed additional funding which will initially see 250 patients be treated 
by Spire Healthcare and Matrix throughout February and March.  So 
far, 68 patients (all commissioners) have been transferred as part of 
this initiative. 
 
CHS NHSFT have also notified the CCG that seven patients will be 
reported in February as 52 week waiters on incomplete pathways.  Six 
of these patients are Sunderland residents and three of these are 
complex spinal patients and the remaining have chosen to delay their 
surgery until April and June.  A more detailed analysis of these patients 
has been requested for discussion at the Provider Management Group. 
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 Contractually, CHSFT failed to achieve the 95% standard for A&E 4 
hour wait for Quarters one to three.  Pressures remain around the main 
corridor and capacity and the fortnightly escalation meetings between 
the CCG, CHS NHSFT and NEAS continue to look at performance 
recovery and the instigation and delivery of the Emergency Care 
Intensive Support Team (ECIST) recommendations. As part of the 
ECIST work, CHS are in the process of implementing ‘The Perfect 
Week’.  The Perfect Week is about ensuring that all processes required 
to support flow through the hospital run ‘perfectly’ so that there are no 
unnecessary delays.  This will require input from a range of 
stakeholders and as such, this initiative has senior level buy in from the 
Urgent Care Board and its members 

 
The regional “Flight Desk” which is operated by NEAS is in place 
across all providers and continues to help alleviate pressures relating 
to ambulance arrivals at providers. 
 
Work continues to mobilise the fourth UCC currently in Pallion, in 
particular the streaming of patients from A&E to Pallion to help 
increase capacity within A&E.  CHS NHSFT agreed to switch on the 
Directory of Services (DOS) for 111 for children with a minor illness in 
February 15 with a view to full implementation of the DOS for 111 for 
all children no later than April 2015.   
 
A Secondee from NEAS has started working with the CCG at least for 
the next year, using the experience and knowledge of the service and 
the relationships with the service to ensure the NEAS actions and 
supported CCG funding are actively managed and progressed along 
with the other system changes. 
 

 CHS NHSFT has written formally to commissioners to notify them that 
the Breast Service will be suspended due to not being able to provide a 
consultant led service.  

 
All existing two week wait referrals will be seen by the CHS Team, with 
oversight by a General Surgeon and any patient confirmed with a 
cancer diagnosis being referred to Newcastle Hospitals NHS FT 
(NUTH) for on-going care.   
 
All new referrals will go to other providers via choose and book, with 
CHS being removed from the Choose and Book option.  Referral 
information via Choose and Book is being monitored weekly and early 
information shows approximately 75% of new referrals going to 
Gateshead Health NHS FT (GH NHSFT) and 25% going to NUTH.   
 
Regular meetings have been scheduled in to understand the impact, 
particularly the quality, safety and patient experience and further 
updates will be given.   All Practices have been informed.  
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 Red 1 critical ambulance response times have dropped below the 75% 
target in December 14.  The urgent care system in the North East is 
experiencing significant pressures due to increased activity and 
increased acuity of patients and NEAS have been reporting REAP 4 
(Severe Pressure) for most of the winter period and Acute and 
Community providers have been reporting NEEP 3 (Pressure) to NEEP 
4 (Severe Pressure). 
 
A remedial action plan is in place between Commissioners and NEAS 
and is discussed at the Contract Review Group and Quality Review 
Groups.  Sunderland CCG who is one of the lead Commissioners for 
the NEAS contract continues to have Chief Officer conversations to 
ensure collaborative working.  Issues remain with staffing levels with 
NEAS approximately 140 paramedics short which are linked to national 
staff shortages.  Plans are on-going to mobilise additional third party 
providers to help alleviate the pressures.   
 
Increasing hear and treat and also implementing 111 additional triage 
should help reduce demand but will not fix the national staff shortages.   

 

 CCG Quality and Health Outcomes and Quality Premium Indicators 

 A number of new indicators have been established relating to the 
Quality Premium for 2014/15 and the five year strategic plan outlined in 
Section 4 of the report.  Data flows are currently being established for 
these new indicators.   
 

 MRSA at CHSFT – Remains at three cases based on nationally 
published data, one of which is a Sunderland resident and was related 
to Urology.  The HCAI Improvement Group has identified that more 
could have been done to prevent the Urology case and contractual 
penalties were applied.  The case reported in August was reviewed by 
the HCAI Improvement Group and it was deemed to be unavoidable.  C 
Difficile remains under trajectory for both CHS NHSFT and the CCG 
(Community). 

 

 Astro PU – SCCG cost per ASTRO-PU has fallen in November from 
£4.49 to £3.86. A similar decrease has also been seen in neighbouring 
CCGs, the Area team and nationally. 

 
Prescribing costs peaked in October nationally, and NHSBSA attributed 
this to an increased volume of prescriptions, mainly driven by influenza 
vaccinations, and also the impact of the quarterly changes to Category 
M price changes for generic, commonly prescribed medicines.  
 
For November 2014, SCCG shows a variance in Cost per ASTROPU of 
8.1% to the Area Team average, - a decrease of 0.3% from October; 
and a 17% variance to the national value, a decrease of 4.3% 
compared to October.  
 
As reported previously, pressures remain on the SCCG prescribing 



NHS Protect 

Page 8 of 48 March 2015 

 

budget due to: 
 Increased case finding and implementation of national and 

local guidelines 
 Positive NICE Technology Appraisals for medicines 
 New drugs 
 Changes to the Drug Tariff price of commonly prescribed 

medicines 
 Fewer medicines patent expiries and subsequent price 

reductions 
 

The MO team have recently identified that, unlike the prescribing for 
NHS England commissioned standard GP services, where NHS 
England pay the dispensing fees associated with prescriptions; 
services that are commissioned by CCGs must have the dispensing 
fees paid by the CCG. Further investigation is required, and an update 
will be provided for the next meeting.   
 
Practice MO work plan - as described in the January update, the 
progress made by the practice support provider team has been much 
slower than expected.  Since the January update the following issues 
with the implementation of the MO practice work plan have been 
identified. 

The Local Incentive Scheme element of the practice MO work plan 
states that the work should be undertaken and completed in Quarter 3. 
However, Pharmicus misunderstood this and expected that work could 
continue to the end of Quarter 4 to achieve the targets. The progress 
report from Pharmicus for Quarter 3, received on the 23rd January 
provided showed that there was significant work outstanding in the 
majority of practices for the LIS initiatives. At a meeting with Pharmicus 
on 26th January they stated that even with additional resource, they 
would be unable to complete the work required by the end of Quarter 4. 

The Quarter 3 progress report also shows that work remains 
outstanding on many of the work plan areas outside of the LIS including 
cost-saving initiatives to review Vitamin B compound and Fish Oil 
reviews, and switching of insulin device needles. 

Following discussions with the CCG Medical Director it was decided 
that the work to the end of March should be focused on a small number 
of initiatives to improve cost effective prescribing. Pharmicus have 
agreed to complete this work to the end of March 2015. The work plan 
is included with the MO quarterly update report. 

The SCCG MO team will also write to practices and ask for their 
support in implementing a set of QIPP prescribing initiatives. 

Work is underway to devise a prescribing element for LIS for 15-16, 
and it is proposed that the practices have very simplified targets to 
meet, with flexibility on delivery. Key areas under consideration are 
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diabetes and respiratory. 

The SCCG medicines optimisation (MO) team has a strategy in place 
to improve cost-effective prescribing in the CCG: 

Guideline development -Prescribing analysis of incontinence 
appliances and catheters has been completed and the SCCG MO 
team. Discussions with providers have begun to explore how the 
services can be made more cost-effective. A first catheter scheme has 
been approved in principle will be developed.  
 
Cost effective inhaler choice for both asthma and COPD in which a 
guideline is in development. 
 
Oral nutrition supplements (Sip Feeds) – The pilot project is now 
starting in three more practices with weighted prescribing costs in the 
top third for the CCG.  
 
Guidelines for Self-Monitoring of blood glucose – a programme for 
implementation has been launched at the beginning of February.  

 
Joint formulary development - the Terms of Reference for the joint 
formulary committee were tabled at the CHS Drug and Therapeutics 
Committee on 28th January and were approved in principle.  The 
changes to the existing formulary committee will increase the focus on 
the primary care impact of the decisions made at the committee and 
update and formalise the decision-making process. 
 
Wording for the CHS contract on engagement with the joint formulary 
and guideline development, formulary adherence and implementation 
is being finalized with the contracting team.  

 
Monitoring of CCG prescribing expenditure - a report on anticoagulant 
and antiplatelet prescribing has been completed and distributed in 
January and is included in the MO quarterly update as an appendix.  
The topic for February is drugs used in urinary frequency. 
 
Prescribing support software – an options appraisal for the available 
systems used to deliver MO messages at the point of prescribing has 
been completed and is being submitted to a future executive committee 
for information and approval. The SCCG MO team recommend that a 
new programme – Optimise Rx is commissioned in place of 
Scriptswitch as the programme is pre-populated with messages 
authored by the company. This will reduce the time required by the 
practice provider for the maintenance of messages on Scriptswitch – 
currently 38 days per year, at an annual cost of £9660. The Optimise 
Rx programme itself is lower cost than Scriptswitch and is integrated 
into the clinical system, using patient data to support decisions and 
recording decision rationale into the patient record. 
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 IAPT Access and Recovery - The CCG have a trajectory to achieve an 
access rate of 15% by the end of 2014/15 and a recovery rate of 50%.  
So far, NTW have achieved the access trajectory in months one, four, 
six and seven, however the forecast outturn remains slightly below the 
year to date trajectory at 14.3% against 15%.  The recovery target has 
only been achieved in month 5, YTD performance seems to have 
plateaued around 45-46%,  

NTW are on target thus far to achieve the required access rate for 
January 2015 and the CCG will continue to monitor this very closely. 
 
In terms of recovery this was 48.5% in December, however when 
recovery is reported with reliable improvement this is now 71% (a 23% 
improvement) 
 
Regarding those patients with long term physical health conditions 
(LTC) NTW have reported a 36.1% recovery and in May 2014, 89 
patients with LTC accessed the serviced with this figure steadily rising 
each month to 289 patients in December 2014.  In line with previous 
summaries the CCG acknowledge that increased numbers of LTC 
access will negatively influence the recovery rate. 
 
In May 14 NTW reported 18 patients moving off sick pay with this figure 
again steadily rising to 32 in December 2014, a month on month 
improvement. 
NTW are now providing bespoke classes to Sunderland University and 
new links with Sunderland College who are considering the same 
initiative. 
The low referring GP practices are being contacted by NTW Clinical 
Manager to discuss their low referral rates to IAPT and be offered IAPT 
awareness sessions.  NTW have just commenced their GP 
engagement, initially with Southwick Practice and will go through their 
list.   
 
The alliance of Sunderland business has been contacted with an offer 
of IAPT awareness in order to improve the mental wellbeing of their 
workforce NTW have identified a group of MINDFULL employers who 
have agreed to promote the emotional health and wellbeing of their 
employees.  NTW’s employment support worker currently sits on a 
business advisory board and is the link between the organisations and 
NTW. 
 

 Medication related safety incidents – As part of the 2014/15 quality 
premium, the CCG were required to agree an improvement trajectory 
for medication related safety incidents with NTW, CHS and Primary 
Care.  Using historic information, the CCG were required to set a 10% 
increase on the baseline for each of the three areas in Q4 only. 

NTW have been reporting throughout the year and up to and including 
December 14, the number of errors reported is significantly below the 
Q4 trajectory.  NTW continue to focus on the improvement and have an 
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action plan to improve reporting although due to the numbers prior to 
December, it is highly unlikely that NTW will increase to the levels 
required in Q4. 
 
CHS NHSFT have disaggregated the reporting of medication errors 
and provided information from April 14.  The January 15 position shows 
88 errors compared to a trajectory of 63 which shows good progress 
towards achieving the required increase throughout Q4. 
 
NECS have provided indicative information relating to the number of 
medication errors notified by Primary Care via SIRMS for January.  
Due to the low levels of reporting previously, a trajectory was set at 5 
per month in Q4 (15 in total which is a 10% increase on the baseline) 
and as at January 15, two medication errors were reported and three in 
February 15 which is below the anticipated level. 
 

 Patient Experience of GP in and out of hours – The national data has 
now been published for mid-year 2014 and performance is below the 
trajectory set by the CCG as part of the five year strategic plan.  The 
CCG set an improvement trajectory for this indicator due to the re-
procurement of the GP out of hours service which is due to be 
mobilised October 2015 and as such, improvements are expected to be 
made in the patient experience.   
 

 Activity Measures 

 The CCG were required to submit trajectories for Elective Admissions, 
First Outpatient Attendances and Non Elective Admissions.  The CCG 
also monitor this activity as part of the contracting information to which 
the CCG pay via the contract which is a different dataset to the dataset 
used to report performance against these activity trajectories.  Elective 
and Non Elective remain under plan although pressures around 
electives, particularly Ophthalmology and Vascular Surgery remain and 
a dedicated meeting took place in January to understand the growth in 
Ophthalmology, particularly Lucentis activity.  Discussions took place 
around the increased demand for Age-related Macular Degeneration 
and Diabetic Macular Oedema and discussions are now taking place 
around the activity plans for 2015/16 and more importantly, the price for 
Lucentis which is a locally agreed tariff at this point. 

 
First Outpatients have been a pressure throughout the first 8 months of 
the year and activity is being reported as higher than the same period 
last year despite national referral information showing a reduction in 
referrals.  Historically the quality of the data submitted as part of this 
return has been poor and the BI Team have requested a further 
dataset from CHSFT and STFT to help understand the areas of growth.  
Despite this over performance against trajectory in this indicator, the 
contracts the CCG have for first outpatients with providers are showing 
an under performance against plan so although the CCG are over for 
this particular trajectory, financially this is not a risk at this time.  In 
terms of the contract, although overall the CCG is under performing, 
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there are some areas of pressure which are being investigated such 
as; Urology, General Surgery, Vascular Surgery, Neurology, 
Paediatrics and Gynaecology.   
 
As part of the 2014/15 contract reconciliation process, a meeting has 
taken place to review activity queries and work is on-going to 
understand demand in a number of areas.  Contractually this is not an 
issue for 2014/15 and work is also started to understand demand for 
2015/16 at an individual specialty level.  Activity levels in 
Ophthalmology have been reviewed and a meeting between the 
contracting team and the department took place to understand the 
levels of increased activity in Lucentis.  It was agreed that demand and 
interventions have increased due to NICE guidance which were over 
and above the CCG and CHS NHSFT’s initial estimates.  Discussions 
are now taking place around 2015/16 and the CCG have agreed a 
dedicated data quality programme for 2015/16 around the national 
activity returns to ensure they are of the highest quality.   
 

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.  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) 
 

At this point, using a combination of proxy data and nationally published data, it is 
estimated that the CCG are achieving £406,272.  This is due to data not being 
available at this time for patient experience of hospital care (the national Inpatient 
Survey at CHS NHSFT) and avoidable emergency admissions.   However, due to 
the CCG not achieving 2 of the NHS Constitution indicators, adjustments account for 
£677,120 meaning the CCG will not achieve any QP for 2014/15.  
 

 Proxy data is now available for emergency re-admissions which shows non 
achievement of this indicator although this is only a proxy indicator and work 
continues to evaluate the emergency readmission schemes.  The current 
position as at October 14 shows a slight under performance of 11.1% against 
an 11% trajectory and data available on the total number of emergency 
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readmissions locally shows a slight increase in November 14 and December 
14 which suggests a risk to delivery. 
 

 IAPT Access – New guidance has been issued which is based on the CCG 
delivering a 4% access rate in Q4 2014/15.  January 15 saw 554 people 
accessing IAPT services and as such, an access rate of 1.38%.  Very early 
information for February 15 shows 528 people accessing services which is 
below the single month trajectory.  This means that NTW would need to see 
520 patients in March 15 to achieve this element of the quality premium.   

 

 Avoidable Emergency Admissions – This indicator is a composite indicator 
based on the previously reported indicators of: 

o unplanned hospitalisation for chronic ambulatory care sensitive 
conditions (adults) 

o unplanned hospitalisation for asthma, diabetes and epilepsy in children  
o emergency admissions for acute conditions that should not usually 

require hospital admission (adults)   
o emergency admissions for children with lower respiratory tract infection 

 
Data is published annually and this indicator cannot be replicated locally due 
to national adjustments which are carried out at the time of publication.  
Based on local raw data taken from admissions data, the first nine months of 
2014/15 are showing a slight increase compared to 2013/14.  In order to 
achieve this element of the quality premium, the CCG must see a reduction 
on 2013/14 or no change.  Based on the proxy information available, the CCG 
are unlikely to achieve this element due to increases in the following 
conditions: 

o Urinary Tract Infection 

o Lobar pneumonia 

o Asthma (adults and children) 

o Viral intestinal infection 

o Acute Bronchiolitis 

o Acute upper respiratory infection 

o Acute tonsillitis 

 

 Medication Related Safety Incidents – The CCG were required to set an 
improvement target relating to the reporting of medication related safety 
incidents with providers in Q4 2014/15 and as such agreed a 10% 
improvement target (based on Q4 12/13) with Primary Care, NTW and CHS 
NHSFT.  As stated in the core report, both NTW and Primary Care are 
expected to be under the improvement target and as such, despite CHS 
NHSFT likely achieving, the overall expectation is that all elements of this 
indicator are achieved and in this case, the CCG are unlikely to achieve this 
element of the quality premium. 
 

 Friends and Family Test/Patient Experience – The CCG were asked to select 
a patient experience indicator and make an improvement in 2014/15 
compared to 2013/14.  The options were patient experience of GP and Out of 
Hours Care or patient experience of inpatient care.  Due to the 
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transformational change programme not fully being realised until 2015/16 
onwards, patient experience of inpatient care was selected and in order to 
achieve this element of the quality premium, CHS NHSFT must reduce the 
proportion of people reporting a poor experience of care which is taken from 
the national inpatient survey.   
 

The latest information available is 2013/14 and 2014/15 will not be published 
until early 2015/16.  This element of the quality premium is flagged as a risk to 
achieve due to the trend in the results from 2006/07.  CHS NHSFT have an 
action plan which is reviewed as part of the Quality Review Group and have a 
significant focus on improvement and prior to 2012/13, an annual 
improvement was being maintained.  In 2012/13 and 2013/14, a CHS NHSFT 
scores showed a decline in performance.  
 

The CCG are also required to deliver 4 elements of the NHS Constitution as part of 
the quality premium which are: 

o Referral to Treatment Incomplete Pathways CCG position 
o A&E over 4 hour waits CCG mapped position 
o Cancer two week waits CCG position 
o Category A Red 1 ambulance calls at NEAS 

 
Failure to deliver any of the above four elements has an adjustment worth £338k per 
indicator.  As at December 14 (January 15 for A&E), the CCG are not achieving A&E 
four hour waits and Category A Red 1 ambulance calls at NEAS and as such may 
see adjustments to the value of £677,120. 
 
Delivery of Operational Plan 2014/15 – Executive Summary 
 
Work continues to progress well on the transformational change programmes of 
work with most of the work planned for 2014/15 complete as at the end of February 
2015.   
 
Work continues to progress on the development of integrated community locality 
teams.  The locality design teams have now developed the model for each locality.  
In the main they follow the same theme wrapping the core team around a few 
practices and having a locality hub that will house those services that are aligned to 
the locality but does not necessarily need to be aligned to each practice.  Work now 
needs to be completed on how practices will communicate and refer into ‘City wide 
services’ and what the expected response will be.  The business case and 
investment proposals to support integrated teams have been supported by the 
March Executive committee and the latter will be considered at the March Governing 
Body meeting due to the required delegation levels. 
 

Work also continues to progress on the recovery at home model with the physical 
move of services to Leechmere due imminently.  The business case and investment 
proposals have been supported by the March Executive Committee and the latter 
are to be considered at the March Governing Body meeting due to the required 
delegation levels.  
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Once the overall Out of Hospital Model of Care and associated funding has been 
confirmed at the March Governing Body meeting, partners will provide a detailed 
implementation plan to ensure additional staff are in place from July 2015. 
 

The end of life care operational group continues to meet every 2 months.  Care 
Home training which is being provided by the Tyne & Wear Care Alliances is 
underway and an interim evaluation report is currently being produced.  There has 
been 4 GP training sessions on Deciding Right in the last 6 months.  In addition, the 
CCG are working with South Tyneside Foundation Trust on their practice 
development which was commissioned by the CCG.  This will provide training, 
mentoring and coaching in Deciding Right.  The deciding right app has been 
circulated to GP’s and an updated app will be available in March 2015 which 
includes the mental capacity act.  The replacement documentation for the Liverpool 
care pathway has been piloted and the final version will be launched in September 
2015. 
 

A task and finish group has been established to explore the opportunities for 
Telehealth in end of life care and are currently focusing on carers as a starting point. 
 

The CCG submitted with partners an expression of interest to NHS England to co 
produce two of the national care models.  The CCG was successful in getting to the 
next stage following 260 expressions of interest nationally.  Sunderland was one of 
32 applications shortlisted for the multispeciality community provider model (for 
Sunderland encompassing care homes).  A small team of CCG; STFT and the GP 
Alliance attended the event in London on 4th March and presented an overview of 
our proposals to the other areas that had made the shortlist and to the national 
teams.  Following questions, a voting system was put in place and the outcome of 
the votes will be considered at the first National Care Model Board w/c 9th March.  It 
is unclear how much priority will be given to the voting system and we are expected 
to hear the outcome by the end of the same week. 
 

The procurement of the MSK service continues to progress.  During January 2015, 
the CCG procurement panel members has participated in the potential bidders 
presentation day and completed the evaluation of the bids.  There were 3 bids in 
total and following a successful two day consensus panel the result will be shared for 
approval with the SCCG Governing Body on 24th March 2015.  Following this the 
providers will be informed of the winning bid and the mobilisation period will 
commence. 
 

The final model and procurement strategy for out of hours GP service was presented 
to the March Executive Committee for approval and was approved.  The 
procurement is now underway.  
 

The CCG is considering working with the NHS Improving Quality (IQ) 7 day working 
programme to review the approach to out of hospital services and identify 
opportunities for improvement.  The IQ team have met with the CHS lead and are 
aware of the acute progress and more recently the work on the interface with social 
care and community nursing. 
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Green Red Red Green Green Green

Better Health for Sunderland

Transformational Changes 2014-2016

7 Day Access

Community Integrated Locality Teams

Extension of intermediate care hub

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 14% by 

2019

Improve patient 

experience of out of 

hospital care by 8% 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 7.2% by 2019

Improve health related 

quality of life for people 

with LTC by 8.9% by 2019

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

Improving healthcare in care homes in all localities

UCC ED HUB OoH

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% Dec-14 - YTD 91.00% 90.0%  

30 18 Week Referral to Treatment Waiting Times - Non-admitted pathways Scott Watson Chris Macklin 98.4% Dec-14 - YTD 98.59% 95.0%  

31 18 Week Referral to Treatment Waiting Times - Incomplete Pathways Scott Watson Chris Macklin 95.0% Dec-14 - YTD 94.26% 92.0%  

32 52 Week Referral to Treatment Waiting Times - Admitted Scott Watson Chris Macklin 2 Dec-14 - YTD 2 0
Pressures remain around Orthopaedics at CHS and due to the pressures and issues around long incomplete pathways, we 

are expecting some over 52 week admitted patients in the near future.  

33 52 Week Referral to Treatment Waiting Times - Non-admitted Scott Watson Chris Macklin 1 Dec-14 - YTD 0 0 

34 52 Week Referral to Treatment Waiting Times - incomplete pathway Scott Watson Chris Macklin 0 Dec-14 - YTD 4 0

2 additional patients waiting 52+ weeks were reported at the end of November by CHS, 1 for General Surgery and 1 for 

Urology.  Both patients had non admitted clock stops in December. The General Surgery patient declined treatment after 

delaying their own pathway on numerous occasions. The Urology patient was an elderly patient who was also being 

treated for cataracts in both eyes, which caused delays to the pathway. The patient was due to be admitted in December 

but the consultant instead decided to review the patient in clinic given the circumstances. The patient was seen on the 

22nd and was placed on active monitoring as they remain unfit for surgery under Urology.  



  

35 Patients waiting more than 6 weeks for 15 key diagnostic tests Scott Watson Chris Macklin 0.15% Jan-15 - YTD 0.06% 1.0%  

36 % patients spending 4 hours or less in A&E or minor injury unit - CCG Composite Scott Watson Ann Fox 96.2% Jan-15 - YTD 92.59% 95.0%  

36a % patients spending 4 hours or less in A&E or minor injury unit - City Hospitals Sunderland Scott Watson Ann Fox 94.4% Jan-15 - YTD 92.10% 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% Jan-15 - YTD 95.45% 95.0%  

36c % patients spending 4 hours or less in A&E or minor injury unit - Gateshead Health NHS FT Scott Watson Ann Fox Jan-15 - YTD 95.49% 95.0%  

36d % patients spending 4 hours or less in A&E or minor injury unit - Northern Doctors Urgent Care Scott Watson Ann Fox Jan-15 - YTD 99.14% 95.0% 

40 No waits from decision to admit to admission (trolley waits) over 12 hours Scott Watson Ann Fox 0 Jan-15 - YTD 1 0 No change from December.


41 % patients seen within 2 weeks of urgent referral for suspected cancer Scott Watson Chris Macklin 94.8% Dec-14 - YTD 95.91% 93.0%  

42 % patients seen within 2 weeks of urgent referral for breast symptoms Scott Watson Chris Macklin 94.6% Dec-14 - YTD 97.25% 93.0%  

43 % patients treated within 31 days of cancer diagnosis Scott Watson Chris Macklin 98.4% Dec-14 - YTD 99.24% 96.0%  

44 Cancer diagnosis to treatment waiting times (31 day subsequent treatment surgery) Scott Watson Chris Macklin 99.38% Dec-14 - YTD 99.61% 94.0% 

45 Cancer diagnosis to treatment waiting times (31 day subsequent treatment drugs) Scott Watson Chris Macklin 100.0% Dec-14 - YTD 99.66% 98.0% 

46 Cancer diagnosis to treatment waiting times (31 day subsequent treatment radiotherapy) Scott Watson Chris Macklin 98.5% Dec-14 - YTD 99.48% 94.0%  

47 % patients treated within 62 days of urgent referral for suspected cancer Scott Watson Chris Macklin 85.0% Dec-14 - YTD 87.12% 85.0%
Pressures continue around the delivery of 62 days, particularly around Urology and access to diagnostics. This is being 

addressed by CHS and improvements should start to be seen over the coming months.  

48 % patients treated within 62 days of urgent referral from NHS Cancer Screening Programmes Scott Watson Chris Macklin 97.94% Dec-14 - YTD 93.91% 90.0%
Indicator remains above the 90% target for YTD but performance is very variable due to low numbers.



49
62 day wait for first treatment for cancer following a consultants decision to upgrade the 

patient priority
Scott Watson Chris Macklin 75.0% Dec-14 - YTD 80.77% 85.0%

Pressures remain around Urology and complex pathways at CHS and NUTH.  Very low numbers.
 

50 Ambulance: Cat A calls responded to <8 mins (Red 1 - Critical) Scott Watson Chris Macklin 82.2% Dec-14 - YTD 74.07% 75.0%

A remedial action plan is in place between Commissioners and NEAS and is discussed at the Contract Review Group and 

Quality Review Groups. Sunderland CCG who is one of the lead Commissioners for the NEAS contract continues to have 

Chief Officer conversations to ensure collaborative working. Issues remain with staffing levels with NEAS approximately 

140 paramedics short which are linked to national staff shortages. Plans are on-going to mobilise additional third party 

providers to help alleviate the pressures.   Increasing hear and treat and also implementing 111 additional triage should 

help reduce demand but will not fix the national staff shortages.   

 

51 Ambulance: Cat A calls responded to <8 mins (Red 2 - Serious) Scott Watson Chris Macklin 82.1% Dec-14 - YTD 76.53% 75.0%  

73 Ambulance: Cat A calls resulting in an ambulance arriving at the scene within 19 minutes Scott Watson Chris Macklin 98.4% Dec-14 - YTD 97.13% 95.0%  

52 Number of patient breaches of Mixed Sex Accommodation Scott Watson Chris Macklin 0 Jan-15 - 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 Jan-15 - YTD 2 0

No change from May 2015


54 No urgent operation to be cancelled for a 2nd time Scott Watson Chris Macklin 0 Dec-14 - YTD 0 0 

55 % patients discharged from Mental Health wards receiving follow up within 7 days Ian Holiday Debbie Burnicle 96.4% Dec-14 - YTD 96.92% 95.0%  

December performance remains consistent with that of November with the CCG failing to achieve the 90% standard for 

admitted patients.  Orthopaedics and Urology remain the main performance issues with the focus remaining on the 

treatment of those patients on the "backlog".  Urology remains on track to deliver 18 weeks across all standards by the 

end of March with Orthopaedics now the main area of concern at CHS.  CHS have shared an intiial action plan which is 

being reviewed by the Provider Management Group.  CHS are also working with I.S. providers to transfer patients over to 

the I.S. for treatment using national monies made available.

CHS ED continues to under perform against the 95% trajectory with the Trust declaring Q3 failed by early December. CCG 

continues to meet with CHS and NEAS fortnightly to look at performance recovery and the instigation and delivery of ECIST 

recommendations. The focus to deliver 95% by the end of the year remains although this is a significant risk. Work 

continues to mobilise the 4th UCC and CHS have agreed that under 16s will be streamed to the UCC from Paediatric A&E 

which will help improve capacity within A&E. CHS continue to work towards the delivery of the ECIST recommendations 

and are in the process of implementing the "Perfect Week" which has senior level by in across all stakeholders.

NHS Constitution Measures

A&E waits

Cancer waits - 2 week

Mixed sex accommodation

Mental Health

Referral to treatment waiting times for non-urgent consultant-led treatment

Diagnostic test waiting times

Cancer waits - 31 days

RAG Rating : 2014-15 

performance vs target

Arrow Direction: performance 

vs same period in 2013/14 

Cancer waits - 62 days

Ambulance Response Times

Cancelled operations
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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 2013 2237 2,278 Latest nationally published data 2013. gggggggggggg

6 Health-related quality of life for people with long-term conditions Mar-14 69.7% 67.6% Latest nationally published data March 2014. gggggggggggg

10 Estimated diagnosis rate for people with dementia Wendy Kaiser Debbie Burnicle Jan-15 - YTD 69.7% 67.0%

Information collected from Primary Care systems shows a Diagnosis rate of 69.68% which is higher 

than the 2014/15 and 2015/16 trajectory.  Although higher than the CCG trajectory for 2015/16, the 

focus continues to improve the diagnosis rate for dementia.
  

13 Emergency readmissions to hospital within 30 days Scott Watson Debbie Burnicle Oct-14 - YTD 11.1% 11.0%

Awaiting updated information.  Proxy information relating to the number of emergency readmissions 

shows a slight reduction in November but increased in December.  Risk to delivery for year end.


75 Avoidable Emergency Admissions Composite Indicator (8, 9, 12, 18) Ian Holliday Ann Fox No new data TBC gggggggggggg

20 Patient experience of primary care - GP Out of Hours services Sue Goulding Ann Fox Jan-15 4.75% 3.44%

Latest published data - January 2015.  The CCG have an ambition to improve over the next 5 years 

the number of patients responding poor to the GP and GP OoH survey.  The latest information shows 

an increase in this percentage.
ggg

21 Friends and Family - Patient Experience of Hospital Care (improvement score) Sue Goulding Ann Fox No new data 75.80% gggggggggggg

22a Friends and Family test - A&E Response Rate of 15% Achieved? Sue Goulding Ann Fox Dec-14 - YTD 12.2% 15.0% 

22b Friends and Family test - Inpatient Response Rate of 25% Achieved? Sue Goulding Ann Fox Dec-14 - YTD 40.7% 25.0% 

23 Number of MRSA infections for local CCG residents Sue Goulding Ann Fox Dec-14 - YTD 0 0 

24 Number of MRSA infections in local Hospitals Sue Goulding Ann Fox Dec-14 - YTD 3 0 

25 Number of Clostridium Difficile infections for local CCG residents Sue Goulding Ann Fox Dec-14 - YTD 62 77 

26 Number of Clostridium Difficile infections in local NHS FT Sue Goulding Ann Fox Dec-14 - YTD 30 38 

28 Prescribing costs per astro pu (distance from SHA ave %) Zahra Irannejad Geoff Stephenson Nov-14 - YTD 8.1% 5.0%

SCCG cost per ASTRO-PU has increased in October from £4.16 to £4.49. A similar increase has also 

been seen in neighbouring CCGs, the Area team and nationally. This is a relatively high increase, 

which has been seen nationally, due to changes in Category M prices, and an increased number of 

prescription items, including influenza vaccines. SCCG shows a variance of 8.4% to the Area Team 

average and 20.3% variance to the national value. Variance has decreased compared to Sep-14 

figures.



75a  Medication-related safety incidents - City Hospitals Sunderland Sue Goulding Geoff Stephenson Jan-15 - YTD 88 63

New information available for January 15 which shows an actual of 88 reported errors compared to a 

trajectory of 63. Indicative February information shows a slight decrease in the numbers reported but 

CHS continue to improve the number of medication errors reported.
ggg

75b  Medication-related safety incidents - NTW Sue Goulding Geoff Stephenson No new data

January information not yet reported.  Early information prior to December shows an under 

performance against the trajectory and it is likely that NTW will not reach the 10% increase in 

reporting. gggggggggggg

75c  Medication-related safety incidents - Primary Care Sue Goulding Geoff Stephenson Jan-15 - YTD 2 5

New data available from NECS.  This is the number of medication errors reported by Primary Care in 

Sunderland via SIRMS.  Work is currently on-going to improve the use of SIRMS.  Current data for 

January shows low uptake of reporting in Primary Care and indicative data for February shows a 

consistent position and likley this indicator will not be achieved.

ggg

56
Proportion of people with depression and/or anxiety disorders with access to 

psychological therapies
Ian Holiday Debbie Burnicle Dec-14 - YTD 10.3% 11.3% 

57 The number of people accessing IAPT who are moving to recovery Ian Holiday Debbie Burnicle Dec-14 - YTD 46.1% 50.0% 

CCG Outcome Measures

CHS remains at 3 cases although 1 further case was submitted in January 15 and although this has 

not been formally published, the outcome of the PIR was that it was a Community acquired case.  

CHS have notifed the CCG that there has been an additional case in February.  No details are known 

at this time.

C Difficile remains under trajectory and under the same period last year for both the community and 

CHS.  CHS have identified a number of cases which they would like to be reviewed by the appeals 

process which could further reduce the number of cases at CHS.

Awaiting published data.  Early information from SUS shows a slight increase in the number of 

emergency admissions for the four separate indicators.

A&E Response Rate (RR) was recorded at 12.2% for December against the 15% target, this is a 3.2% 

decrease from last month. Sunderland Eye Infirmary site decreased by 2.5% to 17.6% whereas 

Sunderland Royal Hospital saw another marked decrease of 3.8% to 8.5%.  Percentage 

Recommended remains static at 96%, this is 10% above the national average.  Inpatient RR fell by a 

further 3% this month to 40.7% against the 25% target, CHS are performing well against the national 

average of 33.6% for inpatient RR. Sunderland Eye Infirmary site saw a marked increase in RR 

increasing from 37.2% to 69.5% for December whereas Sunderland Royal Hospital fell slightly by 

3.8% to 40.1%.  Inpatient Percentage Recommended increased slightly to 98% which is 3% above the 

national average.  Six Inpatients wards failed to achieve the 25% RR target this month that have a 

recorded Percentage Recommended figure, they were DGE56, DGC32, DGE54, DGC31, DGE51 and 

DGD44 (IAU) which has now failed to hit the target for three consecutive months. Information & 

Performance Officer, Friday, February 13, 2015  

AT have confirmed that CCG performance will be judged on national rather than local data. Q1 

national data has been published to compare Q1 Local = 46.1% and National = 46.6%. YTD local dara 

performance is 45.7% against a target of 50%.  AT have requested monthly recovery plan updates to 

provide assurance that issues are understood, actioned and trajectory ambition achieved.  The 

2015/16 Outcomes Framework has now been published and confirms that the indicator is to be 

based on national data and the definition remains that of 2014/15 despite early information 

suggesting that a more appropriate calculation of recover would be used.    

Director of Public Health

Director of Public Health

Avoidable Emergency Admissions 

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
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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 Nov-14 - YTD 35,644 37,151

Elective admissions remain below trajectory overall although there 

are pressures in the contract relating to some specialties. Activity 

in Ophthalmology at CHS NHSFT continues to significantly over 

perform due to an increase in Lucentis, particularly around Diabetic 

Macular Odema. Representatives from the CCG met with CHS to 

understand the levels of activity and it is clear that activity levels 

for Lucentis are increasing due to NICE guidance.  CHS continue to 

focus on long waiters and activity continues to increase in a 

number of specialties because of this additional work but it is likely 

that the CCG will be below target by the end of the year.



71 Number of Non Elective Inpatient Admissions Scott Watson Chris Macklin Nov-14 - YTD 19,974 20,717

Non Electives continue to be under plan with respiratory activity 

significantly under plan along with a number of other conditions.  

Urinary Tract Infections however are above plan and work is on-

going to understand activity reductions in non electives accross 

casemix to understand the impact of specific initiatives such as 

Care Homes, RAID and readmission avoidance schemes.  Business 

Intelligence Manager, Thursday, December 18, 2014



72 Number of First Outpatient Attendances Scott Watson Chris Macklin Nov-14 - YTD 72,309 65,899

First outpatient attendances remains over trajectory for 2014/15 

and although contractually not a financial pressure, some 

specialties are showing as a pressure mainly, Urology, Vascular 

Surgery, General Surgery, Neurology and Paediatrics.  GP Referrals 

are not increasing and the focus now remains on ensuring the 

2015/16 plans are at an adequate level and as such the BI and 

Contracting Team are in the process of modelling demand for 

2015/16 as part of the contract negotiations.  The BI Team have 

also agreed a data quality exercise with CHS around the national 

data submissions to ensure that the actual activity submissions are 

as accurate as possible.



74 Number of A&E Attendances Scott Watson Chris Macklin

12 7 , 9 2 7 12 3 , 7 6 7

70 Number of Elective Inpatient Admissions Scott Watson Chris Macklin Nov-14 - YTD Forecast 54,522 55,156

71 Number of Non Elective Inpatient Admissions Scott Watson Chris Macklin Nov-14 - YTD Forecast 30,024 30,916

72 Number of First Outpatient Attendances Scott Watson Chris Macklin Nov-14 - YTD Forecast 107,838 96,828

73 Number of A&E Attendances Scott Watson Chris Macklin

RAG Rating : 2014-15 

performance vs target

Arrow Direction: 

performance vs same period 

in 2013/14 

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 Nov-14 - YTD 971.10 1,095.20

November delayed days was 250 which was the same as October and performance remains below 

the agreed BCF trajectory.  Work is on-going at the weekly surge group between providers to 

improve further on the number of delayed discharges and the number of patients delayed remains 

low in Sunderland.

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 Nov-14 - YTD 7239.20 7,670.50

Non Electives continue to be under plan with respiratory activity significantly under plan along with 

a number of other conditions.  Urinary Tract Infections however are above plan and work is on-going 

to understand activity reductions in non electives accross casemix to understand the impact of 

specific initiatives such as Care Homes, RAID and readmission avoidance schemes.  Business 

Intelligence Manager, Thursday, December 18, 2014

gggggggggggg

10 Estimated diagnosis rate for people with dementia Wendy Kaiser Debbie Burnicle Jan-15 - YTD 69.7% 67.0%

Information collected from Primary Care systems shows a Diagnosis rate of 69.68% which is higher 

than the 2014/15 and 2015/16 trajectory.  Although higher than the CCG trajectory for 2015/16, the 

focus continues to improve the diagnosis rate for dementia.
g g gggg

To be developed Ian Holliday No new data ggggggggggg

2014-15 Trend

Delayed Transfers of Care

Total Non Elective Admissions

Admission to residential and nursing care homes

Reablement / rehabilitation services

Patient/Service User Experience

Better Care Fund Measures

Local Metric
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Score Rating Green Amber Red Commennts

1 Plan - Year to date (variance to plan and % of YTD allocation) 0.02%

Green

Positive Variance to Plan or 

negative variance <=0.1%

0.1% > variance < 0.5% 

(negative variance)
Negative variance >= 0.5% Based on mth 10 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 10 reported position in Non ISFE Return.

3 QIPP - Year to date delivery 92.1%

Amber

>=95% of Plan <95% of plan >=75% of plan <75% of Plan

QIPP forecast to under achieve in 14/15 due to non achievement of 

prescribing QIPP. Overachievement in Acute Services, Mental Health & 

Community Schemes offsetting some of the under performance in Primary 

Care schemes (prescribing scheme). Further w ork is currently being 

undertaken to identify alternative QIPP schemes to mitigate the non 

achievement of prescribing QIPP. 

4 QIPP - Full year forecast 95.4%

Green

>=95% of Plan <95% of plan >=75% of plan <75% of Plan

QIPP forecast to under achieve in 14/15 due to non achievement of 

prescribing QIPP. Overachievement in Acute Services, Mental Health & 

Community Schemes offsetting some of the under performance in Primary 

Care schemes (prescribing scheme). Further w ork is currently being 

undertaken to identify alternative QIPP schemes to mitigate the non 

achievement of prescribing QIPP. 

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 10 reported position in Non ISFE Return.

6 Running Costs <=RCA

Green

<=RCA Not applicable >RCA

Forecast underspend of £1,702k for mth 10 as per mth 10 reported position 

in Non ISFE Return. (The movement from mth 9 relates to Quality Premium 

funding)

7 Underlying recurrent surplus on exit of 2014/15 5.7%

Green

>=2.5% >=0 and <2.5% <0% As per Q3 underlying position return. 

8
Financial Position meets the 2014/15 surplus planning 

requirement
4.2%

Green
>=1% >=0 and <1% <0%

Based on mth 10 reported position in Non ISFE Return. Plans currently in 

place to deliver surplus of £18.99m against allocation of £454.28m.

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 10 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
98.34%

Green
>=95% >=75% and <95% <75%

Based on mth 10 position to be reported to Governing Body of CCG. 

Average BPPC achievement across all 4 indicators = 98.34%

11 Cash utilisation
Green

TBC TBC TBC

Over-riding rule - Qualified audit opinion would lead to an overal RED rating

AMBER

Overall Risk Rating

AMBER

Indicator

Green

Amber

Red

SUPPORTING INDICATORS

To be defined.  However, an overall green rating can 

only be achieved if all primary indicators are 

individually rated green.  2 or more red primary 

indicators would lead to an overall red rating

DOMAIN RAG RATING
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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.  

New Guidance - CCG to achieve 4% in 

Q4

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

Yes £203,136

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

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-patient-

safety-incident-reports/

No £0

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 No £0

Totals 100% £1,354,240 £406,272

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

No -£338,560

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
No -£338,560

TOTAL ADJUSTMENT 100% -£1,354,240 -£677,120

REVISED TOTAL £1,083,392 £0

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

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
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NHS Sunderland CCG assurance report 16th February 2015 – Quarter 3 
Headline assessment  

Focus Assurance level Particular achievements 
noted / examples of good 
practice 

Issues identified Any issues identified 
requiring further 
action and actions 
agreed 

Domain 1 
Are patients receiving 
clinically commissioned, 
high quality service? 
 

 A report published by 
Health watch Sunderland 
in October 2014 in relation 
to Elderly Hospital Care, 
Hospital Discharge & 
Dementia Identification 
outlines  that NHS Services 
have improved in the last 
year in Sunderland – in 
particular around dementia 
identification in the hospital 
setting and in hospital 
discharge  
 
The report also advised 
there are positive stories of 
integration around health 
and social care services – 
working in close 
partnership with key 
voluntary sector providers 
in Sunderland. 
The report highlights a gap 
for training in dementia 
identification in the primary 
care setting – particularly 

The results of the CQC 
inspection of City 
Hospitals Sunderland 
have now been 
received.  Overall City 
Hospitals was rated as 
good; however 
Sunderland Royal 
hospital was noted as 
requiring improvement 
in terms of safety and 
responsiveness. 
 
An action plan has been 
developed with support 
from the CCG and this 
has now been submitted 
to the CQC.  Progress 
against this action plan 
will be monitored by the 
CCG. 
 
Only minimal 
assurance has been 
given regarding the 
quality of care for 
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with GPs and this is 
currently being addressed 
by the CCG through the 
rollout of Dementia training 
in practices.  This has been 
funded by the CCG 
innovation monies to each 
Locality and each has 
chosen to support the city 
wide approach 
 
The report also highlights 
that whilst there have been 
some individual negative 
experiences of elderly care 
in the hospital setting, 
latest data shows that this 
is improving and there are 
more positive patient 
stories emerging.  
 
Visits are being planned to 
the Urgent Care Centres to 
ensure the recent concerns 
re ability to walk in to the 
centres as well as receive 
appointments was being 
offered to patients.  The 
issue has been address via 
the contractual meetings 
and new scripts have been 
issued to reception staff. 

patients during delays 
and periods of 
escalation in Accident 
and Emergency at 
CHSFT. The Trust is 
currently undertaking 
an audit to 
demonstrate 
compliance with the 
relevant policy.  
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C difficile rates in CHS and 
community have 
significantly improved. 
 
Audits of nursing homes 
take place and recent 
audits have used the 
updated Care Quality 
Assessment Audit tools.  
Wherever any amber or red 
ratings result action plans 
are required and are 
monitored by the CCG 
Quality lead for care 
homes. 
 
The CCG has completed 
its procurement of a new 
integrated MSK service 
with strong engagement of 
the GP Executive and 2 GP 
Clinical Leads who were 
heavily involved in 
designing the new model 
and specification. 
  

Domain 2 
Are patients and the 
public actively engaged 
and involved? 
 

 Engagement on the 
Strategic plan continues to 
inform development of the 
final version for the CCG.   
The revision to the 

In Qtr. 2 we identified 
the need for a joint 
approach with the LA in 
relation to engagement. 
The CCG have worked 
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Operational Plan is being 
discussed at the February 
Local Engagement Boards 
with members of the public.   
 
A forward plan outlining 
timelines for engagement 
in relation to the 
transformational changes 
has now been developed 
and will be shared on both 
Health watch and the CCG 
website. 
 
Further engagement has 
been undertaken in relation 
to the GP OOH service in 
Q3 as part of the 
procurement process.  
There was a PPI event 
including service users, 
public and healthcare 
professionals. 
 
As part of the development 
of the out of hospital 
model, a patient and public 
involvement strategy is 
being developed outlining  
how they will be directly 
involved in the 
development of the model 

with the local authority 
to address this and 
agreed that the existing 
LEB will now change to 
the Sunderland Health 
Forum and will be led 
jointly by the CCG and 
LA.  A further recent 
example of joint working 
is the approach to 
consultation on the new 
Care Act and the CCG 
has supported the LA in 
accessing the public 
through CCG 
mechanisms 
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and how this work will be 
shared more generally with 
the people  of Sunderland.  
This includes accessing 
MY NHS which is live on 
the CCG website 
;developing user friendly 
information; targeting a 
sample of specific service 
users across the 5 
localities; requesting 
partners to share 
information; surveys; 
dedicated web page 
including on line surveys 
and web chat; and working 
with our core voluntary 
sector partners and their 
networks.   
 
The CCG Chief Officer and 
Director of Commissioning 
meet regularly with the LA 
Scrutiny Chair and Vice 
Chair to keep them abreast 
of developments and 
issues for them to 
determine areas they may 
want to scrutinise at their 
meetings.  For example the 
last meeting highlighted the 
temporary suspension of 
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breast surgery at CHS and 
the context and action plan 
to ensure a local service is 
provided asap. 
 
The Governing Body 
receive a patient story at 
each public meeting to 
ensure patient experience 
is at the fore front of the 
Governing Body 
discussions.  The last 
meeting heard from a 
Carer of a patient with a 
psychosis and the 
improvements to their 
experience of services from 
a very low baseline a few 
years ago. 

Domain 3 
Are CCG plans 
delivering better 
outcomes for patients? 
 

 The CCG continue to 
monitor the outcomes we 
are achieving for the 
people of Sunderland.  The 
most recent data (2013) for 
potential years of life lost 
has been published which 
shows that the CCG have 
achieved the outcome 
ambition by 2019 of a 7% 
improvement.  
 
Plans are currently being 

Contractually, CHSFT 
failed to achieve the 
95% standard for A&E 4 
hour wait for Quarters 
One and Two.   
 

As part of the safe 
closure of Grindon 
Lane, CHSFT had 
agreed an activity 
sharing arrangement 
with South Tyneside 
NHSFT and Monitor.  

 



NHS Protect 

Page 31 of 48 March 2015 

 

reviewed moving forward 
into 2015/16 which include, 
in addition to the priorities 
identified in 2014/15, the 
development of a 
Prevention and Self Care 
Programme with public 
health and key partners. 
 
The Executive and 
Governing Body continue 
to receive a monthly 
assurance report providing 
regular updates on 
progress of both outcome 
measures and, including 
the identification of key 
issues and risks. 
 
The IAPT local recovery 
measures put the CCG 
consistently above the 50% 
recovery target. 
 
The Dementia diagnosis 
ambition of 68% has been 
achieved to date. 
 
In terms of urgent care, the 
CCG now have dedicated 
resource from NEAS 
seconded into the CCG.  A 

However, failure by 
CHSFT to submit the 
required data returns 
nationally meant that the 
increased activity (and 
subsequent better 
performance) was not 
recognised by NHS 
England and 
consequently not 
attributed to the CCG.   
 

CHSFT have also 
declared that they will 
not achieve the 95% 
target for Q3 and 
delivery for the full year 
is looking unlikely.   
 

Pressures remain 
around the main corridor 
and capacity and the 
fortnightly escalation 
meetings between the 
CCG, CHS NHSFT and 
NEAS continue to look 
at performance recovery 
and the instigation and 
delivery of the 
Emergency Care 
Intensive Support Team 
(ECIST) 
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number of winter initiatives 
are in place including: 
 
The revised ‘Green Man’ 
has been developed and 
fully signed off and how 
now been sent to NEAS for 
distribution to crews. 
 
A hospital ambulance 
liaison officer (HALO) is 
now in place at CHSFT, 7 
days a week, 12 hours a 
day 
 
Extended hours GP 
services are in place in 4 of 
the 5 Localities over the 
Winter.  The fifth locality is 
focussing on the enhanced 
health care in care homes 
which is preventing 
emergency admissions to 
hospital; providing better 
patient and carer 
experience and improving 
the skills of care home 
staff. 
 
The weekly surge meetings 
have demonstrated the 
impact of the Recovery at 

recommendations.  A 
detailed action plan in 
response to ECIST has 
been developed and 
shared with all partners, 
recognising where each 
partner needs to take a 
lead.  This is being 
monitored by the Urgent 
Care Board.  For 
example CHS/LA 
looking at granting read 
only access for CHS 
staff to social care 
systems to support 
discharge planning.   

 
CHSFT have written 
formally to 
commissioners to notify 
them that the Breast 
Service will be 
suspended due to not 
being able to provide a 
consultant led service.  
 
All existing two week 
wait referrals will be 
seen by the CHS Team, 
with oversight by a 
General Surgeon and 
any patient confirmed 
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Home (RAH) service, 
which received 100% more 
referrals over the winter 
period and has managed to 
enable a low level of 
hospital delayed 
discharges.  CHS has 
commented very positively 
on the benefits of the RAH 
service in this regard. 
 
The three GP Led Urgent 
Care Centres have now 
been operational since 1st 
September 2014.  Activity 
at City Hospitals 
Sunderland NHS 
Foundation Trust (CHS 
NHSFT) is higher than the 
same period last year due 
to the closure of Grindon 
Lane although the levels 
are lower than what was 
expected.  Activity levels at 
Houghton Urgent Care 
Centre (UCC) continue to 
increase but remain 
significantly lower than 
expected levels and activity 
at Bunny Hill and 
Washington also remain 
lower than previous levels.  

with a cancer diagnosis 
being referred to NUTH 
for on-going care.   

 
All new referrals will go 
to other providers via 
choose and book, with 
CHS being removed 
from the Choose and 
Book option. 
 

Regular meetings have 
been scheduled in to 
understand the impact, 
particularly the quality, 
safety and patient 
experience and further 
updates will be given.   
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The Directory of Service 
(DOS) for all three UCCs 
provided by Northern 
Doctors Urgent Care 
(NDUC) have been 
amended to take more 
injury related activity from 
111 so activity is expected 
to shift from CHS NHSFT.  
Work continues around the 
mobilisation of the 4th UCC 
provided by CHS NHSFT.  
CHS will be operating from 
the end of March to the 
principles of primary care 
first until proved otherwise 
in advance of the new build 
next year.  This will be via 
the Pallion UCC streaming 
paediatrics and taking 
bookable appointments 
from 111.  Visits are also 
being arranged to other 
parts of the country when 
integrated Urgent Care/ED 
units are in place and 
operating successfully to 
help address remaining 
clinical queries. 

 
The recent extraordinary 
surge meeting with 
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partners further identified 
actions including the need 
to share more info on 
community pressure levels 
with CHS; Community 
Matrons targeting patients 
with COPD proactively; 
Palliative Care team to pull 
more cases at weekend as 
have capacity  

  

Domain 4 
Does the CCG have 
robust governance 
arrangements? 
 

 Our programme boards 
relating to our strategic 
objectives are an integral 
part of our planning 
process which has 
membership from the local 
authority, partners and 
providers. 
 
We have three seats on 
the HWBB (2 clinical and 1 
Chief Officer) and also 
actively engage with the 
Provider Forum under the 
Health & Wellbeing Board 
(HWBB) and have 
established a 
Transformation Board with 
key partners, led by the 
CCG to oversee the 
delivery of the 

Enhanced 
arrangements are 
almost complete to 
oversee the £160m in 
the BCF.  The draft 
proposals referred to in 
the last Assurance 
report have been 
approved at the HWBB 
enabling lay and GP 
membership from the 
CCG and Councillor 
membership from the 
LA on the Health and 
Social Care Integration 
Board.   This will enable 
accountability of the 
fund to be managed 
once whilst ensuring 
statutory 
accountabilities to the 
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Transformation 
programmes.   
The Programme Boards 
provide highlight reports to 
the Transformation Board.   
We meet regularly with 
Health watch Sunderland 
who also have a place on 
our Programme Boards 
and the Transformation 
Board. 
 
The CCG has consulted 
member practices on the 
proposed changes to the 
Constitution to enable full 
delegation of co 
commissioning of primary 
care and the outcome of 
the application for 
delegated authority is 
awaited.  The Governing 
Body approved the 
amendments and the 
revised Standards of 
Business Conduct at the 
January Governing Body 
meeting. 
 

CCG Governing Body 
and Council cabinet are 
in place.    
 
A section 75 agreement 
is being developed to 
support the 
management of the 
pooled budget and will 
be approved at the 
March Health and 
Wellbeing Board.   
 
 

Domain 5 
Are CCGs working in 
partnership with others? 

 The Transformation Board 
continues to drive delivery 
of the Sunderland health 

The continued 
involvement of the Area 
Team in developing co 
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 and care system strategic 
plan, with membership 
from key health and care 
partners across 
Sunderland.  This Board 
discussed and agreed the 
expression of interest to 
co-produce two of the 
national care models. 
 
A robust performance 
framework is currently in 
development specifically 
for the Transformation 
Board. 
 
All CCG programme 
boards are multi-agency 
which facilitates 
partnership working across 
the Sunderland economy. 
  
Sunderland works with a 
variety of other health 
economies and these will 
differ subject to patient 
flows and contracts.  We 
particularly work closely 
with South Tyneside as we 
share a number of joint 
priorities including the 
development of integrated 

commissioning at level 
3, including how best to 
use the AT resources to 
support the three CCGs 
wishing to operate at 
level 3 whilst also 
needing to support the 
joint commissioning 
arrangements with the 
remaining NE CCGs. 
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teams and the 
configuration of acute 
services.  The Executive 
Committees meet regularly 
throughout the year. 
 
The two main acute trusts 
in Sunderland and South 
Tyneside  have worked 
together in a number of 
areas to date including the 
development of an 
integrated service that 
provides 24/7 cardiology 
cover and an equitable 
revascularisation service 
for all patients across 
Sunderland and South 
Tyneside. 
 
We are also active 
members  of the Northern 
CCG forum, meeting 
monthly with the aim of 
sharing practice and 
issues, and wherever 
possible, agreeing a whole 
health economy approach 
where it makes sense to do 
so for all parties.   
 
We have established a 
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Steering Group with the 
LMC; HENE and the AT to 
address the recruitment 
and retention of GPs in 
Sunderland.  This has led 
to support for a business 
case to attract 10 more 
newly qualified GPs via a 
Career Start scheme from 
August 2015. 
 
We are also working with 
the University of 
Sunderland e.g. pharmacy 
practice placements and 
academic opportunities for 
the career start GPs. 
 
We have established links 
with the Local 
Pharmaceutical Committee 
who have agreed to 
nominate 5 local 
Pharmacists to join the 5 
locality design groups 
developing integrated 
locality based multi-
disciplinary teams.  
 

Domain 6 
Does the CCG have 
strong and robust 

 The CCG was assessed by 
IIP in Q3 2014/15.  The 
organisation has been 

The last report noted 
that the review of 
primary care contractual 
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leadership? 
 

awarded the IIP Gold 
accreditation which is the 
highest standard available.  
This demonstrates that the 
investment in our workforce 
and leaders through the 
application of Learning and 
development have shown 
improved performance and 
measurable investment. 
 
The CCG has appointed a 
new Vice Chair – Dr Val 
Taylor who is also the GP 
lead for recruiting and 
retaining GPs as Clinical 
Leaders driving 
organisational objectives 
forward. 
 
The CCG is using the 
NELA 360 degree 
appraisal programme and 
all Executive Directors 
have undertaken this and 
this is being rolled out to 
GP Executive members 
and senior managers over 
the next year. 
 
The Governing Body 
continue to hold regular 

arrangements to ensure 
equitable funding by 
NHS England in 
2014/15 may have a 
significant impact on the 
income of some 
Sunderland member 
practices and that the 
CCG Clinical Chair, 
Chief Officer and 
Director of 
Commissioning were 
liaising closely with NHS 
England area team in 
relation to this review to 
ensure the resulting 
risks to delivery of the 
CCG priorities are 
managed and mitigated 
as effectively as 
possible.    It is now 
understood any monies 
from the PMS review 
will be retained for 
Sunderland which has 
reduced the anxiety but 
will still need to be 
carefully managed with 
affected practices. 
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development sessions with 
the last session and the 
next session focussing on 
collaborative leadership 
and managing conflicts of 
interest. 
 
The expression of interest 
for level 3 co 
commissioning delegation 
was supported by the 
majority of member 
practices following 
engagement with the 
Executive, especially as 
practices were aware all 
Executive GPs were 
supportive of the proposal. 
 
One of the CCG Clinical 
Leaders (for Carers) has 
been awarded an 
international travel 
fellowship in recognition of 
the work Sunderland has 
undertaken in support of 
carers.  The fellowship 
provided by the Royal 
College of General 
Practitioners (RCGP) is to 
enable the Clinical Lead to 
study the carer support 
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system in Canada.   

Cross cutting themes 

Parity of esteem 
 

 Parity of Esteem continues 
to be at the heart of our 
health and care for 
example: 
 Mental health as 

well as physical 
health are assessed 
at GP registration 
and in annual health 
checks; 

 Patients can now 
access treatment in 
secondary care 
within 4 weeks; 

 In the event of 
mental health crisis, 
there is an initial 
response service  
(single point of 
contact) who will 
assess the level of 
need and organise 
the response; 

 There is a mental 
health rapid 
assessment 
interface discharge 
(RAID) team in A&E; 

 We now have 
evidence that 
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services users of 
mental health 
services in 
Sunderland and 
member practices 
are very happy with 
the service they 
receive a very 
different response to 
when the CCG were 
first formed. 

 The key elements of 
the Choice agenda 
for Mental Health 
have been shared 
with the Mental 
Health Network.    
NTW publish waiting 
times by CCG for 
their services on 
their website on a 
quarterly basis.  
There is a full 
service directory of 
all clinical services 
available on the 
NTW website.  
Service Users in 
Sunderland are able 
to self-refer for all 
mental health 
services (with the 
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exception of those 
detained under the 
MHA, Crisis 
appointments and 
other exemptions as 
listed in national 
guidance). 

 
The Governing Body 
received a comprehensive 
update to its last 
Committee meeting on the 
progress with delivering the 
national Dementia 
standards and 
congratulated the 
organisation and staff on 
the breadth of the 
achievements to date e.g. 
Memory Protection 
Service; RAID service; 
Essence Service.  Some of 
these are also referred to 
positively in the recent 
Health watch review of 
services noted earlier.   
 
The ‘‘Essence Service’ 
which supports those with 
dementia and their carers 
to ensure appropriate care 
plans and supporting 
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activities are in place is 
progressing well with over 
90 people accessing the 
service from September to 
November 2014. 
 

Focus on equality , 
reducing inequality 
 

 The CCG buys support for 
managing the Equality 
Delivery System from 
NECS and an in-depth 
consultation exercise was 
undertaken by NECS on 
behalf of the CCG with 
local stakeholders from the 
nine protected 
characteristic groups.  This 
feedback along with 
existing feedback from a 
prior consultation exercise 
undertaken in 2012 was 
used to inform the 
development of the CCG’s 
equality objectives. 
An action plan has been 
developed to support the 
delivery of these objectives 
and progress is monitored 
by the Executive 
Committee.  
 
The CCG and NECS 
service line leads also 
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meet regularly to review 
performance against the 
E&D service line 
specifications and statutory 
requirements.  Included in 
these discussions are 
updates and identification 
of any training needs. 
 
As part of the development 
of the CCG gateway 
process, a mechanism for 
partners to share ideas for 
innovation with us, we 
have adopted the equality 
analysis toolkit   to be 
completed alongside the 
business case. 
 
The public health team are 
supporting the Clinical 
Forum in considering how 
best the CCG can influence 
the prevention and self-
care agenda informed by 
their understanding on 
inequality in the city. 
 

Better care fund  
 

 Better Care Fund assured 
with support, and the 
conditions (for non-material 
areas) have been removed 

The need to work with 
the LA to find joint 
efficiencies via the BCF 
rather than simply 
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in light of the action plans 
put in place. 
 
The section 75 agreement 
to underpin the pooled 
budget is drafted with the 
aim of being signed off at 
the March HWBB meeting. 
 
The LA and CCG are 
working on an integrated 
commissioning unit to 
support delivery of the 
Better Care Plan.  This will 
include a lead budget 
manager for each sub 
component of the pool 
leading the commissioning 
for both organisations e.g. 
learning disabilities. 
 
The CCG has facilitated an 
expression of interest to 
co-produce two of the 
national care models – 
multispecialty community 
provider and care homes 
as they will actively support 
delivery of the Better Care 
Plan and the CCG 
objective to transform Out 
of Hospital Care.  All key 

cutting adult social care 
services due to the 
scale of the efficiencies 
needed.  Some of the 
potential cuts could 
impact negatively on 
health and wellbeing 
priorities, hence the 
need for a joint 
approach to avoid 
unintended 
consequences. 
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providers have supported 
the application. 
 
The follow up December 
event to the June 
Accelerated Solutions 
approach to health and 
social care integration was 
very well received by 
partners attending.  The 
purpose was to share and 
review progress, continue 
to ensure “buy in” and 
develop next steps.  Those 
present noted the amount 
of progress made in 6 
months and continued to 
support the direction of 
travel. 
 
The Integration Board are 
currently reviewing options 
with Cap Gemini to use the 
accelerated solutions 
approach across the city on 
wicked /system based 
issues. 
 

 
 

 



 

 

 
Item: 10.2 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY MEETING 

24th March 2015 

 
Report Title 
 

 
Sunderland CCG Financial Report – Month 10 
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 10 (for the period ending 
31st January 2015). 
 

 
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 
31st January 2015 alongside the forecast 
outturn for the financial year. 

 

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 

√ √   √  

Any relevant legal/statutory issues None 



 

 
*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  

1.0 10/03/2015  

 
 
 
 

 
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 



 

 
 

Governing Body 
Financial Report for the period to 31

st
 January 2015  

(Month 10)  
 
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 10. It also incorporates our forecast 
year end position for 2014/15. 
 

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 6,029 → Green

Achievement of QIPP targets 2,850 2,708 → Green
Period End 

Target

Period End 

Position

Cash balance in bank account at period end <£1m £268k → Green

Better payment practice code average achievement >95% 98.34% → 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 can be viewed in Appendix 1.  
 

 
3. 2014/15 Income and Expenditure  

 
The summarised cumulative financial position of the CCG to 31st January 2015 
together with forecast outturn for the year is as follows:  
 
Sunderland CCG

Financial Position - Month 10 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

ACUTE COMMISSIONING 192,826 193,105 279 230,985 231,168 183

AMBULANCE SERVICES 10,366 10,300 -65 12,571 12,494 -77

COMMUNITY SERVICES 24,079 24,199 120 28,770 29,287 516

MH COMMISSIONING 44,815 44,837 22 53,798 53,808 10

MISC COMMISSIONING 8,046 4,794 -3,252 9,316 6,987 -2,329

PACKAGES 21,514 23,776 2,263 25,660 29,159 3,499

PREMISES 1,171 1,171 0 1,405 1,405 0

PRESCRIBING 42,263 44,581 2,317 50,745 53,436 2,691

PRIMARY CARE 5,733 5,790 57 6,448 6,599 151

REABLEMENT 3,231 3,211 -20 4,919 4,384 -535

OTHER 17,236 0 -17,236 22,927 531 -22,396

SUB TOTAL COMMISSIONING BUDGETS 371,280 355,764 -15,516 447,545 429,259 -18,286

RUNNING COSTS 5,318 4,955 -363 6,730 6,029 -701

TOTAL CCG 376,598 360,719 -15,879 454,275 435,288 -18,987

Sunderland CCG

Other Budgets Breakdown - Month 10 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 15,822 0 -15,822 18,987 0 -18,987

2.5% Non Recurrent Reserve 1,414 0 -1,414 1,697 531 -1,166

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

TOTAL 17,236 0 -17,236 22,927 531 -22,396

Year to Date Forecast

Year to Date Forecast

 
 

The CCG is reporting a year to date surplus of £15,879k 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 £15,516k underspent against a 
year to date plan of £15,823k underspent.  
 
Based on the information available to date the CCG is forecasting the 
achievement of the revised planned surplus of £18,987k. Further detailed 
analysis is provided below on forecast movements from the month 9 report.  



 

Sunderland CCG

Forecast Movement Mth 10 vs Mth 9

CATEGORY Month 9 

Variance 

(£000's)

Month 10 

Variance 

(£000's)

Movement 

(£000's)

ACUTE COMMISSIONING 199 183 -16

AMBULANCE SERVICES -148 -77 71

COMMUNITY SERVICES 239 516 277

MH COMMISSIONING 3 10 7

MISC COMMISSIONING -5,657 -2,329 3,328

PACKAGES 4,497 3,499 -998

PREMISES 0 0 0

PRESCRIBING 3,435 2,691 -744

PRIMARY CARE 195 151 -44

REABLEMENT -396 -535 -139

OTHER -20,654 -22,396 -1,742

SUB TOTAL COMMISSIONING BUDGETS -18,286 -18,286 -0

RUNNING COSTS -701 -701 0

TOTAL CCG -18,987 -18,987 -0

Forecast

 
 
The finance team has carried out a detailed review of all Sunderland City Council 
charges in month 10 which have previously been coded to Packages and where 
appropriate moved the funding and costs with approval to more appropriate 
categorisation with the financial reports. For example, pooled budget 
arrangements for Community Equipment Services have now been reported under 
Community Services.   
 
There has been a reduction in the forecast overspend on Acute Commissioning 
due in the main to minor decreases in the expected outturn for Spire and 
Resilience Schemes offset by increases in the forecast overspend on AQP 
services and Gateshead Health NHS Foundation Trust.  
 
The final outturn for the main acute contract with City Hospitals Sunderland 
Foundation Trust and the contract with Gateshead Health NHS Foundation Trust 
has now been agreed for 2014/15. The agreed outturn with these organisations 
highlighted a number of outstanding pressures for which funding has been 
requested from the CCG. It has not been possible to accommodate all of these 
requests for additional funding in the financial position as at month 10 and it is 
proposed that should there be flexibility in the year end trial balance these 
requests will be reviewed again and approval sought in line with the CCG’s 
scheme of delegation.  
 



 

The adverse movement in the forecast outturn for Community Services is in 
relation to pressures in the Community Equipment Services pooled budget held 
with Sunderland City Council. 
There has been an improvement in the packages of care budget due to a 
reduction in the contribution to the NHS England CHC Risk Share Pool of 
£1,009k as well as a number of minor movements relating to the reclassification 
of Sunderland City Council charges to other categories. There continues however 
to be a significant overspend reported for Packages due to a significant increase 
in the number of clients receiving CHC and FNC in 2014/15. The forecast 
overspend includes an estimate of £150k for those retrospective claims that the 
CCG rather than NHS England are responsible for.   

 
There has been an improvement in the forecast overspend for prescribing in 
month 10 which is in the main due to a reduction in the expected forecast outturn 
for GP prescribing costs. The Medicines Optimisation Team continues to closely 
monitor the overspend in this area in line with the agreed Strategy agreed by the 
CCG Executive Committee to reduce costs to those of neighbouring CCGs Astro 
PU levels and mitigate further deterioration in the forecast position for 2014/15.  
 
Changes in the forecast variances in the Misc. and Other categories of spend is 
mostly in relation to offsetting movements in CCG Reserves and Misc. 
Commissioning Budgets. 
 
The running cost forecast continues to be reported at £701k underspent for 
2014/15. 
 
More detailed spend information and variance analysis is detailed in Appendix 1. 

 
QIPP / Resource Releasing Efficiency Savings 
 
The current forecast outturn assumes the CCG will achieve savings of £2,708k 
against the plan of £2,850k.  For the year to date, an achievement of £2,162k is 
reported against the plan of £2,308k.  
 
The Executive Committee continues to 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 January 2015 shows current assets of £1,428k and 
current liabilities stood at £27,295k.  
 



 

Jan-15 Dec-14 Movement

£000's £000's £000's

Non Current Assets Property, plant and equipment 114 120 (6)

Total Non Current Assets 114 120 (6)

Current Assets Trade and other Receivables 1,160 1,330 (170)

Cash and cash equivalents 268 194 74

Total Current Assets 1,428 1,524 (96)

Total Assets 1,542 1,644 (102)

Current Liabilities Trade and other payables (27,295) (22,189) (5,106)

Total Current Liabilities (27,295) (22,189) (5,106)

TOTAL ASSETS EMPLOYED (25,753) (20,545) (5,208)

Financed by Taxpayers Equity

Capital & Reserves General Fund (25,753) (20,545) (5,208)

TOTAL TAXPAYERS EQUITY (25,753) (20,545) (5,208)  
 
 
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. It can be seen from the 
table below that the CCG is adhering to the 95% target. 

 
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 4555 46349

Total Non-NHS Trade Invoices Paid Within 30 Day Target 4368 45,594

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 95.89% 98.37%

NHS 

Total NHS Trade Invoices Paid in the Year 1612 262,788

Total NHS Trade Invoices Paid Within 30 Day Target 1598 262,689

Percentage of NHS Trade Invoices Paid Within 30 Day Target 99.13% 99.96%

Average BPPC Achievement 98.34%  
 

 

 

 

 



 

 

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 January with £268k left in the bank at the end of the month. 
Performance for this month and last month is shown below: 

  

 

Actual Actual

December January

£000's £000's

Income

Balance bfwd 277 194

DOH Income 33,300 31,500

Prescribing/Home Oxygen Therapy Charge to Cash Limit 4,626 4,153

CHC Risk Pool (1,009)

Other Income 71 147

Total Income 38,274 34,985

Expenditure

Pay (322) (331)

NHS Payments including contracts (25,580) (25,529)

Other Payments -  BACS/CHAPS/Pos (7,456) (4,941)

Prescribing/Home Oxygen Therapy (4,626) (4,153)

CHC Risk Pool 1,009

Other (96) (772)

Total Expenditure (38,080) (34,717)

BALANCE CFWD 194 268  
 
 
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 January with no aged debts over 90 days old and above £50k in 
value outstanding.  

 
 
5. Financial Risks & Mitigation  

 
Throughout the year the CCG has had to manage potential risks which have 
emerged at various stages. In summary they were: 
 

 Acute contracts over performance £1,000k 

 Community cost per case contracts over performance £200k 

 Mental Health contracts over performance £200k 

 Risk of continuing care client costs exceeding expected growth £1,000k 



 

 Risks of prescribing spend increasing above current forecast overspend 
£300k 

 Potential for other unknown financial liabilities £400k  
 

Mitigations in the form of uncommitted reserves and non-recurrent measures 
have been identified to offset these financial risks in this reporting period. In 
addition year end settlements have been agreed with the majority of our 
providers which assists in the management of unknown risks emerging at year 
end. This places the CCG in a relatively healthy position to manage any 
subsequent 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 have been produced to manage risk in this area. 
 
 

6. Recommendation  
 

The CCG Governing Body is asked to:  
 

 Note the Summary Financial Performance to 31st January 2015 and the 
successful forecast outturn for 2014/15. 

 
 David Chandler  
 Head of Finance  
 Sunderland CCG 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 



 

 
Appendix 1 –Performance Measurement Thresholds for KPIs 



 

Reporting Area Key Performance Indicator Green Blue Red

Status of 

Indicator

Forecast to achieve revised planned surplus

Forecast 

surplus 

greater than 

or within 

0.1% of plan. 

Forecast 

surplus less 

than plan by 

more than 

0.1% but less 

than 0.5%.

Forecast 

surplus less 

than plan by 

more than 

0.5%.

NHS England 

national 

assurance 

indicator.

Running costs to remain within allocation 

Running 

costs 

forecast 

equal to or 

less than 

allocation.

not 

applicable.

Running 

costs 

forecast 

above 

allocation.

NHS England 

national 

assurance 

indicator.

Achievement of QIPP targets

Forecast 

QIPP 

achievement 

greater than 

95% of QIPP 

plan.

Forecast 

QIPP 

achievement 

less than 95% 

but greater 

than 75% of 

QIPP plan.

Forecast 

QIPP 

achievement 

below 75% of 

QIPP plan.

NHS England 

national 

assurance 

indicator.

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.

Currently 

local 

Indicator - 

NHS England 

to introduce 

national 

indicator at 

Q3. 

Better payment practice code average achievement

BPPC 

average 

achievement 

greater than 

95%.

BPPC 

average 

achievement 

greater than 

75% but less 

than 95%.

BPPC 

average 

achievement 

less than 

75%.

NHS England 

national 

assurance 

indicator.

Aged debts > £50k and > 90 days old

No aged 

debts greater 

than £50k 

and older 

than 90 days. 

Number of 

aged debts 

greater than 

£50k and 

older than 50 

days  not 

greater than 

two in total.

Number of 

aged debts 

greater than 

£50k and 

older than 50 

days greater 

than two in 

total.

Local CCG 

indicator. 

Financial Risks & 

Mitigation 

Headroom for mitigation of financial risks

Mitigations 

are greater 

than or equal 

to risks 

identified.

Risks not 

fully 

mitigated 

and, if they 

were to 

materialise, 

the CCG 

would not be 

in deficit or 

would be in 

deficit up to 

1% of 

allocations.

Risks not 

fully 

mitigated 

and, if they 

were to 

materialise, 

the CCG 

would be in 

deficit 

greater than 

the 1% of 

allocation

NHS England 

national 

assurance 

indicator.

Statement of 

Financial Position

Rating Measurement

2014/15 

Income & 

Expenditure

 
Appendix 2 – Budget Category Analysis 



 

Acute Commissioning

Month 10 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 152,441 152,464 24 182,432 182,461 29

GATESHEAD HEALTH NHSFT 12,833 13,172 339 15,543 15,846 303

NEWCASTLE TYNE HOSP NHSFT 7,541 7,559 19 9,049 9,071 22

CO. DURHAM & DARL NHSFT 5,182 5,190 8 6,218 6,219 0

SPIRE HEALTHCARE LTD 3,016 2,827 -189 3,619 3,539 -80

NORTHERN DOCTORS 1,469 1,386 -83 2,008 1,908 -100

SOUTH TYNESIDE NHSFT 965 936 -30 1,159 1,159 0

WASHINGTON WALK IN CENTRE 415 415 0 415 415 0

SOUTH TEES HOSPITAL NHSFT 356 439 83 427 527 100

NORTHUMBRIA HC NHSFT 266 333 68 319 400 81

NORTH TEES & HARTLEPOOL NHSFT 186 129 -57 223 165 -58

EXEMPT OVERSEAS VISITORS 58 0 -58 70 0 -70

AQP SERVICES 1,386 1,388 2 1,663 1,697 34

WINTER PRESSURES 4,497 4,444 -53 5,181 5,101 -80

NON CONTRACT ACTIVITY NHS & NON NHS 2,217 2,423 206 2,660 2,662 2

TOTAL 192,826 193,105 279 230,985 231,168 183

YTD Notes

End of year positions are now agreed for CHS & GHFT and reflected in the forecast outturn for mth 10. 

Underperformance at Northern Doctors expected to continue throughout 2014/15 based on activity from Sep 14 to Jan 15.

Minor overspend at South Tees FT and Northumbria due to one off NCA high charges not expected to continue in 2014/15.

Mental Health Commissioning

Month 10 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 42,717 42,713 -4 51,227 51,225 -2

TEES ESK/WEAR VAL NHSFT 216 212 -4 259 255 -4

MIND 242 263 21 290 315 25

OTHER 1,482 1,491 9 1,832 1,823 -9

WINTER RESILIENCE 158 158 0 190 190 0

TOTAL 44,815 44,837 22 53,798 53,808 10

YTD Notes

Contracts on track for 2014/15. Minor underspend on NTW contract relates to 2013/14 credit. MIND overspend due 

to 2013/14 charges not previously known. 

Community Services

Month 10 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 21,921 22,006 85 26,239 26,342 103

MSKCAT SERVICE 594 630 37 712 781 69

SUNDERLAND LA 903 903 0 1,028 1,312 283

OTHER CONTRACTS 661 659 -2 790 852 62

TOTAL 24,079 24,199 120 28,770 29,287 516

YTD Notes

Pressure on STFT contract due to overperformance on continence products spend based on recharges received. Currently 

undergoing service transformation within FT.MSK CAT overspend due to increase property pass through costs from NHS Propco.

Sunderland LA category relates to income for CAMHS & Infection Control and expenditure on STFT pass through costs charged.

Year to Date Forecast

Year to Date Forecast

Year to Date Forecast
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