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Meeting of the Governing Body 

 
To be held on Tuesday 29 September 2015 1.45-4.15pm 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  28 July 

2015 
1.50-2.00 Enclosure 

    
5. Matters arising from the minutes and action log 2.00-2.10 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. 

 
2.10-2.15 
 
 
 

 

    
8. 
 
 

Items of Quality and Safety 
 
 

  
 
 

8.1 
 
 
 
 
8.2 
 

Report from the Quality, Safety and Risk 
Committee Minutes from 14 July and 11 August 
2015 meetings 
A Sullivan 
 
Safeguarding Annual Report 
A Fox 
 

2.15-2.30 
 
 
 
 
2.30-2.45 

Enclosures 
 
 
 
 
Enclosure 
 

    
9 
 
9.1 
 
 

Items of Governance and Assurance 
 
SCCG Financial Report – Month 4 2015/16 
D Chandler 
 

 
 
2.45-3.00 
 
 

 
 
Enclosure 
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9.2 
 
 
9.3 

SCCG Assurance Report – July 2015 
D Burnicle 
 
Vanguard Funding 
D Burnicle 

3.00-3.15 
 
 
3.15-3.30 

Enclosure 
 
 
Enclosure 

    
9.4 
 
 
9.5 
 

Annual Audit Letter 
D Chandler 
 
Sunderland CCG Top Risks Report 
D Cornell 
 

3.30-3.45 
 
 
3.45-4.00 
 

Enclosure 
 
 
Enclosure 
 

10 Items for Information Only 
 

  

10.1 
 
 

Chief Officers Report 
D Gallagher 

4.00-4.15 Enclosure 

10.2 
 
 
10.3 
 
 
10.4 
 

Confirmed minutes of the Executive Committee 
meetings held on 7 July and 4 August 2015. 
 
Confirmed minutes of the Audit Committee 
meeting held on 25 May 2015. 
 
Confirmed minutes of the Health and Wellbeing 
Board meeting held on 24 July 2015 

 Enclosures 
 
 
Enclosure 
 
 
Enclosure 

    
11 Any other business   
    
12 Date of next meeting   
    
 Tuesday 24 November 2015. Venue to be 

confirmed. 
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GOVERNING BODY 

Minutes of the meeting held on Tuesday 28 July 2015 

Tuesday 28 July 2015 2.00-4.30pm in Castle View Enterprise Academy, 

Cartwright Road, Sunderland, SR5 3DX. 

Minutes 

Present: Dr Ian Pattison (Chair) 

 Prof Mike Bramble, Secondary Care Clinician 

 Dr Henry Choi, Elected GP Member 

 Dr Tracey Lucas, Elected GP Member 

 Dr Val Taylor, Elected GP Member 

 Dr Gerry McBride, Elected GP Member 

 Dr Jackie Gillespie, Elected GP Member 

 Mrs Aileen Sullivan, Lay Member, Patient and Public 

Involvement 

 Mrs Pat Taylor, Lay Member, Audit and non-clinical Vice Chair 

 Mr David Gallagher, Chief Officer 

 Mr David Chandler, Acting Chief Finance Officer 

In Attendance: Mrs Debbie Burnicle, Deputy Chief Officer 

 Ms Deborah Cornell, Head of Corporate Affairs 

 Mrs Gillian Gibson, Consultant in Public Health, Sunderland 

City Council 

 Mr Neil Revely, Executive Director of Peoples Services, 

Sunderland City Council 

 Dr Geoff Stephenson, Medical Director 

 Ms Deanna Lagun, Head of Safeguarding 

 Ms Sue Goulding, Head of Quality and Patient Safety (for A Fox) 

 Mrs Kathryn Headley, minutes 
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2015/85 Welcome and Introductions 

The Chair welcomed everyone to the meeting. 
 
2015/86 Apologies for absence 
 
Apologies were received from Mrs Ann Fox, Director of Nursing, Quality and Safety 
and Mrs Gloria Middleton, Executive Practice Manager 
 
2015/87 Declaration of Interest 

There were no declarations of interest. 

2015/88 Minutes of the meeting held on Tuesday 26 May 2015 

The surplus figure in minute 2015/66 SCCG Financial Report to be amended to 

£119k and there were some minor amendments to the wording in minutes 2015/67 

Annual Accounts and 2015/69 External Audit Completion Report. 

Subject to those amendments being made the Governing Body ACCEPTED the 

minutes as an accurate record of the meeting. 

2015/89 Matters arising from the minutes and action log 

2015/63 Complaint Review from NHS England – Mrs Taylor confirmed that both she 

and Ms Cornell had participated in the webinar on conflicts of interest work. 

2015/76 SCCG Assurance Report – Mrs Burnicle said that the report on Breast 

Surgery Services was being presented to the Executive Committee on 4 August 

2015. 

Action Log 

2015/76 SCCG Assurance Report – Mrs Burnicle had provided Dr Pattison with the 

number (1,107) of patients on the incomplete pathway waiting over 18 weeks and 

said that half of these were orthopaedic patients. 

Mr Gallagher and Mrs Fox had attended the Cumbria, Northumberland, Tyne & Wear 

Quality Surveillance Group where there had been discussion regarding target 

percentages and actual numbers of patients waiting. Dr Taylor said that there had 

been a lot of work undertaken to reduce the numbers and hoped this would continue.  

Mrs Sullivan asked if any patients had come to harm due to delays in treatment.  Mrs 

Fox had already requested this information via the Quality Review Group to review 

and take action.  Dr Choi said that the use of Choose and Book should be reinforced 

so that patients can be offered treatment at other trusts with shorter waiting time.  Dr 

Stephenson said that the system would need to have sufficient information on other 

services to inform the patient’s decision.  Prof Bramble added that evidence from 

patient surveys suggests that patients prefer to have treatment locally and this 

should be supported. 
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Dr Pattison asked that numbers rather than just percentages are used in future to 

inform better decisions. 

The following items were complete and therefore would be removed from the action 

log – 2015/18, 2015/63, 2015/65, 2015/79 

2015/90 Notification of items of any other business 

Mrs Taylor asked that the Ofsted Inspection Report into Childrens Services in 

Sunderland be discussed. 

2015/91 Question Time 

There were no questions from the members of public present. 

2015/92 Patient Story 

Dr Pattison welcomed Mrs VB to the meeting and invited her to tell her Patient Story. 

Mrs VB explained that her 17 year old son (DB) had been unwell for some 

considerable time suffering from tonsillitis almost monthly.  Having had strong 

antibiotics and the illness returning Mrs VB had taken her son to see their GP who 

did not prescribe any further medication that day.  As the condition deteriorated over 

the next few days Mrs VB took her son to Bunny Hill Urgent Care Centre.  He was 

prescribed some medicine and advised to go to A&E should the condition not 

improve.  Mrs VB went to the pharmacy in Asda who could not provide the 

prescribed medication and then tried other pharmacies around the area until Boots 

the Chemist advised that there was a supply problem for this medication and it was 

no longer available. 

Mrs VB therefore took her son to A&E as he was by now very weak.  After sitting in 

the main waiting area they were moved to a second waiting area for a further ½ 

hour.  After waiting 1½ hours they were seen by a nurse who asked the same 

questions then advised that they needed to go to the Pallion Centre.  By the time 

they arrived DB was weak and struggling to walk.  There were no free seats and no 

drinking facilities and they waited for another 1½ - 2 hours before being seen by the 

GP who advised she would only prescribe the same medication as the original GP at 

Bunny Hill.  Mrs VB said that this medication was no longer available and the GP 

said that there was nothing else she could prescribe and advised that Mrs VB take 

her son home. 

The following day Mrs VB took DB back to the family practice in Fulwell. Their GP 

was shocked to hear that DB had not been admitted to hospital and would ensure 

this happened that day.  Mrs VB and DB waited at home until 2pm when she rang for 

an update and was advised to take DB to the adult pre admission ward.  They 

arrived at 2.30pm in a full waiting room and a nurse took bloods from DB and would 

return when the results were known.  At 6.10pm they were still in the waiting room 
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listening to others who had apparently been there since 8.30am and had seen no 

one since their initial consultation. 

DB was confirmed as having glandular fever and discharged as he had managed to 

drink some water and therefore did not need to have any intravenous fluids.  It took 

another 1½ weeks for DB to begin to recover. 

Mrs VB said that the only positive from this experience was the good quick service 

they received at Bunny Hill Urgent Care Centre, although they had had difficulties 

understanding the GP’s accent. 

The negatives however were the experiences in A&E, the waiting and repeating the 

details over and over; the limited space and lack of facilities in Pallion, the manner of 

the GP, and the waiting time for the admission to City Hospitals and lack of 

information in the preadmission ward. 

Dr Pattison thanked Mrs VB for coming and telling her story and agreed that this was 

not the service any of the Governing Body would want and asked if this was 

something she would like to see raised with all providers involved.  He said that 

Governing Body members have spent time visiting some wards at City Hospitals and 

this story may give them a focus for a future visit.  Prof Bramble said that being 

passed back and forth was far from a lean pathway. 

Dr Lucas said she would raise the problems around accessing the medication.  Mrs 

Burnicle said that the CCG had undertaken an Rapid Process Improvement 

Workshop (RPIW) on access to medicines and planned to do more to publicise 

pharmacy access times.  She had been able to feed this example into that work. 

Mr Gallagher reiterated the thanks of the Governing Body to Mrs VB for sharing her 

experiences and offered her and her son an apology that the system had not worked 

in this instance and said that hearing from members of the public would help to put 

things right.  

Dr Pattison assured Mrs VB that she would receive a copy of the minutes of the 

meeting to ensure she was happy with the formal record of the discussion. 

Mrs VB left the meeting at 2.46pm. 

2015/93 Report from the Quality, Safety and Risk Committee – Minutes  

  from 9 June 2015 meeting 

Mrs Sullivan presented the report which provided the Governing Body with the key 

points and assurances from the Quality, Safety and Risk Committee (QSRC) held on 

9 June 2015. 

The CCG Safeguarding Adult Policy had been revised and formally approved by the 

Committee. 
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MRSA and Referral to Treatment (RTT) performance at CHSFT had resulted in the 

performance outcome of SCCG as “assured with support” for 2014/15. 

Revised national frameworks for Serious Incident and Never Events had been 

published and this would potentially cause an increase in reporting. 

In terms of key risks for SCCG and mitigating actions, there were four key issues 

described in the report relating to quality of care in nursing homes, 

underperformance in A&E, a forecast overspend on prescribing and the temporary 

suspension of the breast care services in Sunderland since December 2014. 

Key assurances were that the terms of reference for the Sunderland and South 

Tyneside Pressure Ulcer Reduction Group had been approved, there had been 

significant improvements in C Difficile at City Hospitals Sunderland and continued 

improvements in the number of non-elective admissions. Following a review to 

improve the risk register process a revised policy and framework had been 

developed and formally approved at the March meeting of the Governing Body. 

Prof Bramble said that he felt the criteria and trajectory for cancelled operations 

should be reviewed as it should allow for an element of unexpected cancellations.  

DG said that the zero tolerance related to cases of MRSA and thought that, in 

relation to RTT the cancelled operations trajectory was around 92% and that the “0” 

target referred to at 2015/110 of the QSRC minutes was misleading. DB confirmed 

that the 0 target did refer to cancelled operations made for non-clinical reasons 

where an appointment was not rebooked within 28 days.  GS commented that he 

thought the definition should be “avoidable MRSA”. 

Dr Pattison queried the risks around the quality of care in nursing homes as he had 

previously had some discussions around joint working with the local authority.  Mrs 

Sullivan said that she had attended a meeting earlier that day with quality team 

colleagues and they planned to question with the local authority what tools had been 

used to establish the information.  She added that a task and finish group was to be 

formed to progress work on this area.  Mrs Gibson asked that a representative from 

environmental health be invited to join the group for added intelligence and input. 

Action: Mrs Sullivan to invite a representative from environmental health to join the 

task and finish group.  

The Governing Body RECEIVED the summary of the QSRC meeting held on 9 June 

2015. 

2015/94 Quality Safety and Risk Committee End of Year Review 

Mrs Sullivan presented the paper, which Ms Cornell had prepared, to provide the 

Governing Body with the end of year review for the QSRC during the period 1 April 

2014 to 21 March 2015. 
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The main areas of work for the committee had been quality in commissioned 

services and general medical practice, patient safety and experiences, clinical 

effectiveness and risk. 

There was to be an increased focus on quality in general practice in future given the 

CCG’s delegated authority for responsibility for co-commissioning general practice.  

Each committee meeting would also have an in-depth focus on a specific topic for 

scrutiny purposes. 

A kaizen event in September 2014 had helped to identify where improvements could 

be made by the committee and subsequently the terms of reference were revised to 

strengthen the clinical membership, increase the frequency of meetings and develop 

a new business cycle. 

Quality visits to acute wards continue and clinical support is being encouraged. 

Dr Lucas asked how this fed into the work of individual boards. Mrs Sullivan said that 

Mrs Fox fed into this committee from the Urgent Care Board and added that if there 

were any other areas that it was felt the committee should look into she would 

welcome thoughts. 

Dr Lucas asked how information was fed back from the committee.  Mrs Goulding 

would look into this and Mrs Sullivan would discuss building quality into staff 

development sessions. 

Action: Mrs Goulding to look into how information would be fed back from the 

Urgent Care Board and Mrs Sullivan would discuss building quality into staff 

development sessions. 

Dr Taylor asked how this could also be linked into clinical forums.  Dr Choi said that 

the clinical effectiveness agenda was huge and it would be very difficult for practices 

to support all NICE guidelines therefore it would be helpful if this could be made 

more manageable.  Mrs Sullivan agreed to look into this and ensure more work was 

undertaken. 

Action: Mrs Sullivan to look into making it easier for practices to support all NICE 

guidelines. 

The Governing Body RECEIVED the end of year review for assurance purposes. 

2015/95 Quality Action Plan 

Mrs Goulding presented the Quality Action Plan which provided the Governing Body 

with a six month update on progress against the recommendations, reminding the 

meeting that the original plan was developed in response to the Francis report in 

February 2013 and subsequently revised to incorporate recommendations from other 

national reports relating to quality of care.  
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The plan was now more streamlined and many actions had been completed and 

removed.  It was suggested that the plan be published on the CCG’s website.  

Action: Ms Cornell to ensure the Quality Action plan is published on the CCG web 

site. 

Mrs Taylor asked if CHSFT was being asked for assurances against the Kirkup 

report and Mrs Goulding confirmed that this was the case. 

Dr Gillespie pointed out that the dates identified for action 12 needed to be 

corrected.  Dr Taylor asked if the dates for the unannounced visits had been agreed 

for circulation. 

Action: Mrs Goulding to circulate the dates for the unannounced visits. 

In relation to timeliness of responses to provider complaints, CHSFT had recruited 

more staff and expected to see an improvement in this area.  It was noted that it was 

planned to undertake a deep dive into complaints. 

Mrs Sullivan asked if a review was undertaken of completed actions which had been 

removed from the plan.  Mrs Goulding said that there were workload issues in being 

able to do this, although she would look into undertaking an annual review.  

The Governing Body RECEIVED the Action Plan and NOTED the issues, 

assurances and risks identified therein. 

2015/96 Recommended Bidder report in relation to the GP Out of Hours 

  (GPOOH) procurement 

Mr Gallagher presented the report to the Governing Body which provided the 

outcome of the procurement process to provide a GP Out of Hours service for a 

period of three years from 1 October 2015.  This had previously been delegated by 

the Governing Body to the Executive.  He said that due to timescales, the Executive 

Committee had delegated authority to the Chairman, Chief Officer and Chief Finance 

Officer to authorise the procurement recommendations.   

Mr Gallagher drew attention to the issue of the letter from Dame Barbara Hakin to 

CCG Chief Officers instructing them to pause all out of hour procurements currently 

in progress to await the outcome of some national work.  He said that, as the 

contract had been signed, this instruction did not apply to this specific procurement 

and NHS England had confirmed that they were comfortable for the CCG to proceed. 

Mrs Taylor expressed some concern around the detailed analysis and scores being 

so close and asked if there had been a predetermined scale set on the criteria.  Mr 

Chandler responded that there had been very clear criteria set while the preferred 

bidder had not been highest against quality, it had scored best on finance and best 

overall. 
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Mrs Taylor queried why there had been only two bidders from the 12 expressions of 

interest (EOI) submitted.  Mr Chandler said that this was often the case where EOIs 

were submitted as general enquiries and were not followed up they as were not from 

specialist providers.  Mrs Burnicle said that bidder events had been held to allow 

providers the opportunity to ask questions.  As this service was very prescriptive, it 

would not appeal to some providers to submit bids. 

Mrs Sullivan asked how the quality of the care provided would be measured and 

there was assurance given that the Key Performance Indicators and incentives 

would be closely monitored in contract meetings. 

The Governing Body were satisfied that there had been robust discussions on this 

issue and NOTED the content of the report. 

2015/97 Financial Report – Month 2 

Mr Chandler presented the newly formatted report which provided the Governing 

Body with a summary of the financial position of SCCG at month 2, the period ending 

31 May 2015. 

Mr Chandler said that SCCG remained on target to deliver the £16m cumulative 

surplus with a planned £3m deficit in year.  The report now included a clear 

illustration of this and the split of pooled budgets.  He said there was a projected 

underspend of £846k in the primary care delegated budget and that running costs 

would attract additional funding from the Quality Premium of £300k. 

In relation to prescribing, at the time of writing the report, the April data was 

projecting an over spend of £900k. However, Mr Chandler said that May data shows 

a significant swing suggesting an underspend position and this would need to be 

carefully analysed.  

In relation to acute data, every area is reporting a breakeven position at the current 

time with the exception of CHSFT where there is a projected overspend of £500k in 

quarter 1. It was noted that the data had not been fully verified. 

The financial risks facing the CCG in 2015/16 have been assessed as £8.3m (worst 

case scenario) and these are managed on a monthly basis by the Executive 

Committee.  There are contingencies in place to offset any risks and plans are being 

developed to manage any underspend. 

There was a request to approve one budget virement which was to transfer £7.1m to 

the Better Care Fund from CCG reserves. 

Mrs Taylor commented that there was a lack of activity information in the report 

compared to the same point last year and asked if Mr Chandler could give an 

informal verbal update on the end of June position.  She also pointed out that there 

was an anomaly in this report and the assurance report relating to the £300k quality 
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payment being added to running costs, whereas the assurance report suggests this 

would be offered to NTW and CHSFT for the development of proposals to utilise the 

quality premium in the areas in which they had improved performance. 

Mr Chandler said that timing of reporting to various committees sometimes did not 

present the most up to date information. The month 3 position, to be reported to the 

Executive Committee next week, suggests an under spend on prescribing and some 

acute contracts, e.g. Spire and NTW, and this has provided an accrual of £150k, 

there is also an overspend on primary care budgets of £30k. 

In relation to the second query, he said that the quality premium monies will be likely 

to be added to the running costs allocation.  SCCG was in the fortunate position to 

be able to commit the additional payments from programme reserves. 

Mrs Taylor asked for assurance that the £3m drawn down from NHSE would only be 

committed on a non-recurrent basis.  Mr Chandler confirmed that this was to support 

the emergency department at CHSFT, the Better Care Fund and GP Career start on 

a one off basis, via business cases submitted to NHS England 

Mrs Burnicle asked for clarification on the status of “plans” relating to the forecast 

under spend against delegated primary care budget.  Mr Chandler said that plans 

would need to be developed to ensure that the CCG achieved the planned outturn 

position. 

The Governing Body  

 NOTED the financial position of the CCG at 31 May 2015 and the underlying 
financial position of delegated Primary Care Commissioning budgets. 

 APPROVED the changes to surplus reporting for the CCG 

 APPROVED the Budget Virement for month 2. 
 

Mr Chandler raised a potential conflict of interest as a colleague of his had worked in 

the accounts department at NTW and offered to abstain from any decision to 

approve any transfer of funds to that organisation. 

The Chair did not consider this to be a material conflict and therefore allowed Mr 

Chandler to remain involved with this discussion. 

2015/98 SCCG Assurance Report – July 2015 

Mrs Burnicle presented the report which provided the Governing Body with the 

current position against the CCG Assurance Framework requirements and the 

delivery against the CCG Operational Plan 2015/16 and Delivery Dashboard in 

2014/15. 

Mrs Burnicle drew out the key points from the report. 
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As referred to in the last item, she said that the guidance on access to the quality 

premium had been reviewed and the CCG was now in a better position to access 

this and was likely to receive £300k for non-recurrent use. 

National guidance on Referral to Treatment times (RTT) would be simplifying the 

standards from three to one -   incomplete standard of 92%.  Dr Lucas requested this 

standard be explained in more detail in a future report.  Mrs Sullivan said that it 

would be useful to see some evidence of the long term sustainability in delivering 

targets. 

The key risk was in orthopaedics with capacity being the main pressure. 

It was noted that CHSFT had made significant improvements following the Perfect 

Week and have achieved over 95% against the A&E target for some weeks. 

Pressures continue on cancer 2 week waits and 62 days waits, and the CCG is in 

the process of working with CHSFT on what the implications are for them.  Dr Choi 

said that in relation to lung cancer the 62 day target was being missed due to use of 

the wrong pathway. However, last year saw the adoption of the Discovery Project in 

Sunderland and the lung cancer 2 week wait has seen some improvements. 

Mrs Burnicle said that in relation to breast surgery, some key discussions have been 

held with providers and new models are being developed. A meeting between 

SCCG, GHFT, CHSFT, Newcastle Hospitals (NUTH) and Newcastle and Gateshead 

CCG had recently been held to agree a way forward for services in Sunderland and 

a report would be made to the Executive Committee on 4 August 2015.  It was noted 

that NUTH would not be able to assist due to having its own service pressures. 

In relation to Medicines Optimisation, all practices have now signed up to the LIS 

and submitted action plans. 

The IAPT access target has been increased from 15 to 16% this year. 

Patient experience of hospital care survey results show CHSFT’s performance has 

increased from 2013/14. 

Early data around non-electives is showing an increase, particularly around older 

people, and this is being closely monitored.  This will be a key target for integrated 

teams from September 2015.  

Mrs Taylor said that under the PbR regime, as a result of more joint working and 

reducing interventions, providers would be looking at alternative ways to earn 

money. 

Mrs Burnicle referred to the quality premium and that those providers who have 

contributed to achievements should be rewarded accordingly, i.e. NTW for IAPT and 

CHSFT for patient experience.  It is therefore proposed that the £300k is divided 
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between the two providers asking them to present a case on how this would be used 

to make further progress. 

In relation to transformational changes, Mrs Burnicle said that the Joint Strategy for 

Children meeting had been postponed due to the publication of the Ofsted Inspection 

report.  This would be reinstated. 

An appointment had been made to the Head of Vanguard Delivery. Kerry McQuade, 

from NTW, who has been appointed to lead the key programmes of Out of Hospital 

and Vanguard Delivery, and would commence her role on 10 August 2015. 

There is a potential risk to delivery of the impact of locality team targets in 2015/16 

and this is being worked through.  September 2015 is the key date for mobilisation of 

two teams, with the remaining three to follow in October. 

From September there was a single contact point for the Recovery at Home Service 

and this is currently being tested by all teams. 

Mrs Burnicle was pleased to report that the request for £6.5m of Vanguard funding 

had been awarded.  The Sunderland team had been commended on the value 

proposition and this was being used in other Vanguard areas to help develop their 

value propositions. 

More work with the public would be undertaken throughout August on the Strategy 

for General Practice and the detail of this would be agreed by the Executive 

Committee on 4 August 2015. 

The Executive Committee in August would also be approached to support the launch 

of the End of Life pathway in Sunderland practices. 

In relation to the CCG’s Quarter 4 assessment, Mrs Burnicle said that NHS England 

had noted lots of positive developments in the final quarter of 2014/15. However, due 

to failure to achieve the A&E target could only award “assured with support” for 

2014/15. 

In relation to the allocation of the quality premium monies, Dr Taylor commented that 

primary care had also contributed to the achievements and suggested that this 

should be considered in future plans to share monies. 

Dr Taylor also said in relation to the key milestones for the Out of Hospital work that 

the multi-disciplinary teams would go live at the beginning of August, and the first 

MDT meeting to discuss outputs was scheduled for 12 August 2015 and she would 

raise the timescales there. 

The Governing Body  

 NOTED the position against the 2014/15 Delivery Dashboard and progress to 
date against the CCG Operational Plan 2015/16 
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 NOTED the use of proxy measures within the Outcome Measures domain 
where published data is annual 

 NOTED the predicted CCG Quality Premium payment in 2014/15 

 NOTED the assurance rating of Assured with Support for Q4 of 2014/15 and 
the supporting CCG evidence against the 2014/15 assurance framework 

 AGREED the proposed use of the Quality Premium in 2015/16 – c£150k for 
NTWFT and c£150k for CHSFT to be funded from the programme budget. 

 

2015/99 Outputs from the Conflicts of Interest Task and Finish Group 

Ms Cornell presented the report which provided the Governing Body with an update 

on the outputs of the task and finish group including the register of interest process 

and a revised scheme of reservation and delegation. 

Ms Cornell said that the task and finish group had been established at the request of 

the Governing Body following a development session, to undertake an in depth 

review of the CCG’s approach to declaring and managing conflicts of interest.  The 

group had met on three occasions and the key outputs were captured in the report.  

This included a revised process for managing conflicts of interest. She said that the 

group has identified some additional actions to further develop its work including 

undertaking an in depth review of the CCG’s constitution later in the year and a 

follow up of all processes to ensure that they are providing the required assurance. 

As part of the work, the Scheme of reservation and delegation had been amended. 

The Governing Body  

 NOTED the outputs from the conflicts of interest task and finish group and the 
revised process for the register of interests 

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

2015/100 Primary Care Commissioning Committee Terms of Reference 

Mrs Sullivan presented the report which sought ratification from the Governing Body 

of the updated version of the Terms of Reference for the Primary Care 

Commissioning Committee.  She asked the Governing Body to note that these may 

require to be revised again as the work of the committee changes. 

Prof Bramble queried the quoracy of the committee being only two members and 

how this may be problematic should any conflicts of interest arise during meetings.  

Mrs Sullivan said that half the committee were required to be in attendance to be 

quorate to allow for any conflicts of interest of those present.   It was agreed that the 

ToRs should be reworded at 7.1 that for the meeting to be quorate four members 

must be present, and at 7.2 that the quoracy can reduce to two to manage conflicts 

for any specific agenda items only. 
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Dr McBride queried the temporary arrangements for the ToRs.  It was noted that 

Chris Macklin, appointed as the Lay Member and Chair for this committee, would 

commence this role in September, and Dr Stephenson was retiring in September.  Dr 

McBride said that as the incoming Medical Director was not a GP he felt it was 

important to have an appropriate level of GP representation on the committee.  Dr 

Lucas said that an out of area GP may be worth consideration.  Dr Pattison said that 

the Governing Body would agree any revised membership once the Chair of the 

committee was in post.  Mrs Burnicle asked that the ToRs were amended to reflect 

her title as Deputy Chief Officer. 

The Governing Body APPROVED the Terms of Reference for the Primary Care 

Commissioning Committee. 

2015/101 Annual Human Resources Performance Report 

Mr Gallagher presented the report which was to inform the Governing Body of the 

CCG HR performance in 2014/15.   

The key points were that the CCG had seen an increase in staffing from 65.51 to 

73.10wte with a low staff turnover rate (1.11%), although Mr Gallagher said this was 

likely to increase in the first quarter as there had been a number of people retiring 

and taking on new roles.  The age profile was something that needed to be looked at 

in terms of succession planning. There had been a slight increase in sickness 

absence and work was underway to reduce long term sickness absence.   

Mrs Taylor pointed out that there were several references in the report to staff lists 

being included, although there had not been one appended to the report. Mr 

Gallagher explained that this was deliberate and due to the confidential nature of the 

lists. 

Mr Gallagher said that the quarterly reports would be submitted to the Executive 

Committee with the next annual report coming back to the Governing Body. 

The Governing Body NOTED the content of the report. 

2015/102  Chief Officers Report 

Mr Gallagher presented the report which provided the governing body with an update 

on the activities he had undertaken.  Since writing the report, Mr Gallagher reiterated 

that an appointment had been made to Medical Director role and Dr Claire Bradford 

would be commencing her handover with Dr Stephenson in September 2015. 

The Chief Officer’s report was RECEIVED for information. 

2015/103  Confirmed minutes of the Executive Committee meeting held on 5 

  May and 2 June 2015 
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The minutes of the meetings held on 5 May and 2 June 2015 were RECEIVED for 

information. 

2015/104  Confirmed minutes of the Audit Committee meeting held on 7  

  April 2015 

The minutes of the meeting held on 7 April 2015 were RECEIVED for information. 

2015/105 Confirmed minutes of the Health and Wellbeing Board meeting 

  held on 29 May 2015 

The minutes of the meeting held on 29 May 2015 were RECEIVED for information. 

2015/106 Any Other Business 

Sunderland Local Authority - Ofsted Report into Safeguarding 

Mrs Taylor said that the Ofsted Report into Children’s Services and Safeguarding in 

Sunderland had been published and asked for an update.   

Mr Gallagher said that as a commissioner of services and having membership on the 

Children’s Safeguarding Board, SCCG had a responsibility to work with the local 

authority and partners on the requirements of the Ofsted Report and now had a seat 

on the Improvement Board. 

Mr Revely said that the local authority had commissioned two reports last year prior 

to the Ofsted Report and a voluntary Improvement Board had been established in 

August 2014.  The Safeguarding Board had also revised its arrangements.  The 

Ofsted Report refers to the voluntary Improvement Board and its plans although 

notes that there had been insufficient time to make any significant progress.  The 

rating of “inadequate” triggered Department of Education intervention and the 

Secretary of State has appointed Mr Nick Whitfield as the commissioner and 

Improvement Partner, to work with all parties.  The local authority has been given 

clear direction and the voluntary Improvement Board will be formalised and chaired 

by Mr Whitfield. 

Mr Revely expressed his thanks for the support received from partner organisations. 

Mr Gallagher said that, as discussed at the development session, a report would be 

made to the Executive Committee in August prior to coming to the next meeting of 

the Governing Body. 

As there were no further items of business the Chairman closed the meeting at 

3.47pm 

2015/107 Date and time of next meeting 

Tuesday 29 September 2015 1.00 – 3.30pm.  Bede Tower, Burdon Road, 

Sunderland. 
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Signed……………………….. 

 

Date …………………………. 
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NHS SCCG Governing Body Action Log      

 NHS Sunderland CCG Governing Body Action Log 29 September 2015  
 

 

Minute Reference Action Point Lead Timescale 

2015/42 SCCG Assurance 
Report 

Mr Gallagher suggested that a report on 
the Perfect Week be presented at a 
Governing Body development session. 

A Fox To be arranged 

2015/75 Governing Body 
Assurance Framework – new 
framework 2015/16 

An updated framework to be presented to 
the Governing Body in November 2015 

D Cornell 24 November 2015 

2015/93 Report from the Quality, 

Safety and Risk Committee – 

Minutes from 9 June 2015 

meeting 

Mrs Sullivan to invite a representative from 

environmental health to join the task and 

finish group.  

A Sullivan Following the 
meeting 

2015/94 Quality Safety and Risk 

Committee End of Year Review 

 

Mrs Goulding to look into how information 
would be fed back from the Urgent Care 
Board  
Mrs Sullivan would discuss building quality 
into staff development sessions. 
 
Mrs Sullivan to look into making it easier 
for practices to support all NICE guidelines 

S Goulding 
 
 
A Sullivan 
 
A Sullivan 

29 September 2015 

2015/95 Quality Action Plan 

 

Ms Cornell to ensure the Quality Action 

plan is published on the CCG web site. 

Mrs Goulding to circulate the dates for the 

unannounced visits. 

D Cornell 
 
 
S Goulding 

Following the 
meeting 
 
Following the 
meeting 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

29 SEPTEMBER 2015 

Report Title 
 

Minutes of the Quality, Safety and Risk Committee 
held on 11th August 2015.   

Purpose of report 
The purpose of this report is to present key points and 
assurances from the Quality, Safety and Risk 
Committee (QSRC) held on 11 August 2015 to the 
Governing Body 

Key points, risks and assurances 
 

Risks and mitigating actions: 
 

Continuing Health Care 
 

Risk: Delays may cause unanticipated backdating of 
Continuing Health Care funding, thus impacting 
adversely on financial forecasting. 
Mitigating Actions 

 Local Agreements are in place to reduce risk of 
delayed discharges from hospital; 

 Strategic approach continues to improve 
processes to ensure compliance with the National 
CHC Framework and therefore reduce risks.   This 
is being  delivered through  a multi-agency 
strategic group, supported by a local operational 
group; 

• Individual case management for complex cases 
 

Quality in Care Homes Report 
 

Risk: Lack of assurance around clinical care and the 
completion of an action plan from the some of the care 
homes. 
Mitigating Actions: 
• Strategy meetings in place with the Local Authority 

to address safeguarding issues  
• Information sharing meetings between the Local 

Authority and the CQC to discuss concerns in care 
homes  

• Planned programme of unannounced audits.   
• Action plans in place for the care homes to work 

towards and provide regular updates to the CCG  
• Joint working arrangements in place with the 

Safeguarding Social Care Governance team and the 
CCG to audit and monitor services. 
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• All homes have action plans in place to monitor 
progress within the home and are validated by either 
the CCG or the LA 

Transforming Care – Response from SCCG 
Autism in Mind 
 

Risk: That the CCG is not seen to be responding fully 
to the national and local Autism agenda. 
Mitigating Actions 
• The Committee receives regular reports on CCG 

progress in Transforming Care, including autism 
services. 

 

• A new Sunderland Autism Partnership (SAP) 
Board has been established to drive forward the 
agenda. Autism in Mind (AIM) is well represented 
on this board. Autism Awareness training had been 
delivered to all SCCG staff; the offer of this training 
had been made before the SAP Board had been 
established.  

 

• Sunderland Public Health has recently held an 
engagement event to discuss how Sunderland is 
responding to the needs of the Autism community 
and the Joint Service Needs Assessment was 
being refreshed to include this.  

 

• Autism in mind (AIM) is now moving to become a 
Community Interest Company.  This would enable 
AIM to make an application to SCCG for funding to 
employ a development worker, perhaps on the 
autism spectrum.  

 

• A response in regards to concerns from AIM to 
SCCG will be provided by Alan Cormack following 
consultation with committee members.  

 
Bi-Annual assurance Report 
 

Risk:  City Hospitals Sunderland NHS Foundation 
Trust (CHSFT) may not sustain their current 
achievement of 95% for Q1 15/16 of Accident & 
Emergency 4 hour waits throughout the year.  
Mitigating Actions: Monitoring of performance and 
discussions at regular escalation meetings. 
Maintenance of improvements identified during the 
Perfect Week.  
 
Risk: No breast surgery service available within 
Sunderland. Mitigating Action: Routine meetings in 
place at Medical Director level around Breast Services 
at CHSFT 

Risk: Underperformance against IAPT Access and 
Recovery targets. 
Mitigating Actions: Aggressive recovery action plan 
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has been developed. 
 
Key Assurances 
• The Patient and Public Involvement Highlight 

Report gave assurance of the engagement activity 
that is underway – both strategic development and 
operational delivery, including Sunderland 
Vanguard, GP strategy and breast services.  

 

• Improved performance for Cancer at CHSFT, 
although risks to delivery remain. 

 
Recommendation/Action Required 
 

The Governing Body is asked to receive the summary sheet 
and confirmed minutes for assurance  

 

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) 
 

A&E performance 
MRSA and C difficile 
Safeguarding issues 
Care home concerns 
 

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

N/A  

 
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?  
 

  Clinicians at QRG meetings 

 
Any current or expected impact on 
patient outcomes/experience? 
 

  
 

 
Has there been member practice 
and/or other stakeholder 
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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   

 
 
 

 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

engagement if needed?   
 

Version Date Comments  

QSRCV1.0   
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Quality Safety and Risk Committee  

Minutes of the meeting held on 11 August 2015  
Joseph Swan Suite, Pemberton House  

 
Present:  
Mrs Aileen Sullivan, NHS SCCG Lay Member for Patient Public Involvement (Chair)  
Professor Mike Bramble, NHS SCCG Secondary Care Consultant  
Dr Henry Choi, NHS SCCG, Clinical Effectiveness Elected (left at 3.35pm) 
Mrs Janet Farline, NHS SCCG Clinical Quality Officer – (left at 3pm)  
Mrs Ann Fox, NHS SCCG Director of Nursing Quality and Safety  
Mr David Gallagher, NHS SCCG Chief Officer  
Ms Sue Goulding, NHS SCCG Head of Quality and Patient Safety 
Dr Jackie Gillespie, NHS SCCG Medicines Management Elected GP 
Mrs Deanna Lagun, NHS SCCG Head of Safeguarding (arrived at 4pm)  
Mr Scott Watson, Head of Contracting, Performance and Business Intelligence  
Mrs Julie Whitehouse, NHS SCCG Patient Experience Officer  
 
 
In Attendance: 
Mrs Caroline Latta, NECS Senior Communications and Engagement Locality 
Manager (left at 3pm)  
Mr David Chandler (Observing – left at 3pm)  
Mr Lee Cooper, NHS SCCG Programme Manager, CHC (for item 6.1only) 
Mr Alan Cormack, NHS SCCG, Contacting Manager, Joint Commissioning. 
(for item 6.3 only)  
Mrs Eleanor Hardy, NHS SCCG PA (minutes) 
 
 
2015/146 Welcome and Introductions 
Aileen Sullivan welcomed everyone present to the meeting and a round of 
introductions was made.  
 
Those present were advised that for accuracy of the minutes the meeting would be 
recorded.  The recording would only be retained until the minutes were written and 
confirmed then would be destroyed.  
 
2015/147 Apologies for Absence 
Apologies had been received from:  
Mrs Gillian Gibson, Acting Director of Public Health, Sunderland Council  
Mrs Deborah Cornell, NHS SCCG, Head of Corporate Affairs  
Mrs Carol Lancaster, NHS SCCG Clinical Quality Officer 
Dr Geoff Stephenson, NHS SCCG Medical Director 
Dr Zahra Irannejad, NHS SCCG Chief Pharmacist  
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2015/9148 Declarations of Interest 
There were no declarations of interest. Aileen Sullivan reminded all present that if 
any declarations became apparent during the meeting these should be declared at 
the time of the relevant agenda item. 
 
2015/149 Minutes of the previous meeting held on 14 July 2015 – Enclosure 
It was noted that on page 3 of the minutes, the second paragraph, and page 4, first 
paragraph should read as “a large proportion of CHS mortality cases during this 
period were possibly because of not being coded as palliative care” 
 
Following the above amendments and one minor typo the minutes were agreed as 
an accurate record of the meeting.  
 
2015/150 Matters arising  
There were no matters arising.  
 
2015/151 Action Log – Enclosure  
All actions were discussed and updated on the action log.  Actions 6, 7, 11, 16, 18 
and 20 to 25 were closed and would be removed from the action log.  
 
2015/152 Summary sheet – Enclosure         
The purpose of the summary sheet was to confirm the minutes from the Quality, 
Safety and Risk Committee (QSRC) held on 9 June 2015 and approval of the cover 
sheet prior to their submission to the Governing Body meeting on 29 September 
2015. 
 
The Quality Safety and Risk Committee received the summary sheet and minutes 
and approved both for submission to the Governing Body meeting on 29 September 
2015 
 
PATIENT EXPERIENCE  
 
2015/153 Patient and Public Involvement (PPI) Highlight Report and 
Engagement Action Plan – Enclosure  
Caroline Latta presented the PPI Highlight report to the committee.  The purpose of 
the report was to provide an update on engagement activity since the previous 
Quality Safety and Risk Committee meeting on 9 June 2015.The committee were 
advised that this update should be read in conjunction with papers from May 2015 
QSR Gap analysis  Transforming participation and papers from April 2015 QSR. 
 
Key points, risks and assurances 
Caroline Latta advised that the report provided on going assurance that engagement 
activity was underway – both strategic development and operational delivery.  
 
Caroline Latta advised since the PPI Highlight report had been circulated, there had 
been one or two errors in relation to the accuracy of the GP Practices patient group 
information and this would be corrected.  
 
Key points within the report were highlighted:  
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 A joint Memorandum of Understanding with Sunderland CCG, Sunderland 

City Council and others still yet to be identified had been developed and the 

next step is to launch this city-wide in Sunderland in September 2015. 

 Sunderland Vanguard - Communications and Engagement work streams 

have been aligned to Vanguard activity 

 Communications update to the Out of Hospitals Board – included in appendix 

2 of the report  

 Community aspect  and how best to utilise through Public Health Community 

Connectors – PPI locality forums and city wide forum to be developed – 

proposal to be brought to QSRC in September 2015 

 Opportunity to engage with Strategic Clinical Networks to improve patient and 

community engagement 

 Engagement activity around Sunderland Breast Service continued at a pace 

and was being monitored via SCCG Head of Contracting, Performance and 

Business Intelligence  - key statistics around this are on pages 5&6 of the 

report (enclosure 5.1)  

 
Caroline Latta invited questions from the committee.  
 
Ann Fox noted it was good to see that the amount of engagement was increasing 
and there were other things to come out of the pipeline.  
 
Caroline Latta added there was also work underway around the GP Strategy 
including systematic market research around GP patient experience. NECS were 
also looking at the APMS engagement for the three GP Practices that may 
potentially merge.  Caroline Latta advised there was a need to take every opportunity 
to lever out new engagement methodologies in particular with Vanguard 
engagement activity sitting within the voluntary sector. Aileen Sullivan questioned in 
regards to Age UK, who would be monitoring and evaluating the work in relation to 
Vanguard. David Gallagher advised there was a specification to work to and if 
followed this would be fine.  SCCG needed to make use of AGE UK’s access to that 
cohort of the population.   
 
Aileen Sullivan questioned in regards to the Engagement Strategy previously 
presented to SCCG Governing Body, did this need to be updated and resubmitted to 
reflect the significant changes made or was the summary sheet of the QSRC 
meeting sufficient. David Gallagher did not feel this was deviating from the original 
Engagement Strategy but would give some thought to this. 
Action David Gallagher to reflect on this and to be an agenda item on the 
Communications and Engagement meeting in September 2015 for 
consideration 
 
In regards to the Engagement Action Plan, Aileen Sullivan questioned if engagement 
with Voluntary Community and Action Sunderland (VCAS) was going well.  Caroline 
Latta advised that it was and that links had been made via the Breast Service work.  
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Sue Goulding noted that feedback re patient stories given in agreed timescales did 
not appear in the engagement action plan. Caroline Latta advised that all feedback 
had been captured and would be included in the action plan and an updated 
provided in a future report to the committee.  The report submitted today focused on 
engagement undertaken to date. 
Action: Patient stories to be added to the Engagement action plan. 
 
Jackie Gillespie referred to action 10 Children and young people engagement and 
noted there were no timelines and that this action was rated as red. Jackie Gillespie 
questioned if there was any work from other areas that might be transferable to 
Sunderland or was there some particular work in the pipeline.  Ann Fox advised that 
a project had been identified around the Looked after Children Health Assessments 
pathway. SCCG team would be linking with NECS and the Youth Parliament looking 
at what the local authority already had in place regarding engagement with children 
and young people rather than thinking about reinventing networks but also including 
being creative and using technology with that particular group. David Gallagher 
advised there were currently conversations being held about the future of the 
Children’s Trust and it was likely that this may come up with a better way of 
engagement across the city with children and young people.  David Gallagher added 
it may be better to join in with this and see how it develops. An update on this would 
come via the Safeguarding developments.  
 
The Quality, Safety and Risk Committee was asked to note the summary report; the 
action plan and the example of the breast services engagement exercise that had 
been delivered; all with a view for future work within this field.  
 
The Quality Safety and Risk Committee received the report and noted the 
assurance provided  
 
QUALITY IN COMMISIONED SERVICES  
 
2015/154 Continuing Health Care Update Report - Enclosure  
Lee Cooper presented the Continuing Health Care (CHC) Report to the committee. 
The purpose of the report was to inform and update the committee of the ongoing 
concerns and risks to the CCG of delivering the statutory responsibilities of NHS 
CHC and CCG proposals to improve performance. The report also highlighted 
additional areas of concern for discussion, exploration of consequent risks and 
impact to patients, and mitigation and progress.  
 
Assurances: 

 Local Agreements are in place to reduce risk of delayed discharges from 

hospital; 

 Strategic approach continues to improve processes to ensure compliance with 

the National CHC Framework and therefore reduce risks.   This is being  

delivered through  a multi-agency strategic group, supported by a local 

operational group; 

• Individual case management for complex cases 
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Risk:  

• Any delays may cause unanticipated backdating of CHC funding, thus 

impacting adversely on financial forecasting 

 
Lee Cooper informed the committee that in the last six months significant 
improvement had been seen in regards to % of new assessments undertaken within 
28 days.  As of the end of June 2015 this figure was 70% in actuals in comparison to 
28% this time last year. Going forward STFT had internal RPIW events planned for 
later in 2015 to find out what time was being wasted in the process along with the 
restructure of STFT team in order that Sunderland could have greater control over 
the team and the processes.  
 
Lee Cooper invited questions form the committee.   
 
Ann Fox noted when there was poor performance it would be useful for the Quality 
Safety and Risk Committee to be aware of any quality impact, risks and mitigating 
actions.  It would also be useful for the committee to see in the time period, the 
number of complaints and incidents associated with CHC as this would provide 
further assurance to the committee.  
 
David Gallagher noted it was good to see the improvement being made around 
concerns and risks in regards to CHC.  
 
Action: Lee Cooper to provide a further CHC report to the committee on 13 
October 2015 including quality impact, risks and mitigating actions and the 
number of complaints and incidents in the time period 
 
The Quality Safety and Risk Committee received the report, noted the progress 
made and appropriate action being taken to address on-going concerns  
 
2015/155 Quality in Care Homes Report - Enclosure and presentation  
Janet Farline presented the Quality in Care Homes report to the committee and 
delivered a high level summary presentation – attached       
 

QSRC care home 
presentationAugust 2015 v2.pptx

 
 
The purpose of the report and presentation was to provide an overview of recent 
concerns in Care Homes in Sunderland, and the results of the Clinical Quality 
Assessment Audits.  
 
Janet Farline advised the committee that since the report had been submitted, notice 
had been served to St Georges and nursing staff had been given one month notice.  
St Martha’s had gone into liquidation and the local authority was working with these 
homes to ensure the residents were cared for.   
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Janet Farline advised that future reports would report on safety, effectiveness and 
residents and relative experience.   
 
Assurances  

• Since the last Quality Safety and Risk Committee no Nursing Homes have 

been audited using the updated Clinical Quality Assessment Tool  

• 9 Residential Homes with residents who receive Continuing Healthcare 

Funding have been audited using the updated Clinical Quality Assessment 

Audit Tool. 

• Of the 9 Residential Homes audited 4 were Green, 4 were Amber and 1 was 

Red  

• 3 Nursing homes have been re-audited 1 has increased their score from Red 

to Amber, 1  has decreased  their score from Amber to Red and 1 has stayed 

at Red  

• No  residential homes have been re-audited  

• 4 Nursing Homes action plans have been validated.  Of the 4 homes validated 

all have made some progress although none have made significant progress 

• No  Residential Homes action plans have been validated  

• All homes have action plans in place to monitor progress within the home and 

are validated by either the CCG or the LA 

• At the moment there are no homes with a suspension of placement  

 
  Risks  

 Lack of assurance around clinical care and the completion of an action plan   

from the some of the care homes.  

  
Mitigating Actions  

 Strategy meetings in place with the Local Authority to address safeguarding    

issues  

 Information sharing meetings between the Local Authority and the CQC to 

discuss concerns in care homes  

 Planned programme of unannounced audits using the Quality Assessment 

tool  

 Action plans in place for the care homes to work towards and provide regular 

updates to the CCG  

 Joint working arrangements in place with the Safeguarding Social Care 

Governance team and the CCG to audit and monitor services  

 
Janet Farline invited questions from the committee.  
 
Ann Fox noted in regards to two care homes that had been re audited and scores 
had decreased, these were 4 Seasons Care Homes and that NHS England North 
was actively engaging with 4 Seasons regarding quality assurance on a regional and 
national level. 
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David Chandler questioned if SCCG felt it was doing enough to promote quality and 
leadership within care homes.  Janet Farline advised that SCCG was, however some 
care home managers did not stay in the same care home for long, particularly in care 
homes owned by large organisations. Also, Care homes owned by small companies 
tended to have a higher clinical audit rating than those owned by large organisations. 
Ann Fox added that recruitment in general to the care home sector was a challenge. 
 
Aileen Sullivan questioned if the regional manager of large care home organisations 
was engaging with SCCG.  Janet Farline confirmed that they were. 
 
Jackie Gillespie questioned if SCCG was seeing a difference regarding the 
Coalfields Care Home Project. Janet Farline advised this depended on whether the 
managers were engaged and were proactive.   
 
The Quality Safety and Risk Committee received the report and noted the 
assurance provided  
2015/156 Transforming Care – Response from SCCG Autism in Mind (AIM) – 
Enclosure  
Alan Cormack presented the response from SCCG to Autism in Mind to the 
committee.  The purpose of the report was to provide an update on the report 
submitted to the Quality Safety and Risk Committee on 14 July 2015. 
 
Key Points: 
The report provides information on communications with Autism in Mind 
 
Risks:  
That the CCG is not seen to be responding fully to the national and local Autism 
agenda  
 
Assurances: 
The Committee receives regular reports on CCG progress in Transforming Care, 
including autism services. 
 
Alan Cormack advised that a new Sunderland Autism Partnership Board had been 
established which met quarterly to drive forward the agenda. Autism in Mind (AIM) 
was well represented on this board. Autism Awareness training had been delivered 
to all SCCG staff; the offer of this training had been made before the Sunderland 
Autism Partnership Board had been established.  
 
Alan Cormack advised that Sunderland Public Health had recently held an 
engagement event to discuss how Sunderland was responding to the needs of the 
Autism community and the Joint Service Needs Assessment was being refreshed to 
include this.  
 
Alan Cormack advised that AIM was now moving to become a Community Interest 
Company.  This would enable AIM to make an application to SCCG for funding to 
employ a development worker, perhaps on the autism spectrum.  
 
A response in regards to concerns from AIM to SCCG had been drafted by Alan 
Cormack.  It was agreed this response would be circulated to the committee for any 
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comments then appended to the draft minutes of this meeting along with the original 
concerns from AIM.  
Action: Alan Cormack/Eleanor Hardy  
 
The Quality Safety and Risk Committee received the report and noted the contents 
 
GOVERNANCE  
 
2015/157 SCCG Bi Annual Assurance Report - Enclosure  
Scott Watson presented the SCCG Bi-annual Assurance Report to the committee. 
The purpose of the report was to provide Sunderland CCG Quality, Safety and Risk 
Committee with the current position against the CCG Assurance Framework 
detailing the current under-performing measures and to provide assurance of the 
actions being taken where necessary.   
 
Key point to note: 
Performance relates to the indicators within the 2014/15 Delivery Dashboard and 
2014/15 Quality Premium.  Where data is available for April and May 2015, this is 
included within the Delivery Dashboard and within the report. 
 
Key performance Risks based on latest data available for each indicator: 
 

 A and E 4 hour waits (including ambulance handovers), delivered in Q1 but 

sustainability throughout 2015/16 a risk 

 
Scott Watson advised that the quarter 1 standard was 95.15% and was currently 
delivering at 95.3% but risk still remained around sustainability through 2015/16.  
This improvement was predominately down to the Perfect Week and improvements 
in flow throughout the hospital and also behavior change internally.  
 

 IAPT Access and Recovery 

 
Scott Watson advised SCCG was confident IAPT would recover and an aggressive 
action recovery plan had been established.  
 

 Astro PU (local KPI) 

 
Scott Watson advised that Astro PU was moving slightly in the right direction but still 
remained short of regional and national averages. Mike Bramble noted SCCG had 
improved but had moved away from the National costs. Scott Watson advised there 
was currently1.6% improvement but it was very early in the year to make predictions.  
 

 Activity, Elective and Non Elective inpatients 

 
Scott Watson advised the number of elective admissions increased above trajectory 
in May 2015.  It was likely this was because of the work being undertaken by CHS 
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around Referral to Treatment Times (RTT.) There had been an increase in the 
number of non- elective admissions in April and May which related to short stays 
particularly for the over 65’s for respiratory and urological type conditions.  A deep 
dive would be undertaken in regards to over performance of emergency admissions 
to get back to trajectory.  
  

 Referral to Treatment (RTT) at CHS NHSFT – high level presentation on 

agenda   

 Emergency Readmissions - Scott Watson advised that there had been a 

significant increase in re-admissions  

 Cancer 62 Day Consultant Upgrade at CHS NHSFT and 2 week waits 

 Breast Service at CHS NHSFT 

 
Scott Watson advised that because of pressures in Breast Services and some issues 
regarding urology, SCCG failed to achieve the 92% standard for 2 week wait.   
Patients from Sunderland continue to be seen predominately at the Queen Elizabeth 
(QE) Hospital in Gateshead with Newcastle picking up a lesser number of 
Sunderland Patients.  In terms of performance issues at the QE, 2 Breast Cancer 
Care Nurses had been recruited and the QE was confident it would deliver on 
performance in quarter 2.  Mike Bramble questioned if other Trusts could assist 
during this time of pressure.  Scott Watson advised he was meeting with North Tees 
Clinical Director to discuss how North Tees could potentially provide assistance.  
 
Discussions ensued around issues with the 20 week referral waiting times for 
gastroenterology.  Henry Choi’s view was that the referral criteria had been widened 
resulting in an increase in referrals.. Mike Bramble questioned if there was any 
benchmarking on referrals.  Scott Watson answered that there was via choose and 
book and an increase in referral data had been noticed because of direct referrals. 
David Gallagher questioned whether South Tees had seen a sudden spike in 
referrals.  Mike Bramble advised that South Tees had and this had been affected by 
NICE guidance.  
 
Key Assurances 
 

 CHS NHSFT achieved the 95% for Q1 15/16 and have achieved each week in 

June 15 and July 15 

 Routine meetings in place at Medical Director level around Breast Services at 

CHS NHSFT 

 Improved performance for Cancer at CHS NHSFT although risks to delivery 

remain 

 
Scott Watson invited any further questions from the committee.  
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Sue Goulding raised a question in regards to a patient receiving a letter advising her 
that an appointment had been made for her at 3am and the patient had turned up at 
CHS at the stated time.  Scott Watson advised that this was linked to availability of 
appointments and how the internal electronic booking system dealt with this. It was 
agreed this needed to be explored outside of the meeting and picked up at the CHS 
Quality Review Group. 
Action Scott Watson/Sue Goulding  
 
Jackie Gillespie referred to page 4 of the report, “a company sponsored specialist 
stoma nurse can be used to review stoma patients in the community” and questioned 
was the stoma nurse employed by CHS.  It was confirmed that CHS employed the 
stoma nurse but funding for this came from an outside company.  
 
The Quality Safety and Risk Committee received the report and noted the actions 
being taken to address the performance issues. 
 
2015/158 Referral to Treatment Time – Presentation   
Scott Watson delivered a presentation on Referral to Treatment Times to the 
committee – attached. The presentation informed of the background and position as 
it currently stood.  

QSRC_Aug15_RTT

 
Scott Watson advised the committee that data information was received on a weekly 
basis, was refreshed on a fortnightly basis and a meeting around performance was 
held on a monthly basis.  
 
In regards to the performance data shown within the presentation, Scott Watson 
advised this was predominately related to orthopedics and urology and some other 
specialties. From October 2014 the focus had been on tackling the backlog therefore 
there had been a decrease in the level of performance. From October 2015, 
incomplete performance would be what performance was measured on and would 
be at specialty level.  Because of the performance in orthopedics this would initially 
cause problems but it was expected that an improvement would be seen by January 
2016. 
 
Ann Fox noted that it would be useful to take this presentation to CHS Quality 
Review Group for information.  
Action Sue Goulding  
 
2015/159 SCCG Risk management Group Update - verbal  
Sue Goulding provided a brief verbal update to the committee on behalf of Deborah 
Cornell.  Attendance at the SCCG Risk Management Group and improved as well as 
the quality of the data input into the risk management system (SIRMS.)  
 
2015/160 Cycle of Business – Enclosure  
Aileen Sullivan presented the Quality Safety and Risk Committee Cycle of Business 
to the committee and requested that this was used to advise when reports were 
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required for the committee. In-depth discussions would be added to the cycle of 
business going forward.  
 
ITEMS FOR INFORMATION 
2015/161 City Hospitals Sunderland Foundation Trust Quality Review Group 
minutes – Enclosure   
The Quality Safety and Risk Committee received the minutes for information and 
assurance  
 
2015/162 South Tyneside Foundation Trust Quality Review Group minutes – 
Enclosure  
The Quality Safety and Risk Committee received the minutes for information and 
assurance  
 
2015/163 North East Ambulance Service Foundation Trust Quality Review 
Group minutes – Enclosure  
The Quality Safety and Risk Committee received the minutes for information and 
assurance  
 
2015/164 Cumbria and North East Quality Surveillance Group (C&NE QSG) 
Update - verbal   
Ann Fox gave a verbal update to the committee from the Cumbria and North East 
Quality Surveillance Group meeting held on 9 July 2015. 
 
There had been a significant focused piece of work around review of quality and 
performance of maternity services.  Although as an area, in C&NE there were no 
significant problems, it was recognised that, there were no mechanisms in place to 
share information from e.g. the Local Supervisor of midwives and the number of 
investigations undertaken did not correlate with the number of Serious Incidents 
reported.  The clinical lead from Maternity and Children’s Network had been present 
at the meeting and had advised that although by national benchmarking the C& NE 
did not demonstrate any quality issues, against performance and outcomes in 
Europe there was a significant amount of improvements could be made in maternity 
services.  There would be a key piece of work undertaken involving providers, the 
clinical network and commissioners to pull together a strategic plan to improve 
information sharing and also once the national maternity review is published to 
determine the direction of travel going forward for maternity services. 
 
A high level presentation focused on cancer performance had been delivered by 
Chris Callan from NHS England C&NE.  The presentation had been thought 
provoking showing how performance had started to deteriorate and rather than talk 
about percentage compliance the presentation focused on patient numbers we were 
failing as a system. David Gallagher agreed with this and added the presentation 
had been very much about people and brought discussions down to the right level. 
 
The next QSG would be a focused session involving the Cancer Network.   
Ann Fox advised that although the QSG had taken time to find its added value 
around working collectively, it had worked very well in terms of the CCGs feeding 
assurance into the QSG. Ann noted that the QSG was now pivotal in informing the 
strategic discussions that needed to take place collectively across the C&NE. 
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ANY OTHER BUSINESS 
There was no other business to be discussed.  
2015/165 
 
2015/166 SCCG Safeguarding Team - Presentation  
Deanna Lagun, Head of Safeguarding Sunderland CCG delivered a presentation 
focusing on the work of Sunderland CCGs Safeguarding Team – presentation 
attached.  
 

Safeguarding 
Slides.pdf

 
 
Attendance for the presentation:  
 
Mrs Aileen Sullivan, NHS SCCG Lay Member for Patient Public Involvement (Chair)  
Mrs Ann Fox, NHS SCCG Director of Nursing Quality and Safety  
Mr David Gallagher, NHS SCCG Chief Officer  
Ms Sue Goulding, NHS SCCG Head of Quality and Patient Safety 
Dr Jackie Gillespie, NHS SCCG Medicines Management Elected GP 
Mrs Deanna Lagun, NHS SCCG Head of Safeguarding  
Mrs Julie Whitehouse, NHS SCCG Patient Experience Officer  
Mrs Anna Davidson, NHS SCCG Receptionist  
Mrs Claire Nesbitt, NHS SCCG Head of Organisational Development  
Mrs Judith Brown, NHS SCCG Contracting Support Officer  
Mrs Eleanor Hardy, NHS SCCG PA  
 
 
2015/167 Date and Time of next meeting:  
Tuesday 8 September 2015, 2pm – 5pm 
Joseph Swan Suite, Pemberton House  
 
Signed  
 

 
Date: 8 September 2015 
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Quality Safety and Risk Committee  

Minutes of the meeting held on 14 July 2015  
Joseph Swan Suite, Pemberton House  

 
Present:  
Mrs Aileen Sullivan, NHS SCCG Lay Member for Patient Public Involvement (Chair)  
Professor Mike Bramble, NHS SCCG Secondary Care Consultant  
Mrs Deborah Cornell, NHS SCCG, Head of Corporate Affairs  
Ms Sue Goulding, NHS SCCG Head of Quality and Patient Safety 
Mrs Gillian Gibson, Acting Director of Public Health, Sunderland Council  
Dr Zahra Irannejad, NHS SCCG Chief Pharmacist  
Dr Jackie Gillespie, NHS SCCG Medicines Management Elected GP 
Mr Matt Thubron, Deputy Head of Contracting, Performance and Business 
Intelligence  
 
In Attendance: 
Mr Richard Scott, NHS SCCG Designated Nurse, Safeguarding (arrived at 4pm) 
Mr Alan Cormack, NHS SCCG, Contacting Manager, Joint Commissioning. 
(arrived at 3:25 left at 3:40)  
Mrs Michelle Grant, Clinical Quality Manager NECS (in attendance for item 6.1) 
Mrs Eleanor Hardy, NHS SCCG PA (minutes) 
 
 
2015/121 Welcome and Introductions 
Aileen Sullivan welcomed everyone present to the meeting and a round of 
introductions was made. Those present were advised that for accuracy of the 
minutes the meeting would be recorded.  The recording would only be retained until 
the minutes were written and confirmed then would be destroyed.  
 
Aileen Sullivan advised the Committee that Michelle Grant, Clinical Quality Manager 
at NECS was in attendance today to present the Integrated Report and deliver a high 
level summary presentation. This would be the first item on the agenda.  
 
2015/122 Apologies for Absence 
Apologies had been received from:  
Mrs Ann Fox, NHS SCCG Director of Nursing Quality and Safety  
Mrs Janet Farline, NHS SCCG Clinical Quality Officer 
Mr David Gallagher, NHS SCCG Chief Officer  
Mrs Carol Lancaster, NHS SCCG Clinical Quality Officer 
Dr Geoff Stephenson, NHS SCCG Medical Director 
Mrs Deanna Lagun, NHS SCCG Head of Safeguarding  
Mrs Caroline Latta, NECS, Senior Communications and Engagement Locality 
Manager 
Mrs Julie Whitehouse, NHS SCCG Patient Experience Officer  
Dr Henry Choi, NHS SCCG, Clinical Effectiveness Elected  
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2015/123 Integrated Quality Report - Enclosure and presentation  
Michelle Grant presented the Integrated Quality report and delivered a high level 
summary presentation to the committee.  The purpose of the report and presentation 
was to highlight any risks and provide assurance to the Quality, Safety and Risk 
Committee in relation to the quality of the Sunderland CCG commissioned services. 
 
CHSFT 
Risks: 

 Monitor informed of financial deficit. Date of official visit still to be confirmed.   

 Serious Incidents (SIs): 2 incidents were reported in May 2015, and only 1 72 

hour report received to timescale. 27% of expected 45 day reports were 

received during May 2015.  

 
Aileen Sullivan raised the question in regards to delays in reporting were there action 
plans in place to address this.  Michelle Grant advised that action plans were not in 
place however there was very good dialogue between providers/commissioners and 
in terms of 72 hour reporting it was envisaged this would improve going forward. 
Aileen Sullivan asked if the dialogue with providers was recorded i.e. in minutes of 
meetings.  Michelle Grant advised that it was.  
 

 Incident reporting: The number of clinical incidents reported in the Trust has 

remained consistent across Quarter 4 (Q4) 2014/15, and is  steadily 

increasing in comparison to previous quarters (City Hospital Sunderland NHS 

Foundation Trust (CHSFT) Rapid Review Group Monthly Report April 2015) 

 Complaints: During1 April 2014 to 31 March 2015 the Trust received 627 

formal complaints from patients or their representatives. This is a 13% 

decrease on the previous year. The top three directorates for numbers of 

complaints were Emergency Medicine, General Surgery and Trauma and 

Orthopaedics. (CHSFT Annual Complaints Report 2014/15) 

 
Deborah Cornell questioned in regards to complaints, how did City Hospitals 
Sunderland compare to other providers. Michelle Grant advised she would take this 
back to NECS complaints team as a piece of work to carry out then she would 
feedback to the Quality Safety and Risk Committee.  
Action: Michelle Grant to take this to NECS Complaints Team  
 
Mike Bramble questioned in regards to complaints re episodes of care, was 
medicines an outlier in the number of complaints treated or not; without a 
denominator the data was not helpful. 
Action: Sue Goulding/Michelle Grant to take this issue to CHS Complaints 
Team  
 
Zahra Irannejad advised in regards to medicine errors in Primary Care, there were 
issues around interface when patients were transferred which SCCG Medicines 
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Optimisation Team (MOT) had not been involved in.  It would be useful for SCCG 
MOT to be involved in this review to look at the areas to see what SCCG MOT could 
provide support with. Michelle Grant advised she had already met up with Juliet 
Fletcher from SCCG MOT and had agreed a monthly report would be triggered and 
forwarded to her to understand the numbers of errors and what medicines were 
involved.  
 

 Care Quality Commission (CQC) Intelligent Monitoring Report 2015: The 

Trust have 5 risks and 3 elevated risks which include  Summary Hospital-level 

Mortality Indicator (SHMI),  Hospital Summary Mortality Ratio (HSMR) and in 

hospital mortality (genito-urinary). This data is based on the period 01-Jul-13 

to 30-Jun-14. 

 
Michelle Grant advised that a large proportion of CHS mortality cases during this 
period were possibly because of not being coded as palliative care. Aileen Sullivan 
expressed concern regarding this as this issue has been on-going for the previous 2 
years.  Mike Bramble agreed with this and asked for issues with coding to be raised 
as a concern with City Hospitals Sunderland. Matt Thubron advised he would take 
forward this issue with City Hospitals Sunderland on behalf of the Quality Safety and 
Risk Committee and feedback at the next committee meeting on 11 August 2015. 
Action: Matt Thubron  
 

 Accident & Emergency (A&E) 4 hour target: Whilst the Trust is meeting the 

95% target for all A&E attendances, the main Type 1 attendance continues to 

be challenging with the Trust achieving 93.7% at 14/6/15. 

 Friends and Family Test (FFT): The Trust achieved a rate of 1.36% against an 

average of 26.31% for Inpatients (April 2015). Response rate for A&E fell just 

below the England average and % recommended for 3 maternity questions 

fell below the England average. 

 
Michelle Grant advised that FFT response rate in maternity had improved in May 
2015. Mike Bramble questioned what value Friends and Family Test data was 
adding to patient care and did this really have to be implemented for outpatients.  
 

 Workforce: In April the overall Trust fill rates for Sunderland Royal Hospital 

(SRH)  and Sunderland Eye Infirmary (SEI) were 92%,  the Trust reported 12 

wards with Registered Nurse (RN) fill rates below 85% during day shift (5 

were below 75%), and 7 wards with RN fill rates below 85% during night shift 

(5 were below 75%).  (CHSFT April 2015 Monthly Staffing Compliance 

Report) 

 
Assurances: 

 In 2014/15 there have been 106 SIs closed or downgraded from the Strategic 

Executive Information System (STEIS). Compliance to reporting times are 
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monitored through the SI Panel and the Quality Review Group (QRG) and the 

NECS Clinical Quality Manager meets with CHSFT on a monthly basis to 

discuss case management. 

 The Trust have stated that the increasing trend in the number of clinical 

incidents reported and subsequent decrease in non-clinical incidents reflects 

the work within the Patient Safety and Risk Team to reclassify incident 

reporting and ensure that all appropriate patient safety incidents are correctly 

identified and shared with the National Reporting and Learning System 

(NRLS).  (CHSFT Rapid Review Group Monthly Report April 2015) 

 Mortality: For the period March 2014 - February 2015, CHSFT has a 

significantly higher SHMI but a HSMR within expected range. This suggests 

that a large proportion of the patients dying within this period were possibly 

not coded as palliative care. The Crude Mortality Rate (CMR) was high 

compared to some of the other trusts within the region but low when 

compared with South Tyneside NHS Foundation Trust (STFT). North Tees 

NHS Foundation Trust (NTHFT) visited SRH as part of the Peer Review 

process and noted no concerns 

 A&E 4 hour target: Monthly audits are carried out on a sample of 20% of 

patients who have waited in the department for more than 8 hours.  For March 

all patients had the required standards of care aside from tissue viability 

(92%) and nutrition & hydration (85%).  Actions are being taken by the 

matrons to ensure all required quality standards are met for patients waiting 

over 4 hours within the emergency department. (CHSFT ED (Quality) 

Performance Report Mar-15) 

 Friends and Family Tests:  On the 1 April 2015 the inpatient FFT was 

expanded to include day cases and children & young people, which has 

significantly impacted figures 

 
STFT 
Risks 

 Mortality: Both the SHMI and the HSMR were identified as significantly high 

for the latest reporting period. The Crude Mortality Rate was also reported as 

high with 6 deaths per 100 discharges.  

 Safer Staffing: staffing levels in the latest data release for March 2015 show 

some fill rate issues. The daytime care staff at Primrose Hill Hospital and St 

Benedict's Hospital were shown to be a problem with fill rates as low as 70%, 

although this was not an issue in the evening. The daytime registered nursing 

staff fill at St Benedict's was very low, reported as 67% against expected, 

though not a problem in the evening. 
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 CQC Intelligent Monitoring Report May 2015: The Trust have 4 risks and 3 

elevated risks, which include SHMI, HSMR and Sentinel Stroke National Audit 

Programme (SSNAP) Domain 2. 

 Serious Incidents: 12 incidents were reported in May 2015 and 17% of 72 

hour reports received in timescale. 

 
Assurances:  

 Mortality: At the June 2015 QRG the Trust highlighted plans which includes 

improving clinical coding at St Benedict’s which should impact positively on 

the overall SHMI and HSMR figures; achieving a standard of 80% of 

unexpected deaths to be reviewed by the end of Q2 2015/16 to provide 

additional assurance in regard to internal processes; closer collaborative 

working with commissioners. The Trust noted that they still expect to be an 

outlier for SHMI and HSMR for 2015/16 as the Trust is unable to separately 

report mortality data for St Benedict’s, which serves a catchment population 

outside the Trust area and currently admissions to the hospice are coded as 

planned. 

 Safer Staffing Primrose Ward: - there have been a number of vacant care 

staff day shifts in March, but the ward has been operating with a number of 

empty beds and the number of RNs on duty was optimal so the workload was 

felt to be manageable. St Benedict’s - On-going work to ensure that the 

planned hours set in the eRoster system are accurate. 1 part-time Band 6 

recruited and to be included in April’s fill rates, 1 vacancy un-recruited. 

Overall, the Trust have reported that areas with low staffing rates have been 

identified and where this has been due to substantial staffing shortfall, rather 

than process issues, mitigating actions have been implemented. (STFT Open 

and Honest Care: Staffing Levels) 

 SSNAP Audit: The CCG monitor monthly and quarterly SSNAP audit results 

and discuss performance at QRG. 

 Serious Incidents: 154 incidents were closed/de-logged in 2014/15. 

Compliance to reporting times are monitored through the SI Panel and the 

QRG and the NECS Clinical Quality Manager meets with STFT on a monthly 

basis to discuss case management. (STFT Open Incident Position Report) 

 
NTWFT 
Risks: 

 Serious Incidents: 9 Sis were reported in May 2015, and 22% of 72 hour 

reports were received in timescale. No 45 day reports were received in 

timescale (2 due). 
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 Safety Thermometer: In Quarter 4 2014/15 the Trust were a negative outlier 

for falls with harm, new Venous Thromboembolism (VTEs) and Urinary Tract 

Infections (UTIs in patients with a catheter. Despite the Trust being a negative 

outlier for pressure ulcers, they were showing an increasing trend in Q4 

2014/15.  

 Safer Staffing: Difficulties in recruiting staff with the required level of 

experience in key specialities and to work with patient who have higher level 

of acuity, particularly Alnwood as the Trust are the providers of the national 

service dealing with higher acuity patients (NTWFT Safer Staffing – March 

Exception Report) 

 
Assurance: 

 Serious Incidents: in the period 2014/15, 83 incidents were closed or de-

logged on STEIS. Compliance with reporting timescales are monitored by the 

SI panel and at the QRG, with monthly case management meetings held 

between the Trust and NECS Clinical Quality Manager. 

 Workforce: The Trust highlighted their rationale for flexing their workforce to 

understand the variances from expected to actual establishment, based on 

acuity, which means that risks to patient safety and quality are mitigated. The 

Trust stated that improvements are being realised in areas where the skill mix 

review has been carried out, e.g. Learning Disabilities and forensics. 

 Safety Thermometer:  The Trust have reported that of the 4 VTEs in March 

two were on Older Peoples Services, Akenside Ward and were actually input 

errors and did not occur, however the Trust is unable to retrospectively revise 

the data submission. 

 Safer Staffing: At the QRG in May 2015, The Trust highlighted their rationale 

for flexing their workforce to understand the variances from expected to actual 

establishment, based on acuity, which means that risks to patient safety and 

quality are mitigated. The Trust stated that improvements are being realised in 

areas where the skill mix review has been carried out, e.g. Learning 

Disabilities and forensics. 

 
NEASFT 
Risks: 

 2 SIs (region wide) were reported in May 2015, with 1 72 hour report being 

received in timescale. 2 45 day reported were due and neither received.  

There are currently 21 open SI cases open (region wide), reported post 1 April 

2013. 0 of these relate to Sunderland or South Tyneside CCG residents. 

(NEAS SI Open Position Report). 
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 111: the number of calls abandoned has increased since the introduction of 

IVR (automated recorded option selection). (NHS111 North East Region 

Clinical Governance Report March 2015) 

 CQC action plan: closed out, 2 areas incomplete. (NEASFT  Care Quality 

Commission Action Plan  update) 

 
Michelle Grant advised that the CQC would check the progress of the action plan in 
a follow up visit to NEAS in Quarter 4 but were also in regular contact. Aileen 
Sullivan commented that some of the actions within the action plan had commenced 
prior to the initial CQC visit.  
 

 Performance: Red 1 continues to be a challenge, significant risk that a further 

failure of R1 in Q1 15/16 will lead to a governance breach, as the third 

consecutive breach of a single target. (NEASFT  Performance Report) 

 
Assurances: 

 NHS111 Calls abandoned: The Trust believe that this is due to patients end 

the call as they need to get further information, so should see as a positive 

against patients ending calls with call handlers. Provider Management are 

going to pick this up through the performance route to ensure that there have 

been no detrimental effects. 

 

 CQC Action Plan:  The Trust has discussed this with CQC, one area is 

relating to Emergency Care Clinical Managers due to gaps in the workforce, 

and the other relating to Electronic Staff Record data cleansing. CQC will 

continue to meet with the Trust but are not planning to revisit until the end of 

Q4. 

 Red 1 performance: The Trust has visited another Trust (Midlands) and are 

piloting their model whereby clinical questions are initiated prior to address 

checking to get the ambulance on the road (heading in the right direction) so 

this should improve response times 

 
Spire Washington Hospital (SWH) 
Issues: 
Spire Washington hospital is due to be inspected by CQC in September 2015. 
 
Risks:  

 One ongoing complaint concerns a patient who had a hip replacement. The 

muscle detached from the hip and the patient complained that the consultant 

did an unsatisfactory job. The patient took the complaint to the ombudsman 

where it was partially upheld – this was on the basis that the patient gave 
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consent, although argues that the consultant did not make him aware of the 

risk of the muscle detachment. The consent form had not been re-signed the 

day of the operation as it should have been when the original consent had 

been given a few months earlier.  Spire are reviewing their consent 

procedures. (QRG minutes March 2015 ) 

 A consultant is still suspended due to a possible breach of care in theatre and 

after investigation and a peer review committee (PRC) the consultant was 

referred to the GMC. The GMC investigation is ongoing. (CG report Jan – Mar 

2015) 

 
Jackie Gillespie questioned if consultants behavior was different in Spire Hospital 
Washington compared to NHS Hospitals.  Mike Bramble added that when a patient 
was left in the care of a hospital, the hospital should ensure that the patient is being 
cared for at all times. This would be a serious issue if it happened within a NHS 
Trust. Aileen Sullivan advised that the questions raised today could be picked up at 
the unannounced visit to Spire Hospital Washington in August 2015. 
  

 Patient fall resulted in Fractured neck of Femur – reported as an SI. Patient 

got up from her chair when she had been asked to seek assistance.(CG 

report Jan – Mar 2015) 

 Surgical Site infections have increased this quarter however after 

investigation no trends have been observed, however each case is reviewed 

by the infection prevention lead. (CG report Jan – Mar 2015) 

 Falls have increase again this quarter (4) and the ward is reviewing these, 

however no trends have been identified. (CG report Jan – Mar 2015)  

 
Assurances:  

 Spire achieved all but one CQUIN indicator where only partial payment was 

awarded for the indicator relating to normthermia which was not achieved at 

induction of anaethesia and every 30mins during theatre stay. (CQUIN 

monitoring document June 15) 

 99% of NHS patients are extremely likely or likely to recommend   Spire 

Hospital Washington to their family and friends. (CG report Jan – Mar 2015) 

 
Northern Doctors Urgent Care (NDUC)  
Risks: 

 Issues continue to be reported about the reception staff (sub contracted) 

telling patients that they are unable to walk-in to the service and wait to be 

seen.  Patients are being advised of an appointment time despite the CCG 

raising this as an issue at NDUC contract and QRG meetings.  Patients are 

then using another Urgent Care Centre or phoning 111 to get an earlier 
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appointment. The staff at the UCC work either for Propco or STFT. This is 

highlighted on Vocare’s Risk Register.  

 
The committee expressed concern that reception staff were still giving out the wrong 
information to the public regarding urgent care centre’s.  Matt Thubron advised that 
Daisy Barnetson, SCCG Senior Reform Manager, was undertaking a piece of work 
with an outside company to work with City Hospitals Sunderland and NDUC around 
engaging with the public in a better way and to understand what mixed messages 
were being given to the public.  Deborah Cornell asked what the name of the outside 
company was that Daisy was working with, as she expressed concern that this 
information had not come via the Communication and Engagement Steering Group.  
Action: Matt Thubron to establish the name of the outside company that Daisy 
Barnetson is working with 
 
Sue Goulding advised there was currently one serious incident regarding an 
allegation that a child with breathing difficulties had been turned away from an urgent 
care centre and then subsequently had to be seen in the urgent care car park.  No 
harm had come to the child and investigations around this incident were ongoing. 
 
Assurances: 

 100% patients reported the service as being good, very good or excellent. 

(CQRM report May 2015) 

 
Primecare 
Risks: 

 One incident reported where OOH GP prescribing was challenged by the 

palliative care team.  The incident is being investigated. 

 Two incidents of whistleblowing between GPs are being investigated.  

 
Jackie Gillespie questioned what the nature of the whistleblowing incidents had 
been.  Sue Goulding advised both incidents were concerns around performance.  
 
Assurances:  

 100% of patients would recommend the service to their family and friends 

 97-99% of details of the OOH consultations were faxed to GP surgeries 

before 8am during January to March. 

 99.3% of urgent calls were triaged within 20 minutes.    

 
Aileen Sullivan thanked Michelle Grant for the report and presentation and asked 
that presentations for future Quality Safety and Risk Committee meetings were 
received in time to be distributed with the agenda and reports if possible.  
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The Quality Safety and Risk Committee received the report and noted the issues, 
assurance and risks identified  
 
2015/9124 Declarations of Interest 
There were no declarations of interest. Aileen Sullivan reminded all present that if 
any declarations became apparent during the meeting these should be declared at 
the time of the relevant agenda item. 
 
2015/125 Minutes of the previous meeting held on 9 June 2015 – Enclosure 
Aileen Sullivan informed the committee’s that responses from Scott Watson in 
regards to the Breast Service in Sunderland (App1) and SCCG spend on Lucentis 
(App 2) were appended to the minutes of the meeting for information.  
 
Sue Goulding referred to page 9, paragraph 2 of the minutes and advised this should 
read as “skin inspection” rather than skin infection and “documentation” to be added.  
 
Following the above amendments the minutes were agreed as an accurate record of 
the meeting.  
 
 
2015/126 Matters arising  
There were no matters arising.  
 
2015/127 Action Log – Enclosure  
All actions were discussed and updated on the action log.  Actions 7, 9, 13, 15, 23, 
24, 26a, and 27 were closed and would be removed from the action log.  
 
2015/128 Summary sheet – Enclosure         
Sue Goulding presented the summary sheet to the committee.  The purpose of the 
summary sheet was to confirm the minutes from the Quality, Safety and Risk 
Committee (QSRC) held on 9 June 2015 and approval of the cover sheet prior to 
their submission to the Governing Body meeting on 28 July 2015. 
 
Key Issues: 

 The CCG’s Safeguarding Adult Policy has been reviewed and updated to ensure 

it was compliant with the Safeguarding Adults statutory requirements set out in 

the Care Act (2014). Changes include: 

 Definitions of abuse changed from 2014 and broadens the remit of 

safeguarding adults. 

 Domestic abuse now includes coercive or threatening behavior, violence or 

abuse and honour-based violence, modern slavery, forced marriage and 

female genital mutilation. 

 Self- neglect is now a specific category in the Care Act.  This will be a 

challenge as they will also have to meet the definition of an adult at risk.  

 Prevent – it is important that SCCG staff are were aware of the strategy and 

considered this under the banner of safeguarding. 

 Safeguarding Adult Reviews/Domestic Homicide reviews – all Health partners 

have a statutory responsibility to attend meetings to provide reports. 
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The revised policy was approved by the committee.  
 

 Performance at City Hospitals Sunderland NHS Foundation Trust(CHSFT) in 

relation to the number of cases of MRSA, the Referral to Treatment Time (RTT) 

waiting times for admitted and incomplete and cancelled operations not rebooked 

within 28 days have all breached a trajectory of 0 so performance cannot be 

recovered. This has resulted in the outcome for SCCG as being “assured with 

support” for 2014/15. 

 
Aileen Sullivan noted there had been no response received to date from City 
Hospitals Sunderland regarding the question raised by SCCG “had any patient harm 
occurred because RTT had not been achieved”.  
 

 Revised national Serious Incidents and Never Events frameworks have been 

published recently.  Changes include: 

 Serious Incidents (SIs) will no longer be graded, and the 45 day timeframe 

has been removed. The Strategic Executive Information System (StEIS) page 

is to be amended by NHS England.  

 Providers must provide a Root Cause Analysis report and action plan within 

60 days of reporting the incident, but can apply for an extension with 

mitigating circumstances.   

 Providers are now required to provide a 72 hour report.  

 Commissioners should acknowledge receipt of final investigation report and 

completed action plan by email and undertake a quality assurance review 

within 20 calendar days.  

 The framework highlights that SIs can be closed before all preventative 

measures have been implemented and reviewed for efficacy.  Providers will 

still need to submit their completed action plan to NECS.  

 CCGs will need to assure themselves that providers have absorbed the detail 

of the framework into their internal systems and processes.  

 The detail of the Never Events definitions has changed so that the incidents 

identified on the list no longer have to cause serious harm or death to be a 

Never Event. 

 
Key Risks/Mitigating Actions 
 
Risk:  

 Lack of assurance around the quality of care provided within nursing homes.  

Mitigating Actions: 
Strategy meetings in place with the Local Authority. Information sharing meetings 
between the Local Authority and the CQC. There is a planned programme of audits 
using the Clinical Quality Assessment tool.  Joint working arrangements are in place 
with the Safeguarding Social Care Governance team and the CCG to monitor 
services.  At the moment there are no homes with a suspension of placement  
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 Risk:  A&E 4 Hour Wait due to under performance in 2013/14 and continued 

under performance for 2014/15. 

Mitigating Action: Fortnightly escalation meetings in place for sustained under 
performance in A&E 95% and ambulance handovers. Participated in the “Perfect 
Week” in March 2015. Assurance on the quality of clinical care in A&E is received via 
a monthly patient safety audit report on patients waiting over 8 hours.  
 

 Risk: Forecast overspend on 2014/15 prescribing budget has increased and 

cost per ASTRO-PU remains high.   

Mitigating Action: SCCG’s Medicines Optimisation (MO) strategy, which focuses on 
cost-effective prescribing, is being implemented. 
 

 Risk: Sunderland breast care services have been suspended since December 

2014 due to staffing issues. 

Mitigating actions: Breast care services continue to be delivered by Newcastle 
Upon Tyne NHS Foundation Trust (NuTH) and the Queen Elizabeth Hospital 
Gateshead.  Routine meetings around breast services in place between CCG and 
CHSFT at Medical Director level. CHSFT continues to work with SCCG and the 
providers to re-establish a local breast care service.  
 
Key Assurances: 
 

 Pressure Ulcers: the Terms of Reference for the Sunderland and South 

Tyneside Pressure Ulcer Reduction Group were approved by the committee.  

 C Difficile at City Hospitals Sunderland NHS FT and the Community have shown 

significant improvement. 

 Continued improvements in the number of non-elective admissions. 

 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, a revised 

policy and framework had been developed and formally approved by the 

governing body at its meeting in March.   

 
The Quality Safety and Risk Committee received the summary sheet and minutes 
and approved them for submission to the Governing Body meeting on 28 July 2015. 
 
PATIENT SAFETY 
 
2015/129 Quality Action Plan – Enclosure  
Sue Goulding presented the Quality Action Plan to the committee.   
 
The Quality Action Plan was originally developed as a Francis 2 Action Plan in 
response to Robert Francis QC report published on 6 February 2013 which made 
290 recommendations for action, 16 of which relate directly to commissioners. The 
plan had since been amended to incorporate the recommendations of other national 
reports which related to quality of care. (Keogh, Berwick, Clywd & Hart and Hard 
Truths: The Journey to Putting Patients First).   
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Sue Goulding advised that this was a revised Quality Action Plan which reflected 
progress against the recommendations within the reports by highlighting outstanding 
actions only or those completed since the last update.   
 
Issues 
The Quality Action Plan is in a revised format to reflect the new corporate template 
for action plans. A new risk has been added on the implementation of the 
recommendations of the Kirkup “Report of the Morecambe Bay Investigation” into 
maternity and neonatal services at City Hospitals Sunderland NHS Foundation Trust.   
 
Assurances 
 5 of the actions have now been completed, including 3 actions from the original 
CCG response to the Francis 2 report. 6 remain in progress including 4 actions from 
the original Francis 2 action plan and one has yet to start.  Some of those actions are 
integral to the routine work of the quality team so will not have an absolute 
completion date.  
 
Sue Goulding invited questions from the committee.  
 
Aileen Sullivan asked if issues arising from the Willis Report were now included in 
the action plan as per her discussion with Ann Fox. Sue Goulding did not believe this 
to be the case but would discuss this with Ann Fox.  
Action: Sue Goulding to discuss with Ann Fox  
 
Aileen Sullivan noted there were no dates for completion for several of the actions 
within the action plan. She requested that this was rectified and the updated version 
of the Quality Action Plan to be circulated to the committee with the minutes of this 
meeting.  
Action: Sue Goulding to update Quality Action Plan with completion dates and 
forward to Eleanor Hardy for circulation to the committee 
 
Gillian Gibson referred to page one of the action plan and commented it was strange 
that reporting on staffing levels was rated as complete in May 2015. Sue Goulding 
advised that although this action would be removed from the Quality Action Plan, it 
would not be lost as staffing would always be monitored via the Quality Review 
Groups. 
 
The Quality Safety and Risk Committee received the report and noted the issues, 
assurance and risks identified in the Quality Action Plan 
 
2015/130 Safeguarding Highlight Report - Enclosure   
Richard Scott presented the Safeguarding Highlight report to the committee. The 
purpose of the report was to advise the Committee of current safeguarding adult and 
children activity, associated risks and mitigating actions. 
 
Key Issues: 
 

 Ofsted inspection of Sunderland City Council and Sunderland Safeguarding 

Children Board 
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 Serious Case Review/other review activity 

 
Richard Scott advised that the Serious Case Review for baby L had been published 
in May 2015 and could be found on the SCCB Website. The Serious Case Reviews 
for young person Kerry and young person Isobel had been completed and were 
expected to be published within the next two weeks.  
 
Richard Scott advised that two Domestic Homicide Reviews commissioned by the 
Safer Sunderland Partnership had been completed.   
 

 Procedural updates 

 
The draft report for the recent Ofsted Inspection around safeguarding children and 
looked after children was received by Sunderland Council on 1 July 2015.  The final 
report will be published on 20 July 2015.  
 

 LAC review of health arrangements 

 
Following risks identified by SCCG, significant work is underway to improve Looked 
after Children’s Services (LAC.) The Designated Nurse and Doctor for LAC are 
monitoring the risks and an action plan had been developed along with a robust 
Quality Assurance Framework.  
 

 Interim arrangements into the Safeguarding Team 

 
Interim support has been provided to cover the secondment of the SCCG Head of 
Safeguarding into Sunderland Council.   
 

- Statutory and Mandatory Training uptake within the CCG. 

- Publication of reports 

- SCCG Safeguarding Annual Report is being finalised and will be ready by 

July 2015 

- MCA training 

 
Richard Scott advised that NHS England funding had been used to commission GP 
Mental Capacity Act training.  The training had evaluated really well. Sunderland 
CCG had also secured funding to develop the provision of Independent Domestic 
Violence Advice Service in Sunderland.  
 

- Section 11 CA 2004 audit – Sunderland CCG had submitted this to SSCB  

- CSE Strategic Lead 
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- SSCB Sub-Committee representation/chairing arrangements 

- Strategic Intelligence Assessment 

 
Richard Scott advised that the Serious Case Review into the Smith family was 
progressing. Three individual draft reports had been presented to the Panel.  It was 
expected that the final report would be published late summer 2015. 
 
Two Safeguarding Adult Reviews submitted had not met the criteria but the 
Sunderland Safeguarding Adults Board had agreed to undertake further work to 
identify lessons learned. One Safeguarding Adults Review had met the criteria and 
the review was to be started.  
 
Gillian Gibson noted in regards to 3.2.4 of the Safeguarding Highlight Report, “Drug 
Treatment Services” should read “Substance Misuse Services” 
 
Sue Goulding noted that in the key issues section of the report cover sheet there 
was little assurance given in relation to the issues.  Sue Goulding asked for there to 
be more detail added to future report cover sheets as a summary sheet of the whole 
meeting needed to be prepared and submitted to SCCG Governing Body.  
 
Key areas of assurance: 
Risks and mitigating actions  
 
Risk 670 - The death of a child or vulnerable adult where concerns are raised as to 
how agencies worked together to safeguard and protect them 
Action: LA implementation of a Safeguarding Improvement Plan.  Quality Assurance 
Framework of SSCB being reviewed 
 
Risk 671- Risk that Cost Improvement Programmes in provider organisations may 
impact on discharge of statutory safeguarding functions and multi-agency 
collaboration. Children and vulnerable adults may not be safeguarded appropriately 
within community and hospital settings 
Mitigating action: Dashboards to monitor key safeguarding activity in health 
providers.  Review process via CCG Strategic Safeguarding Committee. Monitoring 
of by SCB/SSAB and CCG. 
 
Risk 673- Risk of an information breach as there is no secure portal for sharing multi-
agency Child Protection/Adult Protection reports or consistent methods of sharing 
confidential information. 
Mitigating action:  SSCB information sharing policy agreed  
Feasibility by SSCB on developing a secure portal.  Senior managers in all statutory 
agencies using secure GCSX/CJSM or nhs.net accounts 
 
Risk 674- CCG access to Designated Nurse LAC. Risk that (LAC) responsibilities 
are not being met by the CCG. Cannot be assured, or assure other partners as to 
the effectiveness of health arrangements for LAC.  
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Mitigating action: Reviewing LAC with Providers, Designated Dr LAC in post. 
Designated Nurse Looked After Children in post. New nurse within CCG has taken 
up LAC Designated Nurse functions. 
 
Risk 859- A lack of resources both single agency and in multi-agency partnerships to 
deliver up to date domestic abuse training.  
Mitigating action: All recommendations from DHRs being monitored. Training 
specification has been developed. Domestic abuse a priority area of business for 
SSCB and the SSP. 
 
Risk 672- Poor Partnership working. External review of LA arrangements and a Peer 
Review across the Partnership have identified concerns about the lead agency and 
how the partnership supports safeguarding children activity. 
Mitigating action: MASH development to improve response to children protection 
referrals.  Monthly highlight report to CCG. External scrutiny from Partners and CCG 
involved in leading some improvement activity. 
 
The Quality Safety and Risk Committee received the report and noted the 
assurance provided  
 
QUALITY IN COMMISIONED SERVICES  
 
2015/131 Transforming Care Report - Enclosure  
Alan Cormack presented the Transforming Care report to the committee.  The 
purpose of the report was to provide an update of recent developments around 
Transforming Care (TC) for people with learning disabilities and or autism.  
 
Key Points: 
The report provided information on a new initiative named “Fast Track”.  Comments 
from Sunderland Autism in Mind (AIM) were attached as Appendix 1 of the report.  
 
Risks:  

 That the CCG was not seen to be responding fully to the TC agenda  

 That numbers of hospital admissions of people with learning disabilities and/or 

autism increase to an unacceptable level 

 
Assurances: 

 The Committee receives regular reports on CCG progress in TC. 

 NTW and City Council community services in Sunderland are focussed on 

avoiding hospital admissions and urgently plan for discharge should an 

individual have to be admitted. 

 
Alan Cormack informed the committee the North East and Cumbria had been 
chosen as a Fast Track area because of the high number of patient beds. The aim of 
Fast Track was to re-shape services away from institutional models of care and 
strengthening the support in the community.  Fast Track areas would have access to 
technical support and extra capacity to plan for transformation.  Each area is 
required to develop a joint plan for transforming service by 7 September 2015 which 
would include bids for a share of the national transformation fund.  Alan Cormack 
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advised that CCGs would be expected to match this funding. David Hambleton, 
Chief Officer at South Tyneside CCG is leading on this piece of work for North East 
and Cumbria on behalf of the Northern CCG Forum.  
 
Alan Cormack advised that members of Sunderland Autism in Mind (AIM) had 
attended a recent SCCG Governing Body meeting and had expressed concern to 
the chair of the Governing Body in regards to Sunderland services.  The members of 
AIM had been given the opportunity to comment on this and these comments were 
attached as appendix 1 of the Transforming Care Report.  Alan Cormack would 
respond to these comments and provide an update at the Quality Safety and Risk 
Committee on 11 August 2015 then submitted to SCCG Governing Body.  
Action: Alan Cormack 
 
The Quality Safety and Risk Committee received the report and noted the 
assurance provided  
 
2015/132 Quality Impact Assessment of Foundation Trust Cost Improvement 
Schemes – Assurance of Compliance 2015/16 - Enclosure   
Sue Goulding presented the Quality Impact Assessment of Foundation Trust Cost 
Improvement Schemes – Assurance of Compliance 2015/16 report to the committee.  
The purpose of the report was to provide details of the outcome of the process 
undertaken by Sunderland Clinical Commissioning Group in relation to its duty to 
carry out a clinically led quality impact assessment of Foundation Trusts’ Cost 
Improvement Programmes (CIPs.)  
 
Clinically led assurance meetings had taken place with Foundation Trusts, North 
East Ambulance Service (NEAS), City Hospitals Sunderland (CHS) South Tyneside 
(ST) and Northumberland Tyne & Wear (NTW) and there was evidence that all 
providers had a clinically led process to develop and review CIPs to ensure that CIPs 
do not compromise the delivery of quality services and where concerns are raised, 
that there is an ongoing monitoring and review process. 
 
The report provided assurance to the Quality Safety and Risk Committee that the 
CCG and provider organisations had undertaken their responsibilities as outlined in 
the paper. 
 
Sue Goulding invited questions from the committee.  
 
Mike Bramble commented it would be better if the information was presented in a 
table format highlighting key issues and any issues that needed to be addressed.  
Action: Sue Goulding to update Ann Fox for future CIP reports to the 
committee  
 
The Quality Safety and Risk Committee received the repot and noted the assurance 
provided  
 
2015/133 Quality Accounts - Presentation  
Sue Goulding delivered a high level summary presentation around the Quality 
Accounts for South Tyneside Foundation Trust, North East Ambulance Service 
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Foundation Trust and Spire Hospital Washington – attached and would be circulated 
with the minutes of this meeting. 
 

Quality accounts 
presentations part 2.ppt

 
 
Sue Goulding explained that Quality Accounts were annual reports to the public 
about the quality of care of services provided by NHS healthcare services.  
Commissioners had a legal obligation to review and comment on the content of the 
Quality Account and provide a statement on its contents for inclusion in the 
document, prior to it being published. 
 
Sue Goulding invited questions from the committee.  
 
Mike Bramble noted the data problems regarding mortality that City Hospitals 
Sunderland had had for quite some time had not been listed as one of their priorities.  
Sue Goulding advised that priorities were decided in the previous year.  Mike 
Bramble requested that City Hospitals Sunderland were asked why they were not 
addressing data problems regarding mortality.  
Action: Sue Goulding to raise this question at the next CHS Quality Review 
group meeting  
 
The Quality Safety and Risk Committee noted the assurance provided from the 
presentation  
 
GOVERNANCE  
 
2015/134 Monthly SCCG Assurance Exception report - Enclosure  
Matt Thubron presented the Monthly SCCG Assurance Exception report to the 
committee.  The purpose of the report was to provide an exception report detailing 
the current under-performing measures which are part of the CCG Assurance 
Framework and provide assurance of the actions being taken where necessary. 
 
Key Risks  

 A&E 4 Hour Wait for Quarter four 

 
Matt Thubron informed the committee that City Hospitals Sunderland A&E had 
achieved 95.2% in the weeks following The Perfect Week.  The challenge now was 
for this to be sustained in 2015/16. 
 

 HCAI specifically MRSA  

 52 weeks RTT waiting times for admitted and incomplete have breached 0 so 

performance cannot be recovered. 

 
Matt Thubron advised that the Bruce Keogh Review had made some 
recommendations in terms of RTT around holding providers to account.  It had been 
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recognized that the current two constitutional standards were too complicated and 
there would now only be one which would be those patients that are waiting for 
treatment. This meant that contractual sanctions in regard to the other two 
standards, patients admitted/patients out would cease. Matt Thubron is awaiting 
guidance on how this would operate in practice. 
 

 Admitted RTT specifically Urology and Orthopaedics  

 
Matt Thubron advised that Orthopaedics was still the biggest pressure for City 
Hospitals Sunderland; City Hospitals Sunderland was in receipt of an action plan and 
work on this was progressing. Significant improvement had been seen in regards to 
urology with two of the three standards now being achieved.  It was expected that 
Orthopaedics would follow suit.  Aileen Sullivan noted it was good to see some final 
resolution in regards to Orthopaedics and Urology.  
 

 IAPT Access and Recovery due to under performance against the trajectory  

 Astro PU (not on the Delivery Dashboard but a local issue) which is linked to 

the prescribing budget which is forecasting significant overspend. 

 Cancer - Suspension of Breast Services at CHS NHSFT 

 
Key Assurances 

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

significant improvement. 

 Improved performance for A&E 95% at CHS NHSFT where performance for 

quarter one is above the 95%  

 Routine meetings in place at Medical Director level around Breast Services at 

CHS NHSFT 

 
Matt Thubron advised that cancer was one of the main risks nationally and locally. 
The local issue around the breast service was because of the service in Sunderland 
ceasing, pressure had been put on Gateshead and Newcastle breast services. A 
formal meeting is scheduled for 16 July 2015 with providers, commissioners and the 
cancer network to look at issues and learning from national and regional perspective. 
Engagement with the public is also in place to find out what was wanted in terms of a 
breast service in Sunderland. 
 
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 
 
2015/135 SCCG Risk Register Update – Enclosure  
Deborah Cornell presented the SCCG Risk Register report to the committee.  The 
purpose of the report was to provide the committee with the latest update of the CCG 
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risk register.  The CCG has a service line agreement in place with the North of 
England Commissioning Support Service (NECS) to manage the registers on its 
behalf.   
 
Deborah Cornell advised as a CCG, we are committed to ensure that risk 
management is part of our overall management approach that supports the 
organisation in achieving its objectives.     
 
Key assurances 
A review was 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, the governing body approved 
the amendments to the risk management framework at its meeting in March 2015 to 
revise the CCG’s risk ratings to support this approach.    
 
Risks will continue to be rated using a 5x5 matrix (likelihood x consequence) 
however the revised risk ratings are as follows:  
 

Green 1 – 9 Low Risk 

Amber 10 – 12 Moderate 
Risk  

Red 15 - 25 High Risk 

 
In addition, an operational risk management group (RMG) was established as part of 
this revised framework.  The RMG meets on a monthly basis to and the membership 
consists of the CCG heads of service,   
 
The appendices attached to the report showed the risk register as at 2 July 2015.   
 
Deborah Cornell advised that the minutes from the Risk Management Group would 
be presented at the next Quality Safety and Risk Committee on 11 August 2015.  
Deborah added that attendance at this meeting had not been good but this was 
being closely monitored.   
 
Key risks 

 Risk ref 677 - additional commissioning responsibilities.  Residual risk rating 

reduced to 15 due to the appointment of the new strategy and planning 

manager who will lead on the general practice strategy; memo of 

understanding being developed with the local NHS England team and the 

CCG; governing body have agreed draft future state and engaged with all 

member practices at TITO in June; executive committee to act as steering 

group for the development of the strategy. 

 Risk ref 686 – retrospective continuing healthcare review process.  Residual 

risk increased to 16 due to timescales for completion of the reviews being 

shortened to March 2017. This will require an urgent review of current 

capacity to enable to CCG to deliver this.  
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 Risk ref 664 – increases in volume or price of prescribing.  This risk has been 

recommended for closure, please refer to appendix 4. 

 
Following discussions it was agreed it was unclear why risk 664 had been closed 
therefore appendix 4, risks recommended for closure, would be withdrawn from the 
report until clarity was provided by Zahra Irannejad. This would be discussed at the 
Risk Management Group meeting on 16 July 2015. 
Action: Zahra Irannejad to identify why risk ref 664 had been recommended for 
closure then feedback to the Risk Management Group on 16 July 2015 
  

 There has been no movement in relation to the other extreme risks: 

 647 – A&E performance at City Hospitals Sunderland 

 670 – safeguarding children and agencies working in 

partnership 

 1074 – risk of City Hospitals Sunderland breaching their MRSA 

trajectory  

 
Deborah Cornell advised that the MRSA risk may need to be downgraded as was 
not extreme but still high.  
 
Aileen Sullivan referred to appendix 1 of the report and stated it was a concern to the 
Quality Safety and Risk Committee that that several risks had not been updated. 
This therefore led to a lack of assurance. Aileen Sullivan requested an update on 
these risks to be presented at the next QSRC meeting on 11 August 2015. 
Action: Deborah Cornell to present an update on the corporate risk register to 
the QSRC on 11 August 2015 
 
The Quality Safety and Risk Committee received the report and noted the updated 
register and supporting appendices for assurance purposes  
 
2015/136 Cycle of Business – Enclosure  
Aileen Sullivan presented the Quality Safety and Risk Committee Cycle of Business 
to the committee and requested that this was used to advise when reports were 
required for the committee. In-depth discussions would be added to the cycle of 
business going forward.  
 
ITEMS FOR INFORMATION 
 
2015/137 Communications and Engagement Steering Group minutes – 
Enclosure   
The Quality Safety and Risk Committee received the minutes for information and 
assurance  
 
2015/138 Northumberland Tyne and Wear Foundation Trust Quality Review 
Group minutes – Enclosure  
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The Quality Safety and Risk Committee received the minutes for information and 
assurance  
 
2015/139 Spire Hospital Washington Quality Review Group minutes – 
Enclosure  
The Quality Safety and Risk Committee received the minutes for information and 
assurance  
 
2015/140 Risk Pressure Ulcer Reduction Group minutes - Enclosure  
The Quality Safety and Risk Committee received the minutes for information and 
assurance  
 
2015/141 City Hospitals Sunderland Foundation Trust Quality Review Group 
amended terms of Reference – Enclosure  
The Quality Safety and Risk Committee received the amended Terms of Reference 
for information  
 
2015/142 South Tyneside Foundation Trust Quality review Group minutes, 1 
April 2015 – Enclosure  
The Quality Safety and Risk Committee received the minutes for information and 
assurance. 
 
2015/143 Pressure Ulcer Prevention Collaborative- Programme Guide 
The Quality Safety and Risk Committee received the report for information.  
 
ANY OTHER BUSINESS 
 
2015/144 
 
2015/145 Date and time of next meeting:  
Tuesday 11 August 2015, 2pm - 5pm 
Joseph Swan Suite Pemberton House  
 
Signed  
 

 
Date: 11 August 2015 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
Governing Body 

29 September 2015  

Report Title 
 

SCCG Safeguarding Annual Report 

Purpose of report To provide an overview of safeguarding activity 
in 2014/15; key issues, assurances and risks 
and to outline priorities for 2015/16. 

Key points, risks and assurances 
 

Key Points: 

 SSAB Multi Agency Policies and 
procedures for Safeguarding Adults have 
been reviewed and amended to 
incorporate statutory requirements for 
Safeguarding Adults established through 
the Care Act (2014). 

 The SSAB Board arrangements have 
been reviewed and developed to reflect 
requirements of the Care Act (2014) and 
a SSAB Executive Group has been 
established to manage the SSAB Sub 
Committees and delivery Plan. 

 A new Independent Chair has been 
appointed for the Sunderland 
Safeguarding Children Board (SSCB) and 
a review of the Board’s structure, 
governance and accountability 
arrangements has taken place. 

 Arrangements to identify children and 
young people at risk, or suffering from 
child sexual exploitation (CSE) have been  
benchmarked and improved in line with 
findings from national investigations 

 A Safeguarding Children Improvement 
Board has been established building on 
the findings from an Independent Review 
in early 2014 and subsequently refreshed 
following a Peer Review into 
safeguarding children across the 
Partnership in November 2014. 

 SSCB has raised a number of challenges 
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to the LA regarding their safeguarding 
children arrangements and have 
commissioned an unprecedented number 
of Serious Case Reviews (SCRs) in 2014 
– 2015. 
 

Risks: 

 There is increased activity across both 
Safeguarding Children and Adults in both 
referrals for statutory intervention and in 
reviews underway; this is having a 
considerable impact on both the CCG 
Safeguarding Team and the Teams 
within all our health providers. 

 During this timeframe 7 Serious Case 
Reviews have been commissioned by the 
SSCB  

 A second Domestic Homicide Review has 
been commissioned by the Safer 
Sunderland Partnership. 

 The SSAB has published a ‘Lessons 
Learnt’ report in November 2014 
following the Serious Case Review in 
relation to Young Person J. The SSAB 
has commissioned a further Serious 
Case Review into the management of 
care and interagency working in relation 
to a family of 3 vulnerable adults.  

 Safeguarding children activity has 
continued on an upward trend with rising 
numbers of LAC and children subject of 
child protection plans 

 
Assurances: 

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

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

 The 2 actions from the February 2014 
Internal Safeguarding Audit have been 
completed. 
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 A Lead Nurse for Safeguarding Children 
has been appointed on a fixed term 
contract to increase capacity for 
Safeguarding Children and to take on the 
Statutory Designated Nurse for Looked 
After Children role. 

 A project plan has been developed to 
utilise monies from NHSE to support 
undertaking Mental Capacity Act (MCA) 
and Deprivation of Liberty Safeguards 
(DoLS) work across Sunderland and 
South Tyneside areas, which will include 
the appointment of an MCA Project Lead  

 Safeguarding is included on all Quality 
Review Group agendas with FTs. 

 The Head of Safeguarding Sunderland 
CCG has been seconded to work with 
Local Authority colleagues to support the 
management of a transformational plan 
for Children’s services. 

 The CCG risk register is regularly 
reviewed and its safeguarding risks are 
amended as required. 

 The CCG and all partners contribute to 
the SSCB, MALAP and SSAB risk 
registers to support effective identification 
and management of risks. 

 CCG Designated Professionals have 
supported the Local Authority to re draft 
SSAB Multi Agency procedures to reflect 
new statutory requirements set out in the 
care Act (2014).  

 SSAB training has also been reviewed 
and revised to reflect the requirements of 
the Care Act (2014). 
 

Risks: 

 Unprecedented activity in undertaking 
reviews has impacted on the 
Safeguarding Teams within all Health 
Providers. The CCG has closely 
monitored via Dashboards to ensure the 
statutory responsibilities are met.  The 
CCG has also allocated additional non- 
recurrent financial resources to support 
providers in the management of current 
pressures. 

 There has been media attention and 
scrutiny on the SSCB following 
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publication of the first serious case 
review in 2014 and there is potential for 
additional ongoing media scrutiny as the 
other reports are published. 
There may be additional risks in 2015/16 
- during the period of ongoing 
transformation within the Children’s 
Safeguarding Service of Sunderland 
Council - resulting from the 
recommendations of the external review 
of the service. All health partners are 
aware of the issues and have worked to 
support the Council in implementing any 
changes to ensure improved outcomes 
for children. 

Recommendation/Action Required 
 

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

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

Report author 

Deanna Lagun, Head of Safeguarding,  
Richard Scott, Designated Nurse Safeguarding 
Adults,  
Anne Brock, Safeguarding Children Lead Nurse 
and Designated Nurse Looked After Children 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO
1 

CO2 CO
3 

CO4 CO
5 

CO
6 

CO7 

 
 

  
 

    

Any relevant legal/statutory issues 

Statutory Safeguarding Responsibilities – CA 
1989, 2004 
Statutory Safeguarding Responsibilities – The 
Care and Support Act (2014) 

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

670, 671,672,673,674,859,1367 
 

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

Joint Strategic Safeguarding Group 14/08/2015 
Quality, Safety and Risk Committee 08/09/2015 

  

 
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 

 
Are additional resources required?  If 
so please specify 
 

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

Has there been appropriate clinical 
engagement?  
 

  

Learning from all reviews shared 
within Time in Time out sessions, 
multi-agency sessions with both 
Safeguarding Boards, Briefing 
documents and Safeguarding 
Newsletters disseminated to GP 
Practices.  Delivery of training and 
updates in relation to Children’s 
and Adult Safeguarding.  
Development of a CCG led Project 
Group for Mental capacity and 
DoLS and CCG commissioned 
specialist training for health staff in 
relation to the Mental capacity Act.  
A Whole Family Conference in 
May 2014, a Mental Capacity Act 
Conference funded by the CCG in 
February 2015 and additional 
development sessions with the 
Quality, Safety & Risk Committee. 

Any current or expected impact on 
patient outcomes/experience? 
 

  

To improve timely intervention by 
agencies in order to safeguard and 
protect vulnerable adults and 
children and achieve better 
outcomes. 
 
To develop and maintain 
knowledge and skills of clinical 
staff across Sunderland and 
support the practical application of 
requirements and statutory 
responsibilities set out in the 
Mental Capacity Act (2005). 

  

Has there been member practice 
and/or other stakeholder 
engagement if needed?   
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CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
CO7 - Integrating health and social care services, including the Better Care Fund   
 
 

 
 

Executive Summary 
 
This report reviews the work undertaken by health agencies in supporting the 
Sunderland Safeguarding Children Board (SSCB), the Sunderland Safeguarding Adult 
Board ( S S A B )  and the statutory Community Safety Partnership, the Safer 
Sunderland Partnership (SSP) during 2014/2015 in order to provide assurance to the 
Statutory Board that the CCG and its provider health organisations are compliant with 
their statutory responsibilities. It will highlight key ach ievemen ts / issues, risks, 
assurances and priorities for 2015/2016. 

 
The protection of children is key to securing the health and wellbeing of the child 
population in Sunderland and is an integral part of Sunderland’s Joint Strategic Needs 
Assessment.  The key message to promote is that safeguarding children is everyone’s 
business – no one individual or agency can keep children safe.  The family is a complex 
unit and professionals working to safeguard children are working in an equally complex 
system. 
 
The Care and Support White Paper and associated Care Bill set out plans to (amongst 
other things) improve safeguarding for adults at risk of abuse & neglect.  This became 
the Care Act in 2014.  In relation to safeguarding, the Care Act places new statutory 
duties on local authorities, including: 
 
• Establishing and convening adult safeguarding boards, with compulsory 
membership from the NHS and the police. Adult safeguarding boards will therefore 
become statutory from 1st April 2015.   
 
• Where Safeguarding Adults Boards (SABs) know or suspect that serious abuse or 
neglect has contributed to the death or serious harm of an individual, and there is 
reasonable cause for concern about how SAB members or other persons with relevant 
care and support functions acted, then SABs will now be required to carry out a 
Safeguarding Adult Review (SAR). 

 
Health agencies across Sunderland continue to support the work of both Safeguarding 
Boards, making a substantial contribution to their work through the related sub- 
committees. The Designated Professionals provide leadership across the local health 
economy assuring and developing the role that health providers play in safeguarding. 
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The Head of Safeguarding and the Designated Nurse Safeguarding Adults have 
worked with providers to make safeguarding integral to commissioning, through a 
robust assurance framework and leadership to support improvements.  Dashboard 
reports have been developed for use with the Foundation Trusts to monitor their 
safeguarding arrangements and to ensure their compliance with statutory functions and 
readiness for new safeguarding adults statutory functions from April 1st 2015. 
 
 

 
Key achievements in 2014 - 2015 
 

 Continued support and leadership to both Safeguarding Boards and the Safer 
Sunderland Partnership 

 Recruitment to a fixed term Lead Nurse Safeguarding Children Post 

 Reviewing the arrangements for the LAC Designated Nurse function  

 Management and scrutiny of a range of statutory reviews 

 Sharing learning from safeguarding reviews in a range of arena; both multi-agency 
and single agency 

 Review of policies and procedures in line with changes to statutory guidance and 
learning from reviews 

 Advice and leadership to Primary Care on all aspects of safeguarding 

 Recruitment to a fixed term joint post with STCCG to improve knowledge and use of 
the Mental Capacity Act across health 

 Securing funding to support the recruitment of an Independent Domestic Violence 
Advocate to work within the Emergency Department at City Hospitals Sunderland 
(CHS) 

 Facilitating a Kaizen Event for the Multi-Agency Safeguarding Hub in November 
2014. 

 Chief Officer representation on the Safeguarding Children Improvement Board and 
CCG support to the development, implementation and scrutiny of the Improvement 
Plan 

 Involvement in the Peer Review of our Safeguarding Children arrangements in 
November 2014. 

 Full review of all multi-agency Safeguarding Adult Procedures in readiness for the 
new statutory framework resulting from implementation of the Care Act on April 1st 
2015. 

 
Areas for Development/Key Priorities 2015 -2016 

 

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

 To continue to provide strategic support to the Partnership Safeguarding Children 
Improvement Plan. 

 To ensure strengthened arrangements around emerging safeguarding agendas, 
for example – Child Sexual Exploitation, Sexual Exploitation, Radicalisation, 
Forced Marriage, Female Genital Mutilation, Honour Based Violence, and 
Domestic Servitude 
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 Ensuring all health providers comply with their new statutory duties and 
responsibilities for Safeguarding Adults. 

 Support the implementation and development of statutory arrangements for 
Safeguarding Adults in Sunderland. 

 To work with the Local Authority to ensure robust arrangements are in place 
around MCA & DoLS 

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

 Preparation for Ofsted and CQC inspections into safeguarding and Looked after 

Children arrangements. 

 Continued improvement to services for Looked After Children. 

 Undertake the Section 11 (Children Act 2004) audit tool within the CCG and across      

Health Providers during 2015 -16. 

 Contribute to the development of an Early Help Strategy and raise awareness of 
the early help offer available in Sunderland. 

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

 To work alongside NHS England to establish agreed roles and responsibilities in 
relation to Safeguarding and to ensure key risks around safeguarding are shared 
and effectively managed. 

 To further develop a thematic tool which incorporates key learning areas from all 
reviews, both adults and children.   

 To review all CCG Safeguarding Policies and Strategies to ensure they reflect 
amends to statutory guidance and incorporate learning from reviews and 
investigations. 

 
 
 
Deanna Lagun 
Head of Safeguarding  
Sunderland CCG 
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1.0 Background 

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

promote the welfare of children under section 11 of the Children Act 20041. NHS 
bodies are statutory members of Local Safeguarding Children Board under 

section 13 of the 2004 Act2. Sunderland Clinical Commissioning Group (SCCG) 

has a statutory “duty to co-operate” under section 10 of the CA 20043. 
 

1.2 The Care Act 2014 and accompanying guidance1 provides the statutory 
framework for safeguarding and promoting the welfare of adults. This guidance 
has replaced previous guidance set out in the document ‘no secrets’. 

 
1.3 The statutory guidance “Working Together to Safeguard Children” was 

updated in March 2015. This provides a comprehensive overview of the 
responsibility of all health organisations and other agencies to safeguard and 
protect children.  

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

to safeguarding children and vulnerable adults. The Safeguarding Strategy and 
associated policy documents acknowledge that safeguarding children and adults 
is a complex and multi-factorial activity and can only be achieved through 
genuine and effective multiagency approaches. This range of documents are 
all due for review in 2015/2016 to reflect learning from reviews, changes to 
legislation and amends to statutory guidance. 

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

themselves from harm or neglect SCCG have ensured safeguarding adults and 
children continues to be a strategic objective and ensure that it continues to be 
embedded into all commissioning functions with an Executive Lead – the 
Director of Nursing, Quality and Safety. This ensures effective prevention and 
responses to harm abuse or neglect through clear leadership and robust 
performance and assurance systems. Failure to ensure effective 
safeguarding within NHS funded services carries significant risk to patients and 
service users, providers and commissioners alike. 

                                                 
1
 Chapter 14.Care and Support Statutory Guidance Issued under the Care Act 2014Department of  Health 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/366104/43380_23902777_Care_Act_Bo

ok.pdf 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/366104/43380_23902777_Care_Act_Book.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/366104/43380_23902777_Care_Act_Book.pdf
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1.6 SCCG have a team of Safeguarding professionals to provide strategic leadership 

and day-to-day support and advice on safeguarding issues.  Due to the 
unprecedented safeguarding children activity and concerns that the CCG was 
not compliant with its statutory functions for looked after children, a Safeguarding 
Children lead Nurse was appointed in September 2014 on a fixed term one year 
contract.  The post-holder also performs the Designated Nurse for Looked After 
Children function previously undertaken by a nurse from South Tyneside NHS 
Foundation Trust.   In early 2015 a new Designated Paediatrician was identified 
to support the CCG in its statutory Child Death Review responsibilities; 
membership of the SCCG Safeguarding Team now consists of: 

 

 The Head of Safeguarding & Designated Nurse Safeguarding Children   

        – Deanna Lagun  

 The Designated Nurse Safeguarding Adults – Richard Scott 

 The Safeguarding Children Lead Nurse and Designated Nurse Safeguarding 
Children – Anne Brock 

 The Designated Doctor Safeguarding Children – Dr Kim Barrett (5 sessions) 

 The Designated Doctor Looked After Children – Dr Kim Barrett (2 sessions) 

 The Designated Doctor for Child Death – Dr Carl Harvey (2 sessions) 

 The Named GP – Safeguarding Children – Dr Sian Firth (3 sessions) 

 The Named GP – Safeguarding Adults – Dr Jane Halpin (3 sessions) 

 Safeguarding Support Office – Claire Wolfe 
 

1.7 Despite the complexity of employment arrangements all of the identified 
safeguarding staff for SCCG meet regularly with the Head of Safeguarding to 
ensure comprehensive work plans are in place which are reviewed and 
monitored.  Appraisal of the medical staff is undertaken via tripartite arrangements 
with the Medical Director. 

 
1.8 Accountability arrangements regarding safeguarding between CCGs and NHS 

England (NHS E) are further developing. Cumbria and North East (CANE) NHS 
E and the corresponding CCGs are currently agreeing a Memorandum of 
Understanding which clearly sets out responsibilities and accountability for 
Safeguarding. 

 
1        http://www.legislation.gov.uk/ukpga/2004/31/contents 
2 http://www.legislation.gov.uk/ukpga/2004/31/contents 
3 S10 CA 2004 http://www.legislation.gov.uk/ukpga/2004/31/section/10 
4 Association of Directors of Social Services (2005) ‘Safeguarding Adults’ A National 
Framework of Standards for good practice and outcomes in adult protection work. 
ADSS 5 DH (2010) Clinical Governance and Adult safeguarding: An Integrated Process  
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/docume
nts/digitalasset/dh_112341.pdf

http://www.legislation.gov.uk/ukpga/2004/31/contents
http://www.legislation.gov.uk/ukpga/2004/31/contents
http://www.legislation.gov.uk/ukpga/2004/31/section/10
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/%40dh/%40en/%40ps/documents/digitalasset/dh_112341.pdf
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/%40dh/%40en/%40ps/documents/digitalasset/dh_112341.pdf
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2.0 Purpose of report 
 
2.1 The purpose of this end of year safeguarding report is to provide assurance 

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

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

 
2.3 This report proposes safeguarding priorities for 2015/16 in line with those 

agreed at the Statutory Partnerships. 
. 

3.0 Introduction 
 
3.1 This annual safeguarding report provides an overview of: 
 

 Local and national drivers for change and improvement 

 Local Child Protection/Looked After Children (LAC) Safeguarding Children 
activity  

 Local Adult Protection/Safeguarding Adults activity 

 Statutory Safeguarding Partnerships – Sunderland Safeguarding Children 
Board (SSCB), Sunderland Safeguarding Adults Board (SSAB) and the 
Safer Sunderland Partnership (SSP) 

 Serious Case Reviews and other reviews 

 Performance Monitoring 

 Key priorities for 2015/16 
 

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

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

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

focus on the impact and effectiveness of help and protection for children, 
young people and their families – monitoring the child’s journey.  In addition 
to a more rigorous examination of the quality of professional practice. 
Ofsted will inspect the LA and the SSCB and the CQC will inspect the CCG 
and its health providers separately; however a new joint framework will be 
re-established late 2015. 
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4.1.4 The CCG and all health providers have supported the SSCB in preparation for 

an Ofsted inspection and are collating their own evidence in readiness for a 
CQC inspection.  The Head of Safeguarding, as part of her secondment into the 
council, has supported the LA in readiness for their Ofsted Inspection. 

 
4.1.5 The CCG Safeguarding Team is supporting Providers, including GPs for their 

CQC inspections. 
 

4.1.6 The LA commissioned an independent review of safeguarding children 
arrangements in 2014 from Core Assets.  This review highlighted significant 
areas for improvement and a voluntary Improvement Board was established, 
with an Independent Chair. This Board has representatives at a senior level 
from across the partnership, including the Chief Officer from the CCG.  An 
Executive Group was also established to monitor and challenge progress with 
sponsors external to the council, with representation from the CCG and our 
Foundation Trusts. An improvement plan was subsequently developed 
focusing on 5 key outcomes: 

 

 Workforce – recruitment and retention 

 Effective Frontline Practice – training and professional development 

 Leadership & Management 

 Partnership Working 

 Outcomes, Impact and Performance Management 
 

4.1.7 In November 2014 a Peer Review of Safeguarding Children arrangements was 
commissioned.  Whilst some good practice and positive initiatives were 
described this review replicated many of the findings from the Core Assets 
Review and advised that the pace of improvement in safeguarding children 
needed to be increased. This review also concluded that there was an 
increasing lack of confidence in Children’s Social Care from other agencies 
which was fragmenting the system.  A Project Manager was identified within 
the LA to support and co-ordinate the Improvement Plan 

 
4.2 Sexual Exploitation of Children and Young People 
 
4.2.1 In accordance with national findings and recommendations from enquiries, 

reviews and investigations SSCB has included a Missing, Sexually Exploited, 
and Trafficked (MSET) into its reviewed governance arrangements.  The MSET 
sub-committee is chaired by a senior police officer from Northumbria Police.   
This sub-committee is providing leadership and support to the operational group 
and has published a Child Sexual Exploitation (CSE) Strategy and developed a 
risk assessment matrix for professionals working with this vulnerable group and 
facilitated the delivery of a series of basic awareness sessions in winter 2014.  
SSCB has commissioned more specialist training on CSE and this has been 
incorporated into the SSCB  Annual Training Calendar; 
www.Sunderlandscb.com 

 

http://www.sunderlandscb.com/


    

Page 13 of 30 

 

4.2.2 Northumbria Police are working across the area to identify perpetrators of 
sexual exploitation and trafficking and with partners to ensure the safety and 
well-being of any young people identified. Work commenced during the period 
of this report regarding Operation Sanctuary and Operation Jupiter – both 
involving the Sunderland area. 

 
4.2.3 Following the tragic deaths of two young Sunderland girls in December 

2013, both whom had been identified as at risk of CSE, the SSCB 
commissioned Serious Case Reviews into their deaths.  These will be 
completed in line with findings from the Coronial Process with likely publication 
summer 2015.   

 
4.2.4 A Master Class on CSE was held in October 2014 and shared learning from 

other areas and innovations, including a specialist, multi-agency CSE team, 
and the use of advocates to support victims as well as advances in police 
evidence gathering and disruption techniques.  This learning will support 
further development of services in Sunderland. 

 
4.3 Mental Capacity Act (MCA) and Deprivation of Liberty Safeguards (DoLS) 

 
4.3.1   NHS England (NHS E) funding (£45,000) was secured by the CCG in March 

2014 which was specifically ‘ring-fenced’ for MCA / DoLS developments within 
the health economy.  A joint plan was subsequently developed by both South 
Tyneside CCG and Sunderland CCG to support these health focused 
developments.  This was done in consultation with the Mental Capacity 
Managers for South Tyneside and Sunderland Local Authorities, who provide a 
lead role on behalf of health and social care, to ensure a coordinated approach 
to MCA/DoLS development. 

 
4.3.2    In October 2014 further NHS E funding was secured (£25,000) by each CCG to 

deliver additional developments in the health economy.   
 

4.3.3 In April 2014 a Multi-Agency Project Group was established to support the 
management and delivery of the MCA project.  The Project Group was led by 
the two CCG Adult Safeguarding Leads and membership included MCA Leads 
from each of the Provider Trusts in each area and the MCA/DoLS lead from 
each Local Authority.  The role of the project group has been to support 
delivery of the project plan, ensure effective engagement with provider 
services and to provide specialist knowledge and advice in relation to the 
delivery of the project. 

 
 Key achievements for the project have included; 
 

 Purchasing 6,000 MCA /Safeguarding Pocket Guides for health staff. 

 Provision of an MCA Code of Practice for each GP Practice.  

 Plans to host an ‘MCA Guidance on One Page’ on the Sunderland CCG 
website. 

 Training for MCA Champions in Community / Primary Care Health Settings 
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and MCA / DoLS Champions in Acute Health Settings.  C 

 Specialist legal MCA/DoLS training provided to GPs providing 80 places for 
full day sessions across both the CCG areas.  

 Funding provided an MCA/DoLS, Putting Theory into Practice, Conference 
which took place in Sunderland on 11th February 2014, with 203 attendees 
from statutory and non-statutory agencies. 

 One year fixed term appointment / secondment for a MCA Practice 
Development and Project Lead.  

  Funding of 4 places to undertake MCA accredited training module at 
Northumbria University in March / April 2015. 

 
4.4 Independent Domestic Violence Advocate (IDVA) 

 
4.4.1 CAADA (now known as SafeLives) a national charity dedicated to ending 

domestic abuse, issues national guidance for Independent Domestic Violence 
Advocacy (IDVA) Services.  Their assessment identified that Sunderland should 
have 5 IDVAs (WTEs) and 1.2 administrators (WTE).  Current provision is 2.5 
IDVAS (WTE’s) with no administrators. 

 
4.4.2 To address this issue SCCG Safeguarding Team secured funding to develop the 

provision of IDVA services in Sunderland.  SafeLives research (June 2013) 
found that that hospital based IDVAs reach different groups of victims than 
IDVAs based in other settings. Evidence also suggests that victims who are 
identified through health agencies also experience a shorter length of abuse 
than victims who are identified by the criminal justice system or who self-refer.   

 
4.4.3 The SCCG funding will extend the current IDVA service to employ an additional 

1 WTE Hospital based IDVA who will be based in CHS A and E and will also 
work into maternity services.  CCG funding will also meet the cost of a license for 
a national “Insights” IT system which will provide outcome monitoring for the 
IDVA service and national benchmarking.  This funding will also enable 
Wearside Women in Need (WWIN), the current IDVA service provider, to employ 
a 0.9 WTE admin support officer to support the IDVA service and manage the 
insights data reporting. 

 
4.4.4 It is envisaged the service will be operational from July 2015 and will be subject 

to ongoing monitoring and review with a view to further funding beyond year one 
if the service is shown to deliver successful outcomes. 

 
5.0  Sunderland Safeguarding Children Performance – 2014/2015 
 
5.1 Over the last year the number of children in Sunderland where there has been 

a multi-agency decision that they are at risk of “significant harm” – the 
statutory threshold for intervention has increased. At the year-end there were 
412 children subject to a Child Protection Plan (CPP), an increase of 106 
on the 2013/14 outturn of 306 children. This equates to a rate per 10,000 
children of 75.5.  The North-East average was 59.3, and the National average 
42.1 per 10,000 children in 2013/14.  North-East rates range between 38.4 per 
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10,000 children (Durham) to 77.1 (Newcastle) 
 

5.2 This increase questions the consistency of the threshold being applied before 
and after referral and has led to significant pressures in the Local Authority, 
particularly in the MASH where individual social work caseloads are very high.  
This impacts on the recruitment and retention of children’s social workers (SWs) 
and the turnover of SWs is very high, with a high number of agency workers 
being employed.  This unfortunately can lead to children and families having a 
number of different SWs in a short period, which leads to “start again” syndrome, 
and drift and delay in assessments and decision making.  It makes 
communication and information sharing more difficult across the partnership as 
practitioners navigate the system to ascertain who is involved in a child/family’s 
life. 

 
5.3 The Safeguarding Children Improvement Plan outlines a range of activity 

within the LA to improve the recruitment and retention of SWs, strengthen the 
leadership and management of SWs and improve front-line SW practice.  The 
activity includes establishing a SW Academy, mentoring and coaching for 
managers, improved supervision of SWs and a “Back to Basics” programme 
for all children’s SWs and their line managers. 

 
5.4 Multi-agency training and single agency training is in place to ensure frontline 

practitioners understand the agreed thresholds and how they should be 
applied and individual agencies have a responsibility to ensure they quality 
assure the referrals made to Children’s Social Care. 

 
5.5 The number of Domestic Abuse referrals in Sunderland has decreased in 

quarter 4 to 233 from 243 in quarter 3.  This has reduced by 72% from the 
same period 2013/14.  The reason for the dramatic reduction is due to 
previous inappropriate logging of calls and confusion between a contact and a 
referral.  There is now more sophisticated filtering of contacts. 

 
5.6 Figure 1 provides information on the number of children with a protection plan 

and the category of the plan at quarter 4 2014/15. Neglect continues to be 
the category of abuse most used. Since 2013/14 there has been an 
increase in the number of neglect CPPs from 83% to 87%. The national 
average is 42.7% and the North east average is 60.7%  Physical and sexual  
abuse cases have decreased in number and proportion both down one 
percentage point on quarter 3, 3% and 2% respectively.  SSCB will undertake 
further work to establish whether the most appropriate category of abuse is 
being used; the hypothesis being that a number of children at risk because of 
domestic abuse within their families are being included in the “neglect” 
category, rather than “emotional abuse”.   
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Figure 1 numbers on CPPs – Q4 2015 
 

Category of CPP 
 
 
 

Number of Children 

 Neglect 357 

Physical 14 

Sexual 9 

Emotional 32 

Total: 412 

 
5.7 Figure 2 demonstrates the age breakdown of children subject of child protection 

plans in quarter 4 2015.  It is well documented nationally that the most 
vulnerable group, in virtue of their size and dependency are children under 2 
years of age, and specifically immobile babies.  The other age group of 
particular vulnerability is the mid to late teenage group who, because of their 
own risk-taking behaviours, are more vulnerable to death, exploitation or severe 
injury.  

          
            Figure 2 

 
5.8 Within the individual concerns identified at the Initial Child Protection 

conference substance misuse was a feature in 54% of families (a reduction of 
12% from 2013/14). Domestic Violence was a feature in 59% of families 
(a reduction of 1% from 2013/14).  Parental Mental Health was a concern in 
51% of families and remained the same from the previous year end. 
Although most families had at least one of these issues, 23% of families at 
Initial Child Protection Conferences had all three of the “Toxic Trio” at 
2014/15 (a reduction of 8% from 2013/14).  
 

5.9 Children who ceased a Child Protection Plan, and stayed open as “child in need” 
for more than six months decreased from 65.4% at the end of quarter 3 to 62.7% 
at the end of quarter 4 2015.  This performance takes Sunderland above 
comparator groups, with the North East as a whole having 60.2% of children 
subject to Child in Need support for more than six months after a Child protection 
plan ceased.  Nationally the rate is 54.5%.  Further work is needed to understand 
the quality of support offered during this extended period of professional 
involvement and the impact on the family and children. 

 
5.10 At Q4 there were 3255 Children in Need (596.8 per 10,000). This is a rise from 

479.8 at the outturn of 2013/14; the national comparator is 346.4 and the North 
East 456.7. 
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5.11   A cumulative total of 1544 Common Assessments (access to additional support 

above universal provision) had been undertaken by Q4, a decrease of 29 from 
the same period last year.  Additional support has been requested from Family 
Focus (Sunderland’s response to the Governments “Troubled Families” agenda 
for those families meeting the specified criteria.  Referrals for quarter 4 have 
increased by 179% on those received during quarter 3 (209 v 75) – demonstrating 
an increased understanding of the  

 
5.12   There is a range of support available to families who do not meet the threshold for 

statutory intervention; however as noted in the Peer Review, these are not well 
known and agencies often resort to a referral to Children’s Social Care, which 
again can divert attention away from those children at risk of significant harm, 
increase social work caseloads and cause delay in ensuring families are provided 
with the most appropriate support at the earliest point.  The SSCB is working to 
develop an Early Help Strategy to support practitioners in identifying the most 
appropriate services to improve outcomes for children and families.  This was a 
key priority identified during the Peer Review. 

 
5.13 The multi-agency data-set developed by the SSCB Quality Assurance Sub-

Committee is currently under review to ensure that for 2015/16 it provides 
additional performance information on, for example, CSE and MASH functioning. 
 

6.0    Looked After Children (LAC) 
 
6.1 In recognition that the CCG was not meeting its statutory responsibilities for this 

vulnerable group the Designated Nurse for LAC function was incorporated into 
the Lead Nurse Safeguarding Children post, which was successfully recruited 
into in September 2014.  The Designated Doctor and Nurse for LAC provide 
strategic leadership across the health economy and have a key role in ensuring 
safe and high quality services are in place for LAC.  Both represent the CCG on 
the Multi-Agency Looked After Children Partnership 

 
6.2 The LAC Designated professionals have raised a number of challenges with 

Children’s Services, including  delay in notifying the health LAC Team of children 
becoming looked after and not obtained consent for medical assessments; both 
examples result in children not being seen for Initial Health Assessments within 
timescale.  In early 2015 SSCB was requested to challenge Children’s Services 
around their decision to stand down MALAP arrangements.  It is envisaged the 
partnership will be reinstated in summer 2015; however the MALAP health sub-
group has continued. 

    

6.3 During quarter 3 2014/15 there had been a marked reduction in compliance with 
timescales for undertaking Initial Health Assessments (IHAs) and Review Health 
Assessments (RHAs) for looked after children. It is a statutory requirement for 
IHAs to be completed within 20 working days of a child becoming looked after, 
following this RHAs to be completed six monthly for children under five years, 
and annually for children over five years.  The CCG was not receiving assurance 
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of the quality of IHAs and RHAs, the Designated Professionals have worked with 
the LAC Health Team and developed an audit tool and a cycle of audit agreed.  
An action plan has been implemented to address the above issues.  
 

6.4 59 IHAs and 132 RHAs were undertaken in Q4, with 53% and 57% of these 
respectively being undertaken in timescales, this was an improvement from Q3. 

6.5 Fig 3 demonstrates the number of LAC in Sunderland, making comparisons with 
the North East and England average. There were 569 Looked After Children at 
the end of Q4, 103.9 per 10,000.  The North east has a figure of 81 per 10,000. 
In the same period last year there were 488 (89.2 per 10,000) an increase of 81. 
Sunderland continues to have a higher rate than its statistical neighbours’ group 
average, the North East and England rates. 

 

Figure 3 

 

6.6  Fig 4 demonstrates illustrates the age breakdown of LAC in Sunderland at Q4 

Figure 4 

 

 
6.7 The numbers and rates of children who became looked after have continued to 

increase during the report period and is greater than the national and North East 
average. The primary reason why children were placed into care in Sunderland 
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(59%) was abuse or neglect.  There are a much higher percentage of children 
entering care due to family dysfunction in Sunderland (30%) than its comparators 
whose reasons are more evenly distributed. 

6.8 The increase in numbers of LAC can be partly explained in relation to changes in 
the care planning regulations which resulted in children becoming “looked after” 
when placed with connected carers (family members).  However the SSCB via 
the MALAP needs to establish if more could be done to prevent children being 
taken into care, i.e. how services can support those children “on the edge of 
care” as it is can be difficult to reunite children back with their families after a 
period in care.   

6.9 MALAP will also be looking at the rates of adoption in the City and whether legal 
timescales are being adhered to for assessments and care planning to ensure 
children are provided with the most appropriate care at the earliest point.  It will 
also be looking at the number of SWs LAC have during their time in care, their 
educational attainment, health outcomes and offending behavior and making 
recommendations to the SSCB around ensuring the best services are available 
for our LAC population. 

  
6.10   10.2% of Sunderland LAC were placed more than 20 miles from where they 

had previously lived. This %age has remained stable throughout 2014/15. 
The National average is 13% and the North East average is 7.9%. 

 
7.0    Sunderland Safeguarding Adults Performance 2014 – 2015 
 
7.1 There have been 1,377 safeguarding notifications received between 1 April 2014 

and 31 March 2015 (this is a 54% increase on the 896 received in same period in 
2013-14).  See Figure 6.  This may be linked to improved awareness in relation 
to Safeguarding Adults.  

 
7.2 There has been a 25% increase in the number of notifications between quarter 1 

and quarter 4 2014/15. There were 145 notifications received in March 2015.  
This is considerably higher than the average of the 75 per month during the 
2013/14. 

 
7.3 Figures for location of abuse indicate there has been an increase in safeguarding 

referrals relation to care homes during quarter 4 this is likely to be linked to 
issues which have been managed in relation to quality concerns in relation to 
specific care homes and Seasonal winter pressures on services.  Although. 
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 Figure 6 

 
 

7.4 Referrals by category of abuse – Figure 7 
 

 
 
7.4.1 Overall during 2014/15, the largest main category of alleged abuse identified at 

notification was physical abuse (41%), with neglect being the second largest 
category at 28% followed by financial abuse at 13% and sexual abuse at 6%. 
Physical abuse and neglect have been consistently the main categories of 
reported abuse within Sunderland for a number of years, and this is consistent 
with national data. It will though be interesting to note the impact of the Care Act 
which broadens categories of abuse from 1st April 2015. 

 
7.5    Of the 1,377 notifications received during 2014/15, 45% were alleged to have 

taken place in care homes and 40% were alleged to have taken place in the 
victims own home. There has been an increase in the number of allegations in 
care homes from 128 in quarter 1 to 184 in quarter 4. Within March 2015 there 
was 71 notifications alleged to have taken place in care homes, compared to an 
average previously in the year of 50 per month.  Figure 7 depicts the location of 
the alleged abuse. 
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Figure 7 

 

7.6 Outcomes of Notifications – figure 8  

 
 
7.6.1   Figure 8 shows the percentage of notifications progressing to a strategy meeting 

has declined during 2014/15 from 24% in quarter 1 to 11% in quarter 4. In the 
same quarter in 2013-14, 27% progressed to a strategy meeting. Overall, in 
2014/15, 17% of notifications are identified as progressing to a strategy meeting, 
80% have not progressed and 3% are yet to be determined or unknown. This 
reduction in strategy meetings reflects a planned change in operational practice 
where cases are being managed via a strategy discussion without the need for a 
Strategy meeting.  This approach is used to streamline the process in cases 
where the person can be safeguarded without the need for a meeting Examples 
would include; where appropriate actions have already been taken at the point of 
referral, or where clear actions can be agreed and implemented without the need 
for a strategy meeting. Revised procedures to incorporate Care Act requirements 
have formalised this approach further under the Local Authority Duties to Make 
Enquiries. 

7.7  Overall during 2014/15, the largest main category of alleged abuse identified at 
notification was physical abuse (41%), with neglect being the second largest 
category at 28% followed by financial abuse at 13% and sexual abuse at 6% - 
see figure 9. 
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Figure 9 

 
 
7.8  Implementation of the Care Act (2014) from the 1st April 2015 has necessitated a 

review of performance reporting for Safeguarding Adults.  Key changes required 
will include: 

   Revised reporting in relation to “Making Safeguarding Personal” – reporting 
outcomes. 

   A shift from measuring numbers of strategy meetings and investigations to 
recording statutory and non-statutory enquiries  

   A broadening of the types of abuse recorded to include, for example, self-
neglect 

   A revised national reporting data set to reflect implementation of the Care Act 
(2014). 

 
7.9 The implementation of the Care Act will mean that safeguarding referrals will not 

always need to be managed through a strategy meeting and investigation (see 
7.6.1).  The safeguarding process will be more focused on the individual, taking 
into account their desired outcome.  Current performance reporting which 
measures strategy meeting and investigation activity will therefore not provide 
an appropriate measure of performance.   

 
8.0    Statutory Safeguarding Partnerships 
 
8.1    SCCG has continued the financial support to the SSCB established by the PCT 

and provides an annual payment of £37,399 towards the functioning of the 
SSCB. In light of the unprecedented number of statutory reviews being 
undertaken which necessitate commissioning Independent Authors an 
additional £4.5K has been provided during 2014 -15 

 
8.2 SCCG have a section 256 agreement in place with the Local Authority, and 

have contributed £111, 321 annually towards safeguarding adults since the 
agreement was reviewed in 2010.  Additional monies have been provided to 
support the commissioning of an Independent Author for the Safeguarding 
Adults Serious Case Review undertaken in the period of reporting. 

 
8.3 The Head of Safeguarding represents the CCG and health on the Safer 
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Sunderland Partnership (SSP - our statutory Community Safety Partnership) 
and the CCG has provided financial support to the SSP for the commissioning 
of statutory Domestic Homicide Reviews.  The CCG has provided funding to a 
number of key priorities of the SSP in 2015 -2015, for example, the 
development of an Independent Domestic Violence Advocate to be based in 
CHS from mid-2015.  The SSP works closely with both safeguarding boards, 
particularly around sexual exploitation, substance misuse, radicalisation and 
domestic abuse and provides specific support around licensing and policy 
issues.  The SSP has a statutory duty to produce an annual Partnership 
Strategic Intelligence Assessment and this outlines key priorities for 2015/16: 

 

 Domestic Abuse and other violent crime 

 Substance Misuse – including novel psychoactive substances (commonly 
known as “legal highs”. 

 City-wide and local area crime and disorder development and problem 
solving 

 Safeguarding and feelings of safety 

 Partnership development – for example, cohesion, response to 
radicalization, serious and organised crime, trafficking and any additional 
new statutory expectations. 

 
8.4 Considerable support to SSCB/SSAB activity is provided by health staff from the 

CCG and the 4 Foundation Trusts, as can be seen in Appendix 1. The CCG 
also provides support with administrative/business support to some of the sub-
committees and offers rooms for training and meeting purposes. 

 

8.5 The MASH Board continues to oversee the activity and performance within the 
MASH and reports directly into the SSCB.  Continued concerns regarding 
MASH functioning led to a Kaizen Event being held in November 2014, 
facilitated by the OD Department in the CCG.  This resulted in the 3 partners, 
LA, health and the Police agreeing a new operating model and agreeing an 
operational action plan.  Unfortunately the new operating model has not yet 
been implemented and the MASH continues to struggle to effectively and safely 
deal with the work that is referred in.    

 
8.6 A MASH Accommodation Project Group has also been established as the current 

accommodation for the MASH is due to be demolished in 2015/16 and alternative 
premises need to be found and the move of staff and equipment planned.  

 
8.7 Following the retirement of previous SSCB Independent Chair in 2014 the 

Independent Chair of the SSAB, Colin Morris, was appointed as Independent 
Chair of the SSCB in July 2014.  This has provided the opportunity to review the 
governance and accountability arrangements of both boards, their sub-committee 
functioning, the links with other boards/partnerships and agree the key business 
priorities for 2015 – 2017.  The reviewed board representation was agreed in 
early 2015 and the arrangements will commence in April.  The Designated 
Professionals will continue to attend both Boards alongside the Chief Officer of 
the CCG and Chief Executive/Senior Executive leads for Safeguarding from 
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other agencies to ensure a forward looking strategic focus. 
 
8.8 Both Safeguarding Boards will now meet on 3 occasions a year from April 2015, 

with a joint meeting once per annum.  An Executive has been created beneath 
each Board to focus on the operational aspects of the safeguarding systems and 
ensure a “whole family” approach to safeguarding. 

 
8.9 The review has also identified significant pressures within the SSCB Business 

Unit and has proposed a plan to develop a joint business unit which will support 
the function of both safeguarding boards to streamline processes and minimise 
duplication. 

 
8.10 Both the SSCB and SSAB Annual Reports are currently being drafted.  These 

will be informed by the CCG and our health providers and provide an overview of 
all activity by both boards and key priorities for 2016 – 2017.  These will be 
provided to the Governing Body once complete; along with the Child Death 
Overview Panel Annual Report. 

 
9.0     Serious Case Reviews/other reviews 

 
9.1 SSCB signed off 2 Serious Case Reviews in 2014/2015.  One was published

 in May 2014 (Baby A & Child C) and the other is planned for publication in May 
2015.  Published SCRs can be found at www.sunderlandscb.com.   

9.2 During 2014/15 a further 5 SCRs have been commissioned by the SSCB. In line 
with Working Together 2015 new methodologies have been utilised to undertake 
these reviews and a range of health practitioners, including GPs have 
participated.   

 
9.3 Learning from these reviews is underway across the health economy with the 

recommendations incorporated into agency action plans which are monitored 
within the CCG, by NHS England and via the SSCB. 

9.4 Media strategy meetings with Communication Leads from all agencies involved in 
these tragic cases are held when the reports have been agreed by the SCR 
panel and endorsed by the SSCB. 

 
9.5 Other learning reviews have been undertaken where the criteria for undertaking a 

SCR as outlined in Working Together were not met.  These have been undertake 
in line with the SSCB Learning and Improvement in Practice Framework. 

 
9.6 During 2014/15 SSAB has commissioned one SCR which relates to the care of 

three members of the same family.  All 3 individuals had complex health needs 
and were interdependent.  The Individual Management Reviews from all agencies 
have been accepted by the SCR panel and an overview report is currently being 
finalised.  This will then be endorsed by the SSAB and a decision made regarding 
publication. 
   

9.7       Two further cases which did not meet the criteria for a SCR but where the 
SSAB have agreed to undertake further work to identify lessons learnt have been 

http://www.sunderlandscb.com/
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reviewed. An Independent Management Review has been established for one 
case and a Root Cause Analysis approach has been agreed for the second case. 

 
9.8 From April 2015 Adult SCRs will be known as Safeguarding Adult Reviews 

(SARs) in accordance with the Care Act 2014.  All relevant amendments have 
been made to the SSAB Learning Improvement in Practice Framework, policy and 
procedures. 

  
9.9 The Safer Sunderland Partnership (SSP) have commissioned a second        

Domestic Homicide review (DHR) which has been completed and the report  
forwarded to the Home Office.  This will be published subject to Home Office    

           approval.  
 

9.10 A Thematic Tool has been developed by the Safeguarding Children Lead Nurse 
to identify emerging themes and trends from the adult and children serious case 
reviews.  The themes identified mirror issues identified in national serious case 
reviews: 
 

 Information sharing and communication 

 Procedures not being followed 

 Lack of robust assessment 

 Training 

 Record keeping 
 

There will be continued development of the thematic tool during 2015/16 as 
more learning from reviews emerge and it will be expanded to include themes 
for other providers. 

 
10.0 Safeguarding Performance Monitoring within Health 
 
10.1 Performance monitoring of safeguarding children and adult activity  continues via 

quarterly dashboard reporting to the Joint Strategic Safeguarding Group  where 
they are robustly interrogated.  The information provided in the dashboards 
demonstrate that all health providers contribute to the wider safeguarding 
processes of MARAC (Multi-Agency Risk Assessment Conferences), MAPPA 
(Multi-Agency Public Protection Arrangements) and engage in the necessary 
policy development, supervision, training and attendance at multi-agency 
meetings to ensure our patients/clients are safeguarded. 

 
10.2 The safeguarding dashboards will be reviewed during 2015/16 to ensure they 

provide all relevant information.  Providers will be expected to submit action 
plans on any of their statutory responsibilities where they are not fully compliant.  
The safeguarding team will link with the contracting team regarding monitoring of 
these action plans. 

 
10.3 The Joint Strategic Safeguarding Group p rov ides  reports to the CCG 

Quality, Safety and Risk Committee. The Group reviews all safeguarding 
information and data and is chaired by the Director of Nursing. 
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10.4 Quality of care within care and nursing homes continues to be reviewed on 

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

 
11.0 Summary of key issues, assurances and risks 
 
11.1 Key issues: 
 

 There is unprecedented activity across both Safeguarding Children and Adults 
which is having considerable impact on both the CCG Safeguarding Team 
and the Teams within all our health providers.  SCCG has agreed to provide a 
non-recurrent payment of £30k to NTW, CHS, STFT and NEAS to support 
them in undertaking specifically safeguarding children SCR activity in 
Sunderland on submission of a clear proposal as to how this money will be 
utilised.   

 During April 2014 to end of March 2015 7 Serious Case Reviews have 
commenced for children and young people and a further 2 have been 
commissioned. 

 There has been considerable challenge from the SSCB to the LA Children’s 
Services regarding their safeguarding arrangements. 

 Improvements recommended from the Core Assets Review and the 
subsequent Peer Review have resulted in a comprehensive Safeguarding 
Children Improvement Plan, monitored by the Improvement Board. 

      A second Domestic Homicide Review has been completed by the Safer 
Sunderland Partnership and has been submitted to the Home Office. 

 The SSAB has commissioned a complex Serious Case Review into the 
management and interagency working relating to 3 members of the same 
family who have complex needs. 

 SSAB has commissioned a management review in relation to the management 
and inter agency working arrangements following the death of a young adult. 

 
11.2   Key assurances: 
 

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

 Providers are providing a range of safeguarding performance data to the 
joint SCCG/STCCG Strategic Safeguarding Group via Safeguarding 
Dashboards.  This provides the CCG with a range of information on how our 
providers are meeting their statutory responsibilities.  These dashboards are 
under review to ensure the new safeguarding adults’ responsibilities are 
explicit. 

 Appointment of Safeguarding Children Lead Nurse on a fixed term contract 
for one year to support the Head of Safeguarding and ensure statutory 
responsibilities for looked after children are met. 
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 The Designated Nurse LAC function now sits within the SCCG 

 The CCG and all our health providers support both the SSCB and SSAB 
business priorities. 

 There are no vacant Named or Designated Safeguarding posts within the 
CCG or within our providers. 

     Safeguarding is included on all Quality Review Group agendas with FTs 

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

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

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

 
11.3 Key Risks: 
 

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

 There is likely to be considerable media attention on the SSCB following the 
publication of the serious case reviews with the potential for additional 
media scrutiny as the other reports are published. 

 The Safeguarding Children Improvement Plan is not impacting on improved 
outcomes for children in Sunderland at the expected pace which means 
children and families may not be receiving the services they need within the 
right timescales; potentially leaving some children at risk.   

 Supporting the LA in preparing for an Ofsted inspection is challenging in 
light of the substantial number of agency SWs and Interim Managers at 
strategic level and above. 

 Safeguarding children activity remains on an upward trend as the number of 
children subject of child protection plans and those looked after continue to 
steadily increase. 

 Increased awareness of safeguarding adults’ processes, thresholds and the 
changing demography within the city has increased activity in ensuring our 
vulnerable adults are supported appropriately. 

 Reduction in welfare benefits and the continued cost efficiency savings  
 
11.4 Key Safeguarding Priorities for Sunderland CCG in 2015/16 
 

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

 To continue to provide strategic support to the Partnership Safeguarding 
Children Improvement Plan. 

        To ensure strengthened arrangements around emerging safeguarding 
agendas, for example – Child Sexual Exploitation, Sexual Exploitation, 
Radicalisation, Forced Marriage, Female Genital Mutilation, Honour Based 
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Violence, and Domestic Servitude. 

 Ensuring all health providers comply with their new statutory duties and 
responsibilities for Safeguarding Adults. 

 Support the implementation and development of statutory arrangements 
for Safeguarding Adults in Sunderland. 

 To work with the Local Authority to ensure robust arrangements are in 
place around MCA & DoLS. 

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

 Preparation for Ofsted and CQC inspections into safeguarding and Looked 

after Children arrangements. 

        Continued improvement to services for Looked After Children. 

 Undertake the Section 11 (Children Act 2004) audit tool within the CCG and 

across Health Providers during 2015 -16. 

 Contribute to the development of an Early Help Strategy and raise 
awareness of the early help offer available in Sunderland. 

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

 To work alongside NHS England to establish agreed roles and 
responsibilities in relation to Safeguarding and to ensure key risks around 
safeguarding are shared and effectively managed. 

 To further develop a thematic tool which incorporates key learning areas 
from all reviews, both adults and children.   

 To review all CCG Safeguarding Policies and Strategies to ensure they 
reflect amends to statutory guidance and incorporate learning from reviews 
and investigations. 

 
The SCCG Statutory Board is asked to note the content of this report and 
agree the key priorities for 2015/16. 

 

 
 

Deanna Lagun                                                                                   August 1
st 2015 

Head of Safeguarding  
Sunderland Clinical Commissioning Group 
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APPENDIX ONE – HEALTH SUPPORT TO BOTH SAFEGUARDING BOARDS 
 

  SSCB Director of Nursing Quality and Safety SCCG 
Head of Safeguarding – SCCG (Vice Chair) 

Director of Nursing – CHS 
Strategic Safeguarding Lead – STFT 

Head of Safeguarding – NTW 

  SSAB Director of Nursing Quality and Safety SCCG 
Head of Safeguarding – SCCG (Vice Chair) 

Director of Nursing - CHS 
Strategic Safeguarding Lead – STFT 

Head of Safeguarding – NTW 

Business Planning Group 
(SSCB) 

Head of Safeguarding – SCCG 
Strategic Safeguarding Lead – STFT 

Head of Safeguarding – NTW 

Business Management 
Group (SSAB) 

Head of Safeguarding – SCCG 
Director of Nursing – CHS 

Strategic Safeguarding Lead – STFT 
Designated Nurse Safeguarding Adults – SCCG 

 
 

Local Child Death Review 
Panel 

Head of Safeguarding – SCCG (Chair) 
Designated Doctor for Child Death 

Named Nurse – STNHSFT 
Safeguarding Lead - NEAS 

 South of Tyne Child Death 
Overview Panel 

Director of Public Health for Sunderland – Chair 
Head of Safeguarding SCCG – Vice-Chair 

Designated Doctor Child Death 

SSCB Quality Assurance 
Sub-Committee 

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

Named Nurse – STNHSFT 
Lead Nurse Safeguarding Children/Designated Nurse 

LAC - SCCG 
 
 
 
 

SSAB  Quality Assurance 
Sub-Committee 

Director of Nursing – CHS (Chair) 
Designated Nurse Safeguarding Adults – SCCG 
Lead Nurse Safeguarding - STFT 

SSCB Case Review (now 
Learning & Improvement 
in Practice Sub-
Committee 

Designated Doctor – SCCG 
Head of Safeguarding – SCCG 

Head of Safeguarding  – NTW (Cha i r )  
Named Nurse – STNHSFT 
Safeguarding Lead - NEAS 

SSAB Case Review (now 
Learning & Improvement 
in Practice Sub-
Committee 

Head of Safeguarding – SCCG (Chair) 
Designated Nurse Safeguarding Adults – SCCG 

Head of Quality and Patient Safety – CHS 
Lead Nurse Safeguarding – STFT 
Safeguarding Practitioner - NEAS 
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Joint SSCB/SSAB 
Training & Workforce 
Development Sub-
Committee 

Designated Nurse Safeguarding Adults - 
SCCG 

Lead Nurse Safeguarding Children - SCCG 
Named Nurse Safeguarding – STNHSFT 

Safeguarding Advisor – NTW 
Practice Development Sister – CHS Joint SSCB/SSAB 

Communication 
& Workforce 
Development Sub-
Committee 

Designated Nurse Safeguarding Adults - SCCG 
Named Nurse – CHS 

Strategic Safeguarding Lead – STNHSFT (Chair) 

Joint SSCB/SSAB 
Legal & Procedures Sub- 
Committee 

Designated Nurse Safeguarding Adults – SCCG 
(Chair) 

Named Nurse Safeguarding – CHS 
Lead Nurse Safeguarding – STNHSFT 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY MEETING 

29th September 2015 

 
Report Title 
 

 
Sunderland CCG Financial Report – Month 4 
2015/16 
 

 
Purpose of report 

 
The purpose of this report is to present to the 
Governing Body a summary of the financial position 
of the CCG as at month 4 (for the period ending 31st 
July 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 financial outturn position is in line 
to achieve 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 July 2015.  

 Note the underlying financial position of 
delegated Primary Care Commissioning 
budgets.  
 

Sponsoring Governing Body member  
(where relevant) 

David Chandler, Chief Finance Officer 
 

Report Author 
 
Tarryn Lake, Acting Head of Finance  
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

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

 

 
 
 
 
 
 

Any relevant legal/statutory issues None 

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

Yes  
 
649, 653, 990, 991, 992 & 1285 

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 

Version Date Comments  

1.0 Draft 10/09/2015 TL initial draft 

2.0 Draft 11/09/2015 DC review & suggested changes 

3.0 Draft 11/09/2015 TL update of draft 

4.0 Draft 11/09/2015 QA by TS 

5. 0 Final 11/09/2015 Submitted by DC to Jan for Agenda 
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Governing Body 
Financial Report for the period to 31

st
 July 2015 

(Month 4) 
 
1. Purpose of Report  

 
The purpose of this report is to present the Governing Body with the summary 
financial position for the CCG as at month 4. It also incorporates the CCG’s 
forecast year end position for 2015/16. 
 
 

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

2015/16 Target 

£000's

2015/16 Forecast 

£000's

Forecast Performance against 15/16 in-year allocation - (surplus) / deficit 3,000 3,000 → Green

Forecast Performance against cumulative surplus allocation - (surplus) / deficit (16,120) (16,120) → Green

Running costs to remain within allocation 6,024 6,024 → Green

Achievement of QIPP targets 5,612 5,584 ↓ Green
Period End 

Target Period End Position

Cash balance in bank account at period end <£400k £124k → Green

Better payment practice code average achievement >95% 99.04% → Green

Aged debts > £50k and > 90 days old 0 0 → Green
2015/16 Target 

£000's

2015/16 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

2015/16 

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.  
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3. 2015/16 Income and Expenditure  
 
In Year Financial Performance 
 
It has been recognised nationally that the requirement for CCGs to include the 

cumulative historic surplus in the reported position presents a distorted view for 

readers of finance reports. As such the Governing Body has agreed that the CCG 

reports the in-year financial expenditure against in year allocations (i.e. excluding 

the cumulative historic surplus) as well as the cumulative surplus position.  

For 2015/16 the CCG’s plan includes a £3m drawdown of historic surpluses and 

is therefore planning and forecasting an in year deficit of £3m. This is further 

illustrated below for completeness. 

2015/16 CCG allocation: £000's

Total share of NHS England mandate for 2015/16 (CCG allocation) 484,641

Return of remaining prior year surplus / (deficit) 19,120

Total allocation plus historic surplus / (deficit) 503,761

2015/16 financial position including historic surplus / (deficit) £000's

Total allocation plus historic surplus / (deficit) 503,761

Forecast expenditure against total allocation 487,641

2015/16 forecast (surplus) / deficit -16,120

2015/16 financial position excluding historic surplus / (deficit) £000's

CCG allocation excluding historic surplus / (deficit) 484,641

Forecast expenditure against total allocation 487,641

2015/16 forecast (surplus) / deficit 3,000  

 

Cumulative Financial Performance 

NHS England requires CCGs to also report on the cumulative financial position of 

the CCG (i.e. inclusive of previous year’s surpluses). The cumulative financial 

position of the CCG to 31st July 2015 together with forecast outturn for the year is 

as follows:  
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Sunderland CCG Financial Position

Month 4 2015/16

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

CCG NON POOLED BUDGETS

ACUTE COMMISSIONING 76,339 76,823 484 226,519 227,954 1,435

AMBULANCE SERVICES 3,955 3,941 -13 11,808 11,859 51

COMMUNITY SERVICES 1,208 1,147 -61 3,798 3,691 -107

DELEGATED GP SERVICES 11,656 11,525 -131 35,681 35,681 -0

MH COMMISSIONING 7,216 7,217 1 21,649 21,650 1

MISC COMMISSIONING 956 1,132 175 14,416 13,017 -1,399

PACKAGES 2,936 2,947 11 3,603 3,612 9

PREMISES 318 318 0 954 954 0

PRESCRIBING 18,344 17,800 -545 55,032 54,985 -47

PRIMARY CARE 1,339 1,378 39 2,715 2,772 57

REABLEMENT 157 162 4 962 962 0

OTHER 5,373 0 -5,373 21,041 4,921 -16,120

SUB TOTAL NON POOLED BUDGETS 129,799 124,389 -5,410 398,179 382,059 -16,120

CCG POOLED BUDGETS (BCF)

COMMUNITY INTEGRATED TEAMS & RAH 10,322 10,322 0 30,966 30,966 0

MENTAL HEALTH SERVICES 9,093 9,093 0 27,279 27,279 0

LD SERVICES 4,161 4,161 0 12,482 12,482 0

PACKAGES 7,996 7,996 0 23,989 23,989 0

CARERS 667 667 0 2,000 2,000 0

COMMUNITY EQUIPMENT SERVICES 551 551 0 1,652 1,652 0

DISABLED FACILITIES GRANT 100 100 0 300 300 0

LOCAL AUTHORITY EFFICIENCIES 297 297 0 890 890 0

CCG POOLED BUDGETS (BCF) 33,186 33,186 0 99,558 99,558 0

SUB TOTAL COMMISSIONING BUDGETS 162,985 157,576 -5,409 497,737 481,617 -16,120

RUNNING COSTS 1,969 1,945 -24 6,024 6,024 0

TOTAL CCG 164,954 159,521 -5,433 503,761 487,641 -16,120

Other Budgets Breakdown

Month 4 2015/16

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

2015/16 Agreed Cumulative Surplus 5,373 0 -5,373 16,120 0 0

2.5% Non Recurrent Reserve 0 0 0 2,415 2,415 0

1/2% Contingency Budget 0 0 0 2,506 2,506 0

TOTAL 5,373 0 -5,373 21,041 4,921 0

Year to Date Forecast

Year to Date Forecast

 
 

 
The CCG is reporting a cumulative year to date surplus of £5,433k which is in 
line with the planned forecast outturn surplus of £16,120k for 2015/16 and an in-
year deficit of £3,000k. 
 



NHS Protect  Item: 9.1 

6 

 

Programme costs year to date position is £5,409k underspent against a year to 
date plan of £5,373k underspent. The reported programme financial position for 
the CCG is now segmented into non-pooled budgets and pooled budgets.  
 
Non Pooled Budgets 
 
The CCG is currently reporting a year to date overspend against the acute 
contract of City Hospitals Sunderland (CHS) of £867k on the basis of activity 
information provided for quarter one of 2015/16 which is currently under review 
by the contracting team. This has been partly offset in the acute commissioning 
position by unexpected benefits on 2014/15 accruals when actual invoices have 
been received. The forecast outturn for CHS has been reported as £2,000k on 
the basis of information reviewed to date but may vary following the finalisation of 
the quarter one position with the Trust.  
 
Early indications from the contracting team have also identified potential forecast 
outturn pressures on the acute contracts with Gateshead Health NHS FT and 
Newcastle Upon Tyne NHS FT. The activity information is still being worked 
through however the CCG has specific contingencies to cover this area of risk. 
Further information will be shared at the next Governing Body meeting once the 
reviews and discussions have been concluded with the organisations.  
 
The forecast for delegated General Practice budgets currently assumes a 
breakeven position. A detailed review of the budgets has identified a potential 
underlying underspend of £1,001k for 2015/16 for which, there are currently no 
identified spending plans.  
 
There has been a favourable movement in the year to date and forecast position 
for Community Services which are due to expected reduction in charges on the 
Connect contracts. 
 
The pressures identified in the year to date and forecast position for Primary 
Care in the main relate to 2014/15 accruals being estimated lower than actual 
outturn for the Primecare Contract.  
 
Prescribing is reporting an underspend at month 4 of £545k based on month 2 
prescribing data and is forecasting a breakeven position in line with the financial 
plan for 2015/16. The Prescription Pricing Agency (PPA) has published expected 
spending profiles for 2015/16 however the CCG has been advised that the 
profiles should only be utilised once month 3 data has been received to ensure 
improved accuracy of the forecast position.  
 
The packages year to date position for the CCG includes the contribution to the 
national CHC risk share pool of £2,602k. The remainder relates to children’s 
packages of care and the cost of the service being provided by South Tyneside 
NHS Foundation Trust in relation to CHC retrospective reviews.  



NHS Protect  Item: 9.1 

7 

 

 
Pooled Budgets (Better Care Fund budgets) 
 
The reported month 4 position and forecast outturn for the Better Care Fund 
(BCF) is based on the agreed contributions from the CCG to the BCF for 2015/16 
and as such, has been shown as breakeven in the reports above.  
 
The actual year to date position and forecast outturn for the Better Care Fund 
pooled budget as at 31st July 2015 was reported to the BCF Integration Board on 
10th September 2015. The  reported month 4 financial position for the overall 
Better Care Fund pooled budget is included in Appendix 3 for information and is 
currently indicating a risk of a forecast total overspend  of £8,898k of which  
£3,316k would be the responsibility of the CCG under the current risk share 
agreement.  
 
The forecast overspend of £8,898k  is in the main due to pressures from 
packages of care across CHC, residential care, LD and Mental Health, demand 
pressures on Community Equipment Services and the unachieved cost 
improvement efficiencies required by the local authority for 2015/16.  
 
During the BCF Integration Board meeting on the 10th September 2015, 
assurances were provided from BCF Managers that a number of mitigating 
actions are being taken in order to reduce the projected forecast overspend for 
2015/16. These include reductions in the number of overdue reviews for package 
of care and a number of initiatives to significantly reduce the over spend on the 
learning disabilities scheme.  Further assurances on these actions and there 
expected impact will be provided to the next Governing Body meeting.  
 
Running Costs 
 
The running costs year to date position is £24k underspent against a year to date 
plan of breakeven. It is expected that the CCG will receive an in year allocation of 
circa £300k in relation to quality premium achievement and that this will be 
allocated to running costs. This will significantly reduce the risks associated with 
delivery against the CCG’s statutory duty to ensure expenditure on running costs 
does not exceed the allocation received. 
 
More detailed spend information and variance analysis is detailed in Appendix 2. 

 
QIPP / Resource Releasing Efficiency Savings 
 
The current forecast outturn assumes the CCG will achieve savings of £5,584k 
against a target of £5,612k for 2015/16. Following review of the PTS scheme it 
has been identified due to on-going negotiations on the NEAS contract it is 
unlikely this scheme will be achieved in 2015/16. This has been offset by savings 
on the MSK procurement following a reduction in contract price. This had been 
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planned for achievement in 2016/17 but is forecast to achieve in part in 2015/16 
following mobilisation of the new contract in September 2015 on a non-recurrent 
basis. 
 
Quality Impact Assessments (QIA) for 2015/16 schemes have been approved by 
the QIPP Steering Group and the Nursing and Medical Director of the CCG. The 
QIA linked to the savings plans for CHC has been approved subject to the 
provision of further detailed information on KPI’s to the Nursing and Medical 
Director. Please note that QIA’s have not as yet been completed for the QIPP 
schemes by NHS England in relation to general practice budgets and further 
assurances are being sought on the impact on quality of these schemes.  
 
The Executive Committee continues to review QIPP achievement on a monthly 
basis, taking appropriate corrective action were necessary.  
 
 

4. Statement of Financial Position  
 
Summary Statement of Financial Position  
 
A copy of the summary Statement of Financial Position as at 31st July 2015 
shows current assets of £1,000k and current liabilities stood at £23,657k.  
 
Please note that current assets have decreased by £1,096k which is in the main 
due to a reduction in prepayments for City Hospitals Sunderland.  
 

Jul-15 Jun-15 Movement

£000's £000's £000's

Non Current Assets Property, plant and equipment 80 85 (5)

Total Non Current Assets 80 85 (5)

Current Assets Trade and other Receivables 876 1,982 (1,106)

Cash and cash equivalents 124 109 15

Total Current Assets 1,000 2,091 (1,091)

Total Assets 1,080 2,176 (1,096)

Current Liabilities Trade and other payables (23,652) (23,115) (537)

Provisions (5) (5) 0

Total Current Liabilities (23,657) (23,120) (537)

TOTAL ASSETS EMPLOYED (22,577) (20,944) (1,633)

Financed by Taxpayers Equity

Capital & Reserves General Fund (22,577) (20,944) (1,633)

TOTAL TAXPAYERS EQUITY (22,577) (20,944) (1,633)  
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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.  The target for the month 
of July was achieved. 

 
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 2153 22,439

Total Non-NHS Trade Invoices Paid Within 30 Day Target 2104 22,122

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 97.72% 98.59%

NHS 

Total NHS Trade Invoices Paid in the Year 619 102,789

Total NHS Trade Invoices Paid Within 30 Day Target 618 102,789

Percentage of NHS Trade Invoices Paid Within 30 Day Target 99.84% 100.00%

99.04%Average BPPC Achievement  
 

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 1.25% of the monthly drawdown of cash left in the main bank account 
each month. This equates to circa £400k for the CCG. This target was achieved 
in July with £124k left in the bank at the end of the month.  
 
Aged Debts  
 
The CCG monitors aged debts on a monthly basis to ensure prompt recovery of 
all outstanding debts and avoidance of debt write offs. The current target is to 
have no outstanding debts over 90 days old and above £50k in value. This target 
was achieved in July 2015 with no aged debts over 90 days old and above £50k 
in value outstanding.  

 
 
5. Financial Risks & Mitigation  

 
The financial risks facing the CCG in 2015/16 have been assessed at £7,304k in 
a worst case scenario. The risks identified are as follows:  
 

 Acute contract over performance on elective and non-elective activity 
£750k 

 Community cost per case contracts over performance £200k 
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 Mental health packages over performance £300k 

 Risks of continuing care clients costs exceeding expected growth £500k 

 Under delivery of CCG QIPP £200k  

 Under delivery of general practice QIPP linked to PMS review £254k 

 Risks of prescribing costs exceeding expected growth £1,000k 

 Risk of over spends in the Better Care Fund £3,600k 

 Potential for other unknown financial liabilities £500k  
 

When adjusted for the likelihood of risks materialising the overall financial risk 
has been assessed at £3,527k.  
 
Mitigations in the form of uncommitted reserves and a 1% contingency have 
been identified to offset financial risks in this reporting period. This places the 
CCG in a relatively healthy position to manage adverse financial risks for the 
remainder of 2015/16. 
 
Significant Under Spend 
 
As identified in the setting of budgets there is a risk that any surplus greater than 
the plan could be lost to the health economy. Reviews of the forecast outturn 
based on various scenarios and corresponding mitigation plans will be produced 
to manage risk in this area.  
 

 
6. Recommendation  
 

The CCG Governing Body is asked to:  
 

 Note the summary financial performance to 31st July 2015 

 Note the underlying financial performance of delegated Primary Care 
Commissioning budgets.  

 
 Tarryn Lake  
 Acting Head of Finance  
 Sunderland CCG 
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Appendix 1 –Performance Measurement Thresholds for KPIs 
 

Reporting Area Key Performance Indicator Green Blue Red

Status of 

Indicator

Forecast performance against 15/16 core allocation

Forecast 

expenditure less 

than or within 

0.1% of plan. 

Forecast 

expenditure greater 

than plan by more 

than 0.1% but less 

than 0.5%.

Forecast 

expenditure 

greater than 

plan by more 

than 0.5%.

NHS England 

national 

assurance 

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 £400k at 

period end.

Cash balance 

greater than £400k 

but less than £600k 

at period end. 

Cash balance 

greater than 

£600k at 

period end.

NHS England 

national 

assurance 

indicator.

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.

Rating Measurement

Statement of 

Financial Position

2014/15 

Income & 

Expenditure
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Appendix 2 – Budget Category Analysis 

 
Acute Commissioning

Month 4 2015/16

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

CITY HOSPITALS SUNDERLAND NHSFT 58,881 59,748 867 174,144 175,944 1,800

GATESHEAD HEALTH NHSFT 6,547 6,547 0 19,640 19,640 0

NEWCASTLE TYNE HOSP NHSFT 3,068 3,068 0 9,203 9,210 7

CO. DURHAM & DARL NHSFT 2,076 2,076 0 6,228 6,228 0

SPIRE HEALTHCARE LTD 1,183 1,078 -105 3,550 3,445 -105

NORTHERN DOCTORS 1,060 985 -75 3,181 3,106 -75

SOUTH TYNESIDE NHSFT 379 379 0 1,136 1,136 0

NORTHUMBERLAND T/W NHST 224 224 0 671 671 0

SOUTH TEES HOSPITAL NHSFT 141 141 0 423 423 0

NORTHUMBRIA HC NHSFT 133 66 -67 400 333 -67

NORTH TEES & HARTLEPOOL NHSFT 74 74 0 221 221 0

EXEMPT OVERSEAS VISITORS 29 29 0 87 87 1

AQP SERVICES 728 766 38 2,184 2,184 0

WINTER PRESSURES 937 937 1 2,810 2,811 1

NON CONTRACT ACTIVITY NHS & NON NHS 880 705 -174 2,640 2,513 -126

TOTAL 76,339 76,823 484 226,519 227,954 1,435

YTD Notes

Mental Health Commissioning

Month 4 2015/16

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

NORTHUMBERLAND T/W NHST 17,179 17,179 0 51,538 51,538 0

TEES ESK/WEAR VAL NHSFT 84 84 0 251 251 0

MIND 105 105 0 314 314 0

OTHER 694 695 1 2,082 2,083 1

TOTAL 18,061 18,062 1 54,184 54,185 1

YTD Notes

Community Services

Month 4 2015/16

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

S TYNESIDE NHSFT 624 631 7 2,819 2,819 0

MSKCAT SERVICE 277 223 -53 415 339 -76

SUNDERLAND LA 15 15 0 46 46 0

OTHER CONTRACTS 293 277 -15 519 488 -31

TOTAL 1,208 1,147 -61 3,798 3,691 -107

YTD Notes

Year to Date Forecast

In Month 4 budgets have been included at either the agreed contract level, or alternatively at the latest value from 

contract negotiations.  At Month 4 2015-16 forecasts shows a one-off (£46k) impact from 1415, and a further (£61k) 

benefit in 1516 from contracts with Connect.

In Month 4 budgets have been included at either the agreed contract level, or alternatively at the latest value from 

contract negotiations.  At month 4 variances have arisen from 1415 (£383k) which has been offset by overperformance 

of £867k on the CHS contract line in line with Q1 figures

Year to Date Forecast

In Month 4 budgets have been included at either the agreed contract level, or alternatively at the latest value from 

contract negotiations.  At Month 4 forecasts have not deviated from these levels, and this will be confirmed in August 

budget meeting.  Cap and collar arrangement in place with NTW to manage financial risk . 

Year to Date Forecast
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Appendix 3 – Better Care Fund Mth 4 Financial Position  
 

Sunderland CCG & Sunderland City Council Appendix 3

2015/16 Better Care Fund - Summary

Month 4 Financial Position (Period ending 31st July 2015)

Schemes    YTD Budget   YTD Actual   YTD Variance  Annual Budget  

 Forecast 

Outturn  

 Forecast 

Outturn 

Variance 

Community Integrated Teams & RaH Services Scheme 12,019,495        12,074,695        55,200                36,006,683        36,077,321        70,638                

Mental Health Services Scheme 9,849,909          9,879,493          29,584                29,549,727        29,609,113        59,386                

LD Services Scheme 12,514,279        12,812,223        297,944              37,706,603        39,022,217        1,315,614          

Packages Scheme 15,687,425        17,091,766        1,404,341          47,100,392        52,129,264        5,028,872          

Carers Scheme 796,136              798,143              2,007                  2,388,407          2,379,246          9,161-                  

Community Equipment Scheme 838,089              942,590              104,501              2,514,267          2,836,513          322,246              

Disabled Facilities Grant 999,667              910,000              89,667-                2,999,000          2,999,000          -                       

Local Authority Efficiencies 703,333-              -                       703,333              2,110,000-          -                       2,110,000          

NEL Reducation Penalties 126,153-              -                       126,153              378,460-              378,460-              -                       

TOTAL 2015/16 BETTER CARE FUND OVER / (UNDER) SPEND          51,875,512          54,508,909            2,633,397        155,776,619        164,674,214            8,897,595 

SUNDERLAND CCG SHARE OF FORECAST OVER / (UNDER) SPEND*            3,316,208 

SUNDERLAND CITY COUNCIL SHARE OF FORECAST OVER / (UNDER) SPEND*            5,581,387  
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 

GOVERNING BODY 
29th September 2015 

Report Title SCCG Assurance Report – September 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 2015/16 and the Delivery 
Dashboard in 2014/15. 

Key points, risks and assurances 

 

Key point to note: 
 
Performance relates to the indicators within the 
2014/15 Delivery Dashboard and 2014/15 Quality 
Premium.  Where data is available for April and May 
2015, this is included within the Delivery Dashboard 
and within the report. 
 
Key performance Risks based on latest data 
available for each indicator: 
 

 A and E 4 hour waits, delivered in Q1 but 
sustainability throughout 2015/16 a risk 

 IAPT Access and Recovery 

 Astro PU (local KPI) 

 Activity, Elective and Non Elective inpatients 

 Referral to Treatment (RTT) at CHS NHSFT, 
particularly Orthopaedics 

 Cancer Two Week Waits (2WW), in particular 
Breast Services 

 Patient Experience of GP in and Out of Hours 

 A&E Clinical Coding and Mental Health Time 
in A&E (15/16 Quality Premium Indicator) 

 HCAI, particularly C.difficile at CHS and the 
Community 

 Primary Care experience and quality of 
appointments 
 

Please note this report provides an overall risk to 
delivery rating for each transformational programme 
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which will provide the Governing Body with a clearer 
understanding of progress. 
 

 

Recommendation/Action Required 

The Governing Body is recommended to: 

 Note both the position against the 2014/15 
Delivery Dashboard and progress to date 
against the CCG Operational Plan 2015/16 

 Note the use of proxy measures within the 
Outcome Measures domain where published 
data is annual 

 Note the predicted CCG Quality Premium 
payment in 2014/15.   

 Note the estimated CCG Quality Premium 
Achievement for 2015/16 
 

Sponsor/approving director   Debbie Burnicle 

Deputy Chief Officer 

Report author 

Matt Thubron 
Deputy Head of Contracting, Performance and 
Business Intelligence 
Lynsey Caizley 
PMO and 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  
647 – Accident and Emergency 4 Hour Wait 
643 – Referral to Treatment 
1285 – Non Electives/QIPP 
1074 - MRSA 
657 – Astro PU/Prescribing Spend 
1075 – C Difficile 

If issue/report has been previously 

reviewed please specify meeting and 

date 

A report is provided monthly to the Executive 
Committee and to every Governing Body 

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 

   

Has there been appropriate clinical 

engagement?  
  

Yes via the clinical leads and 

Executive GP leads 

Any current or expected impact on 

patient outcomes/experience? 
  

Yes as per the Executive Summary  

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   
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Governing Body 

NHS Sunderland CCG Assurance Framework – Executive Summary 

29th September 2015 

1. Purpose 
The purpose of this report is to provide the Governing Body with an update in 
relation to the current position for the CCG against the 2014/15 CCG assurance 
framework and progress with delivery of the operational plan transformation 
programmes for 2015/16.   

 
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 2015/16 some health 
and quality outcomes and certain quality premium indicators have no 
performance reported.  Data flows are still 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.   
 
The Health and Quality Outcomes section of the 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. Results are usually 
published 6 monthly, annually and bi-annually.   
 
These measures often have a very detailed and complex calculation 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 gives us the ability to gauge the progress of the 
CCGs activities and predict the current position, without having to wait for 
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nationally published data.  This method however, is not recommended for all 
measures, and detailed work is ongoing to understand the implications of using 
proxy data on a number of measures.   

 
Where proxy data has been used within the dashboard, a flag has been 
included so the Executive know which are proxy measures and which are 
nationally published.  Where any measures are coloured grey, proxy data is 
not available given the complexities of the calculations. 

 
3. Changes since last month’s report 
 

 The Delivery Dashboard has now been aligned to the 2015/16 Quality 
Premium (QP) Indicators.  All 2014/15 local indicators and QP indicators 
have been removed.  Please note that the Quality Premium schedule 
remains at 2014/15 until the national template is released.  A narrative 
current progress towards 15/16 delivery of the QP is included further in the 
report. 
 

 The overall Cancer two week wait (2WW) indicator has now moved above 
the standard due to improvements in breast symptoms in June 15.  Despite 
June 15 performance for breast symptoms improving in June 15, the CCG 
did fail to achieve the standard for quarter 1 for breast symptoms for 2WW.  
Pressures now revolve around Gastroenterology due to increased demand. 

 
 Admitted and Non Admitted Referral to Treatment (RTT) performance 

indicators have been greyed out in the Delivery Dashboard and are for 
information only.   

 
 Inclusion of the three Primary Care local indicators which the CCG were 

required to submit a trajectory for in 2015/16 due to delegated 
responsibilities 

 
 Updated estimate included for the 2015/16 Quality Premium based on a 

combination of local intelligence and published data. 
 
 Pressures relating to elective and non elective activity 

 
 NHS Constitution Indicators  
 

o RTT – The Admitted and Non Admitted standards still remain in the 
Delivery Dashboard until further national guidance is released.  Any 
contractual standards however do not apply relating to these standards. 

 
Orthopaedics remains the main area of pressure relating to incomplete 
pathways and CHS NHSFT have an action plan to achieve the 92% 
standard for this specialty.  Originally CHS NHSFT have been working 
on delivery of the 92% standard for Orthopaedics from February 16 but 
this is now due to deliver a month earlier due to increased focus on 
long waiters.   



 NHS Protect                                                                                                                Item: 9.2  

Page 6 of 23 

 

 
CHS NHSFT have notified the CCG of pressures in Gastroenterology 
due to an apparent increase in both routine and 2WW referrals from 
both Sunderland and Durham areas.  The information shows a 
significant increase in referrals from January 2015 and a further 
increase in August 2015 from GPs in both areas. The Contracting and 
BI Team are currently working with CHS NHSFT to understand the true 
level of growth and what the demands are of the service. 
 
An initial meeting between contracting and clinical leads has taken 
place with CHS NHSFT to understand the pressures facing the Trust 
and to explore potential actions that can be taken between both parties 
to alleviate the pressures.  CHS NHSFT presented referral information 
from Sunderland practices which shows a significant increase in routine 
referrals which is impacting on incomplete pathways, diagnostics and 
2WW.  CHS NHSFT have confirmed that pressures relating to 
Endoscopy is not an issue at this point, more consultant capacity for 
first outpatients.  A follow up meeting is in the process of being 
arranged to further explore options.  The CCG have approached 
Ramsay and Spire who have confirmed they can offer additional 
capacity in Sunderland and discussions will need to take place 
regarding demand management within the City and actions being taken 
by CHS NHSFT to increase capacity on-site.  Due to the increased 
demand for routine Gastroenterology, this specialty is likely to fail the 
incomplete RTT standard for Q2 and is now a risk for overall 
incomplete RTT delivery.     

 
o A&E Four Hour Wait – CHS NHSFT delivered the 95% standard for 

quarter one 2015/16 and at this time, continue to deliver the standard 
on a weekly basis into quarter two, predominantly down to the work 
around the Perfect Week and improvements in flow throughout the 
hospital.   
 
So far in quarter 2, CHS NHSFT are achieving 95.4% against the 95% 
standard (as of week commencing 4th September 2015).   
 
Risk still remains around the sustainability of performance in 2015/16. 
 

o Cancer – The CCG achieved the overall 2WW standard for quarter one 
despite being under the target in April 15 and May 15, this is 
predominantly due to an improved performance in Breast Symptoms.  
Despite the improvement in breast at Gateshead Health NHSFT 
(GHNHSFT), this was not enough for the CCG to deliver the quarterly 
standard for Breast Symptoms. 

 
Work continues around the development of a local model for 
Sunderland and significant engagement with the public is currently in 
the process of concluding with the outcomes of this exercise being 
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made available early September 15 to inform the development of the 
specification. 
 

A short term solution is in place between CHS NHSFT and GH NHSFT 
around the provision of additional radiology support to improve capacity 
onsite at GH NHSFT. 
 
Emerging pressures now revolve around Gastroenterology at CHS 
NHSFT due to increased routine referrals which is impacting on 2WW 
capacity.  CHS NHSFT have flagged the delivery of Q2 2WW as a risk.   
 

o 6 Week Diagnostics – Due to the pressures relating to 
Gastroenterology and pressures at GH NHSFT relating to Echo, the 
CCG failed to achieve the standard for July 15.  NHS Newcastle 
Gasteshead CCG have an agreed recovery plan with GH NHSFT 
which includes additional locum cover and additional capacity.   

 

 CCG Quality and Health Outcomes and Quality Premium Indicators 
 

o A number of new indicators have been established relating to the 
Quality Premium for 2015/16 and the five year strategic plan.  Data 
flows are still being established for these new indicators.   

 
o HCAI – So far in 2015/16 (as of published data in June 2015), there 

have been no reported cases of MRSA at CHS NHSFT and for the 
community.  

 
For C.difficile, as of published data in July 2015, the CCG remain below 
trajectory due to a small number of cases in June and July 15.  Cases 
at CHS NHSFT however are above trajectory for July 15 due to 
increases in June and July.  CHS NHSFT made an request for three 
cases to be appealed in July 15 which have been reviewed by the 
HCAI Improvement Group and all three cases were deemed to be 
unavoidable and thus contractually these three cases will not count.   
 

o Cost per ASTRO-PU – SCCG cost per ASTRO-PU for the month of 
June 2015 was £4.21, an increase of 7.6% compared to May. The Area 
Team and England have also shown growth compared to May, 
although to a lesser extent, at around 5%.   

 
SCCG shows a variance in Cost per ASTROPU of 9.9% to the Area 
Team average. (May variance was 7.2%). The variance from the 
England average Cost per ASTROPU is 18.7% (compared to 16.1% in 
February).  
Progress on the SCCG MO Strategy: 
 
 MO LIS - All but one practice attended the TITO Prescribing Peer 

Review session in July, demonstrating engagement with the 
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scheme. Quarter 1 prescribing data has just become available and 
will be sent to practices during August. 
 

 Pharmicus work plan To the end of July 2015 medicines 
optimisation reviews with patients have started in 25 practices, 
telephone reviews in 17 practices, and paper reviews in 17. There 
are 2 practices where no reviews have been completed and the 
reasons for this have not been reported by the provider. From all 
work streams in the practices, the annualised savings reported for 
year to date to the end of July are £499,522.76. The reported 
savings require validation against ePACT and will be reported next 
month. 

 

Progress on other SCCG MO QIPP Strategy Task and Finish Group 
work streams: 
 A locum pharmacist has started work reviewing the Joint Formulary 

Chapters from 4th August 2015 
 Two fixed term pharmacists to support the development of the Joint 

Formulary and Clinical Guidelines have been recruited and are due 
to start work in October/November 2015 

 The job purpose for the MO diabetes support nurse has been 
agreed with Florence Gunn and locality practice nurses, and the job 
description and advert will be developed shortly. 

 The service specification for the  company- sponsored specialist 
stoma nurse to review stoma patients in the community, where a 
gap in current service provision has been identified, has been 
agreed with MO, for sign off by finance. 

 Additional funding for practices to support the medicines 
optimisation agenda – options have been taken to the Executive 
Committee in July and Plan B was supported as a basis for 
engagement with practices (to include national pilot application and 
top up funding) and consultation with practices is underway.   
 

o IAPT Access and Recovery - From April 2015 to March 2016 the 
access target for Sunderland Primary Care & Wellbeing Service 
(SPWS) has increased from 15% to 16%. The recovery target remains 
at 50%. 
 
Work continues around the delivery of the action plan to improve both 
the access and recovery targets and based on nationally published 
information, the CCG is now only slightly below the access target of 4% 
on Q1 with an actual access rate of 3.8%.  This is also higher than the 
same period last year which re-iterates how stretching this target is. 
 
Although more patients are accessing the IAPT service, the Q1 
recovery target is showing significant improvement and based on 
nationally published information, Q1 performance is 52.1% against the 
50% target which is excellent progress. 
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o A&E Coding Data Quality and Time in A&E for Mental Health patients. 
As part of the 2015/16 Quality Premium, a suite of mental health 
indicators was available and one indicator was selected which is in two 
parts: 

 

 Coding of diagnosis in A&E dataset 
 Total time in A&E for patients with a mental health diagnosis 

 
Historically, the A&E dataset has not had the same data quality 
emphasis as other datasets such as Inpatients, particularly diagnosis.  
This is predominantly down to Payment by Results (PbR) and the fact 
that diagnosis is not the driver for payment by commissioners.  There is 
a national push to improve this with a national CQUIN for some acute 
providers. 
 
The Assurance Report in August 15 (based on May 15) information 
showed a coding completeness of 43% compared to a target of 90%.  
CHS NHSFT have been working hard on improving this and alone 
have increased as a provider to beyond 90% for June 15 which has 
increased cumulative performance to 65.9% for the CCG.  Work is 
ongoing with Northern Doctors Urgent Care (NDUC) to further drive up 
the CCGs performance for the first part of this QP indicator. 
 
The total time in A&E for mental health patients is linked to the overall 
constitutional indicator with 95% of patients who have a diagnosis of 
mental health being seen within four hours.  Currently, indicative 
information shows 91.5% using June 15 data which is a significant 
improvement on 2014/15, in line with improvements in A&E in total.  
This does however show that Mental Health patients wait longer in 
A&E.  Work is underway with CHS NHSFT and NTW as part of the 
RAID programme to understand the reporting of time in A&E for 
patients who access the RAID service whilst in A&E. 
 
In order to achieve this element of the quality premium, both elements 
have to be achieved.   
 

 Activity Measures  
 

o Non Elective Inpatients – The CCG remain above trajectory for non 
elective inpatients but the over performance slowed in June 2015 due 
to an under performance in the month against the monthly trajectory.  
Despite this under performance in June 15, activity was still higher than 
the same period last year.  The increase in activity still relates to very 
short stay admissions for frail elders around respiratory and urological 
conditions such as UTI etc and may also be a consequence of 
improvements with the flow through A/E. 

    
It is anticipated that when the Recovery at Home and Integrated Teams 
programme launches in September 2015 and October 2015, activity 



 NHS Protect                                                                                                                Item: 9.2  

Page 10 of 23 

 

levels will begin to reduce and recently the CCG have approached the 
providers to set out a potential incentive scheme to deliver an 
accelerated reduction in activity from October 2015. 
 

o Elective Inpatients – The CCG is above trajectory for elective activity 
due to a significant increase in activity at CHS NHSFT as the provider 
works to deliver the RTT standard.  Orthopaedics, Gastroenterology, 
Urology and Ophthalmology are all above plan and work is on-going to 
understand the levels of activity required to deliver 18 weeks and the 
profile of activity for the remaining 6 to 7 months of the year.  A deep 
dive into the activity levels has shown a significant increase in the 
number of cataract procedures carried out in Q1 due to a backlog at 
CHS NHSFT which is in part due to an increase in referrals from other 
CCGs due to capacity and workforce issues at other trusts.  Spinal and 
complex Orthopaedics continue to also over perform as CHS NHSFT 
work through the backlog in the specialty. 

 

Please note that a narrative is included within the main scorecard for each 
indicator. 

 
4. Quality Premium – 2014/15 

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 agreed targets are achieved.   

 
The current estimate for the quality premium for 2014/15 remains at £304,704 
out of a total of £1,354,240.  This is on the basis of the following assumptions: 
 

o Achievement of the Potential Years of Life Lost indicator which is based 
on local intelligence.  This is on the basis of the CCG seeing a continued 
year on year reduction and the 2013 published data being below the 
2014/15 trajectory already.  £203,136. 

o Achievement of the IAPT access trajectory of 2014/15.  This however is 
only an assumption and is still a risk as this is based on local NTW data 
and not nationally published data.  The nationally published data is 0.1% 
different to locally available data which unfortunately is enough to not 
achieve.  There is a national push to use local data as this was used to 
set the trajectories in 2014/15.  The BI Team have approached the 
national team to discuss the use of local data and the national team are 
reflecting on this for 2014/15.   £203,136. 

o Achievement of the patient experience of hospital care indicator as 
discussed above.  CHS NHSFT has seen an improvement in 2014.  
£203,136. 
 

Based on local data and intelligence, avoidable emergency admissions, 
emergency readmissions and medical related safety incidents are all expected 
not to achieve.   
The CCG are also required to deliver 4 elements of the NHS Constitution as 
part of the quality premium which are: 
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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 25% 
of the total premium achieved.  Using nationally published data, the CCG failed 
to achieve two constitutional indicators relating to the quality premium of A&E 
four hour wait and Red 1 at NEAS.  This means the CCG will see a 50% 
reduction to the £609,408 achieved. 
 
In light of the achievement above and the principles agreed previously at the 
Executive Committee last year, the Governing Body at the July meeting agreed 
the recommendation to split the estimated 300k QP achievement between CHS 
and NTW to use to further improve the inpatient services in CHS and the IAPT 
service in NTW. 

 
5. Quality Premium – 2015/16 

Revised quality premium guidance is not yet available due to changes in the 
RTT “penalty element” and final quality premium pre-populated templates are 
also not released by NHS England. 

 
2015/16 QP indicators are currently included within the Delivery Dashboard at 
this point.  The total amount available in 2015/16 is estimated to be approx. 
£1,354m (final confirmation is awaited) and the following indicators form the 
15/16 scheme: 

 

 National indicator – Reducing potential years of life lost (as 2014/15) – 
10% 

 Urgent Care Menu 
o Increasing the proportion of discharges on a weekend and bank 

holiday – 20% 
o Reducing avoidable emergency admissions – 10% 

 Mental Health Menu 
o Improving diagnosis clinical coding and total time in A&E for mental 

health patients – 30% 

 Improving Antibiotic Prescribing – 10% 

 Local Indicator 1 – Increase in the number of Emergency Health Care 
Plans (EHCPs) – 10% 

 Local Indicator 2 – Increase the proportion of referrals into the Sunderland 
Intermediate MSK Service – 10% 

 

Using a combination of published information and local intelligence, it is 
estimated that the CCG will achieve £677k of the £1.354m not taking into 
account penalties.  This is just an estimate at this point and is based on the 
following: 
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 Potential Years of Life Lost – Predicted achievement due to previous 
performance 

 Weekend Discharges – Predicted achievement due to continued increase 
and expected increase as CHS NHSFT continue to work on flow 

 Reducing Avoidable Emergency Admissions – Predicted failure due to 
current performance for non electives 

 A&E Diagnosis Completeness and Total Time in A&E for Mental Health 
Patients – Predicted failure due to current performance. 

 Antibiotic Prescribing – Predicted achievement due to current 
performance 

 Emergency Health Care Plans – Predicted to achieve based on current 
performance 

 MSK Referrals – Not included in the estimate as this is not scheduled to 
be in place until after October 2015. 

 
As with 2014/15, a number of financial penalties will be incurred if the CCG do 
not deliver a number of constitutional targets which are A&E 4 hour wait, RTT 
(still awaiting national guidance on the changes to this penalty due to the 
abolishment of the admitted and non admitted standards), Cancer 2 WW and 
NEAS red 1 ambulance calls.   

Assuming that the RTT penalty will now be based solely on incompletes and 
attracts a 30% penalty (rather than 10% for each of the three RTT indicators), it 
is estimated based on current performance that 0% of the QP will be 
removed, thus achieving £677k at this point in total.  Last month this was 
lower due to Cancer 2WW being below the standard. 

A full quality premium schedule will be available within the delivery dashboard 
once published formally. 

Delivery of Operational Plan 2015/16 
Work continues to progress on all transformational changes with the exception of the 
Prevention and Self Care Programme, however, there is a planned extended session 
with the Clinical Forum in September 2015 to start the development of this work. 
 
The implementation phase of the Community Integrated Locality Teams is being led 
by a collaboration of the CCG and providers and a Provider Board has been 
established to oversee the implementation.  This Board is accountable to the Out of 
Hospital programme board.  A Head of Vanguard Delivery (Kerry McQuade) has 
been appointed and will be supported by a PMO (until March 16) which includes a 
proportion of time from CCG staff along with the secondees from provider 
organisation.  Their role is to support the Provider Board by ensuring project co-
ordination, alignment and grip of the 3 key work streams to ensure delivery of: 

 Community Integrated Teams 

 Recovery at Home  

 Extended Primary Care at Scale. 
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Each work stream has a clinical lead and management support, all supported by a 
Primary Care group to ensure active engagement of Practice representatives in the 
mobilisation of the programmes. 
 
As there is a potential risk to delivery of the full impact expected from the Locality 
teams over 2016/17 conversations are currently taking place between providers with 
commissioners to see what parts of the programme can be accelerated this year 
supported by a risk share agreement with both penalties and phased incentives. 
Initial views are that both Washington and the West could accelerate but firm 
proposals are due to be considered by Commissioners in the next 2 weeks. 
 
Any acceleration will also provide additional evidence to CHS that the programme 
will provide the planned impact on CHS activity next year to support contract 
negotiations with CHS from January this year.  This risk is being monitored via an 
internal CCG contracting and finance group. 
 
Task and finish groups are now established to focus on the specific milestones. (Risk 
Stratification/ MDT/ Data Sharing/ EHCP/ Co-location) and the risk stratification has 
been agreed and signed off by the Integrated Teams Project Group 
 
Recruitment of additional nurses has commenced (Job advert out) and the Living 
Well Link workers have now been recruited.  
 
There is now GPG representation on the STFT project group for the EMIS 
Community roll out and the Information Governance work is ongoing to facilitate the 
data sharing across STFT Community Teams and General Practice. In addition to 
this, IT/ Telephone solutions have been identified to ensure both STFT and LA staff 
can connect to their relevant systems in the 5 locality premises. 
 
All funding both recurrent and non-recurrent for co-location (premises) has been 
presented to the SCCG DOF who will liaise with the DOF’s of STFT and LA to work 
through the funding principles to ensure any efficiencies support the overall 
programme.  
 
The milestones to support the 6.4 m VG non recurring monies have been submitted 
to the national team and agreed.  The Provider Board are clear the CCG will need to 
sign off the use of the monies, although this will be on the basis of joint work with the 
providers in advance to ensure the best plans for use of the money. 
 
The Clinical Lead chairing the Integrated Teams Project Group will provide an 
update on progress at the September TITO. 
  
Work also continues to progress on the recovery at home programme.  Testing has 
been carried out on the single point of access and has proved successful. Extra 
telephones, headphones and screens have been ordered, go live is not dependent 
on these however. Partners have given verbal assurance that the resource is in 
place to deliver the service.  
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NECS communications team are sourcing promotional materials and quotes for the 
launch at the TITO in September.  
 
The mobilisation of the new GP out of hour’s service has commenced and office 
space has been identified. IT and storage issues are currently being worked through 
and the plans are on target for go live October 1st 2015.   A project evaluation report 
is currently in development which will be shared with the Executive Committee.  
 
The work on GP in hours is interdependent with the integrated teams work as a joint 
specification is currently being drafted under that project. GP input by October 2015 
into bed based services will be critical to maintain flow over the winter period when 
some of the Time to Think beds will have closed. 
 
Work has now commenced on developing the new IV pathways. These already 
operate on an adhoc basis but need formalising. This work is interdependent with the 
ambulatory care pathways work which is currently being scoped out and will be 
developed in collaboration with CHS. 
 
Work continues to progress well in the development of the General Practice 
Strategy.  The public market research exercise is now underway with on street 
surveys being carried out across Sunderland.  An online survey has been developed 
which has been shared with all practice managers to circulate to their practice 
participation groups and a focus group has been arranged for 24th August 2015.   
 
Prioritisation of key themes is underway by the General Practice Group which has 
representation from each locality.  The outputs of this will be shared with all member 
practices as well as the Executive Committee for a strategic view. 
 
A TITO event is planned for September to share with member practices the key 
themes from the patient and public involvement exercise and the stakeholder 
engagement and ask practices to consider the impact on the prioritised themes.  A 
final session with the Governing Body is being planned for early October to close 
down the work to date and challenge the original thinking  in order to conclude the 
key strategic vision and objectives (‘Plan on a Page’) for the next few years. 
 
In terms of ECIST recommendations, the Urgent Care Board is currently focussed on 
the non-recurrent allocation of £1.5 million.  Proposals were invited from all partners 
and are currently being prioritised against the agreed prioritisation criteria.  In 
addition to this evaluation of system resilience schemes is ongoing. 
 
There is also a focus on Winter planning, including SRG assurance requirements for 
NHS England and planning for the urgent care board workshop in September 2015 
focusing on Citywide Escalation. 
 
The focus on transforming care for people with learning disabilities and or autism 
continues.  In July 2015, a NE&C Transformation Board was established under the 
chairmanship of David Hambleton, Chief Officer at South Tyneside CCG. This was at 
the behest of the CCG Forum and the Northern ADASS. 
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The Board will compile a transformation plan for the NE&C and bid against a non-
recurring budget of £10M across 5 fast track areas, of which NE&C is one. 
A draft national services model for commissioners of health and social care currently 
is being consulted upon by NHSE. Sunderland is well placed to respond to the 
requirements of the model. 
 

Authors:   Matt Thubron 
    Deputy Head of Contracting, Performance & Business 
    Intelligence 
 
    Lynsey Caizley 
    Planning Manager 
 
Sponsoring Director: Debbie Burnicle 
    Deputy Chief Officer 
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Green Green Red Red #N/A Green Amber #N/A Green

green Red Amber #N/A #N/A Green

LEARNING DISABILITIES

CONTINUING HEALTHCARE

Implement the transforming lives programme for people with learning disabilities and / or autism

Implement the new model of care for people needing continuing healthcare

PREVENTION

CHILDREN

GENERAL PRACTICE

Influence a prevention and self management approach with commissioned health services, working jointly with the local authority / 

public health

Develop a joint strategy and joint commissioning approach with Sunderland city council to improve outcomes for children

Develop and implement a strategy for general practice across the city

MSK

MENTAL HEALTH

Mobilise the new integrated musculoskeletal service

Continue to support the implementation of the new principal mental health community pathways

Transformational Changes 2015-2016

OUT OF HOSPITAL

URGENT CARE

DEMENTIA

Implement the out of hospital model, including locality integrated teams for people at home and in care homes, city wide recovery at 

home services and the end of life standards in GP Practices 

Improve timely access to urgent care by concluding the procurement of the GP Out of Hours service & supporting implementation of 

the whole system Emergency Care Intensive Support Team recommendations.

Conclude the implementation of the national dementia strategy in Sunderland e.g. supporting dementia friendly communities by 

specific focus on Primary Care awareness, development, training and environment

Better Health for Sunderland

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

Improve health related 

quality of life for people 

with LTC by 8.9% by 2019

Put in place 352 more 

Emergency Health Care 

plans by 2016

Improve patient 

experience of out of 

hospital care by 8% by 

2019

Reduce Emergency 

Admissions by 14%* by 

2019

Increase direct referrals 

to the MSK Intermediate 

service  to 50%  by 2016

Increase no of people 

receiving treatment  for 

IAPT from 12%  to 16% by 

2016

Reduce years of life lost 

by 15% by 2019

Improve diagnosis of 

dementia from 62% to 

68% by 2016

Improve patient 

experience of hospital 

care by 7.2% by 2019

Enabled by 
Joint Commissioning & Better Care Fund

Co-commissioning  Primary Care
IT infrastructure

Telehealth
Contract Management (CQUIN)

CCG Localities
Medicines Optimisation
Research & Development

Organisational Development 

Reform  Methodology

Governed by 
CCG Governing Body

System Wide Transformation Board
Health & Wellbeing Board

Measured by 
Achievement of  outcome ambitions

Delivery of QIPP cost reduction plan 2015/16 – 2018/19 of
£16m

Delivery of prescribing savings £8m 

Values and Principles 
One system for health and Social Care

7 day services
Person centred

Prevention focused
Development of team based working across 

Sunderland
Mental and Physical health of equal importance

Evidence based approach
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2014/15 

Outturn

Latest 

Data

Actual 

To Date

Target 

To Date

Risk to 

Year 

End

Comments

18 Week Referral to Treatment Waiting Times - Admitted (adjusted) pathways 89.69% Jun-15 - YTD 85.84% 90.0%     

18 Week Referral to Treatment Waiting Times - Non-admitted pathways 98.37% Jun-15 - YTD 97.73% 95.0%     

18 Week Referral to Treatment Waiting Times - Incomplete Pathways 94.01% Jun-15 - YTD 94.54% 92.0%     

52 Week Referral to Treatment Waiting Times - Admitted 6 Apr-15 - YTD 2 0    

52 Week Referral to Treatment Waiting Times - Non-admitted 4 Apr-15 - YTD 1 0   

52 Week Referral to Treatment Waiting Times - incomplete pathway 8 Jun-15 - YTD 1 0

Pressures continue to relate to Orthopaedics at CHS NHSFT.  1 over 52 week waiter reported in May 2015 which is down to 

patient choice.  The patient has chosen to delay their surgery.  Patient choice and complex patients continue to be the 

main risk to over 52 week waiters with CHS monitoring these on a daily basis.  CHS are working on understanding the 

implications of patient choice and potentially working with the CCG and member practices to help mitigate the risk.
  

  

Patients waiting more than 6 weeks for 15 key diagnostic tests 0.55% Jun-15 - YTD 0.83% 1.0% Increasing pressures being reported in Endoscopy at CHS and GHNHSFT
    

% patients spending 4 hours or less in A&E or minor injury unit - City Hospitals Sunderland 92.09% Jun-15 - YTD 95.10% 95.0%     

% patients spending 4 hours or less in A&E or minor injury unit - South Tyneside NHS FT 94.54% Jun-15 - YTD 92.50% 95.0%     

% patients spending 4 hours or less in A&E or minor injury unit - Gateshead Health NHS FT 95.49% Jun-15 - YTD 95.21% 95.0%     

% patients spending 4 hours or less in A&E or minor injury unit - Northern Doctors Urgent Care 99.35% Jun-15 - YTD 99.95% 95.0%    

No waits from decision to admit to admission (trolley waits) over 12 hours 1 Jun-15 - YTD 0 0   

% patients seen within 2 weeks of urgent referral for suspected cancer 95.79% Jun-15 - YTD 93.38% 93.0%     

% patients seen within 2 weeks of urgent referral for breast symptoms 97.18% Jun-15 - YTD 90.34% 93.0%     

% patients treated within 31 days of cancer diagnosis 98.91% Jun-15 - YTD 98.34% 96.0%     

Cancer diagnosis to treatment waiting times (31 day subsequent treatment surgery) 98.80% Jun-15 - YTD 96.30% 94.0%    

Cancer diagnosis to treatment waiting times (31 day subsequent treatment drugs) 99.49% Jun-15 - YTD 100.00% 98.0%   

Cancer diagnosis to treatment waiting times (31 day subsequent treatment radiotherapy) 99.62% Jun-15 - YTD 99.27% 94.0%    

% patients treated within 62 days of urgent referral for suspected cancer 87.28% Jun-15 - YTD 87.78% 85.0%

Cancer 62 days remains a pressure for the CCG due to pressures in Urology.  The prostate pathway is currently subject to 

delays for MRI and bone scans around requests rather than capacity to carry out the exams at CHS.  Increasing complexity 

of patients is also an issue affecting the service.  CHS are working with the department to improve the position through a 

remedial action action plan targetting improvements in direct to test, increased capacity in the cancer tracking team and 

improving surgical capacity for partial nephrectomy.

    

% patients treated within 62 days of urgent referral from NHS Cancer Screening Programmes 93.71% Jun-15 - YTD 91.30% 90.0%
Indicator remains above the 90% target for YTD but performance is very variable due to low numbers.

   

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

patient priority
82.50% Jun-15 - YTD 95.24% 85.0%    

Ambulance: Cat A calls responded to <8 mins (Red 1 - Critical) 75.49% Jul-15 - YTD 76.03% 75.0%     

Ambulance: Cat A calls responded to <8 mins (Red 2 - Serious) 77.03% Jul-15 - YTD 77.67% 75.0%     

Ambulance: Cat A calls resulting in an ambulance arriving at the scene within 19 minutes 97.23% Jul-15 - YTD 97.52% 95.0%     

Number of patient breaches of Mixed Sex Accommodation 0 Jul-15 - YTD 0 0  

Cancelled operations for non clinical reasons who were given a TCI date within 28 days of the 

original appointment
2 Jun-15 - YTD 0 0   

No urgent operation to be cancelled for a 2nd time 0 Jun-15 - YTD 0 0  

% patients discharged from Mental Health wards receiving follow up within 7 days 97.07% Jun-15 - YTD 100.00% 95.0%    

Cancelled operations

Mental Health

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

Mixed sex accommodation

RAG Rating : 2015-16 

performance vs target

Arrow Direction: performance vs 

same period in 2014/15 

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

Two Week Waiting times for breast symptoms remain a pressure and the CCG failed to achieve this standard (despite 

now achieving the overarching 2WW indicator.  A short term solution has been agreed with CHS providing some radiology 

support to QE to increase capacity whilst a full engagement exercise is completed and a new model procured in 

Sunderland.  Performance in June 15 improved significantly and the standard was delivered for June alone.

The CCG remain above the 92% standard for incomplete pathways as at June 2015.  Pressures still remain with 

Orthopaedics at CHS although CHS are on plan to deliver the standard for this specialty in December 15.  

Gastroenterology is now an emerging pressure due to a significant increase in demand from the start of 2015 across the 

Sunderland and neighbouring CCGs.  Only South Tees has seen an increase to the levels of CHS in referrals.  Clinical and 

contracting reps have meet between the CCG and CHS and actions are on-going to increase capacity in the City for routine 

referrals which is the main area of growth.  A follow up meeting is in the process of being arranged to discuss what 

actions can be done in terms of demand management and increasing capacity accross the City with both Spire and Cobalt 

offering additional outpatient capacity.

Performance at CHS NHSFT continues to be above the 95% which performance in July 15 and August 15 above 95% which 

is reported locally.  Nationally published information is now only available monthly.  Using locally reported data, CHS 

NHSFT are at 95.72% for Q2 so far.

NDUC continue to to deliver the 95% standard across all three sites.

NHS Constitution Measures

A&E waits

Cancer waits - 2 week
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2014/15 

Outturn

Latest 

Data

Actual To 

Date

Target To 

Date

Risk to 

Year End
Comments

1 Potential Years of Life Lost from causes considered amenable to healthcare 2013 2,278 Latest nationally published data 2013. gggggggggggg

6 Health-related quality of life for people with long-term conditions 69.7% Mar-14 69.7% 66.5% Latest nationally published data March 2014. ggggggggggg
10 Estimated diagnosis rate for people with dementia 69.5% Jul-15 - YTD 73.0% 67.3%    

84 Non-elective discharges at weekends and bank holidays New 2015/16 Jun-15 - YTD 23.1% 22.5%
Proportion of Non-elective discharges at weekend and bank holidays remains above target by 0.6%.  Based 

on all providers.  Glenda Laydon, Monday, August 17, 2015 gggggggggggg

75 Avoidable Emergency Admissions Composite Indicator (8, 9, 12, 18) No new data  
Awaiting published data.  Early information from SUS shows a slight increase in the number of emergency 

admissions for the four separate indicators. ggg

20 Patient experience of primary care - GP Out of Hours services Jan-15 5.15% 3.4%

Latest published data - July 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 by 0.4% compared to the published data in January 2015.  Current performance is 1.71% over 

target.  Glenda Laydon, Thursday, August 20, 2015

g ggggggggg

21 Friends and Family - Patient Experience of Hospital Care (improvement score) Jun-15 - YTD 76.9% 75.8%

Based on the CHS NHSFT Inpatient Survey.  Part of the QP and CHS NHSFT in 14/15 had to show an 

improvement on the average score over 13/14.  CHS NHSFT imrpoved the score in 14/15 in the better 

information, more choice, building closer relationships and clean and comfortable place to be areas. 

Historically, choice of food and pain management have been low scoring areas and this year CHS NHSFT saw 

an improvement in both areas.

ggggggggggg

91 Primary Care - Quality of Appointments at GP practice (positive answers) New 2015/16 Jul-15 - YTD 418.22 449.30

July published data score is 31.08 below the trajectory of 449.30.  The total score is out of 500.      This 

indicator is based on rating of GP and Nurse on five areas regarding quality of appointments (each area 

scored out of 100) -     1. Giving you enough time (86.87 / 100)  2. Listening to you (87.06/ 100)  3. Explaining 

test and treatments (83.75 / 100)  4. Involving you in decisions about your care (80.74 / 100)  5. Treating you 

with care and concern (79.81 /100).  Glenda Laydon, Monday, August 17, 2015        

 ggggggggg

92 Primary Care - Overall Experience of GP Surgery (positive answers) New 2015/16 Jul-15 - YTD 88.1% 88.1%

It is encouraging to see the published July 2015 results are on target with 88% of all those completing a 

survey, rating overall experience of GP surgery as Good.  National results are slightly lower at 85%.  Glenda 

Laydon, Monday, August 17, 2015
 ggggggggg

93 Primary Care - Overall Experience of making an appointment (positive answers) New 2015/16 Jul-15 - YTD 76.2% 76.8%

Slightly disappointing that July's published data is just below target with 76.2% rating the overall experience 

of making an appointment as Good, with a target of 76.8%.  However this socre is still above the national 

average of 73%.  Glenda Laydon, Monday, August 17, 2015
 ggggggggg

23 Number of MRSA infections for local CCG residents 1 Jul-15 - YTD 0 0  

24 Number of MRSA infections in local Hospitals 4 Jul-15 - YTD 0 0  

25 Number of Clostridium Difficile infections for local CCG residents 93 Jul-15 - YTD 22 26  

26 Number of Clostridium Difficile infections in local NHS FT 42 Jul-15 - YTD 17 12  

28 Prescribing costs per astro pu (distance from SHA ave %) 8.3% Jun-15 - YTD 9.9% 5.0%

SCCG cost per ASTRO-PU for the month of June 2015 was £4.21, an increase of 7.6% compared to May. The 

Area Team and England have also shown growth compared to May, although to a lesser extent, at around 

5%.     SCCG shows a variance in Cost per ASTROPU of 9.9% to the Area Team average. (May variance was 

7.2%). The variance from the England average Cost per ASTROPU is 18.7% (compared to 16.1% in February).   
 

85 Antibiotics prescribed in primary care (score) New 2015/16 Jun-15 - YTD 0.3% 0.3% ggg gggggggggggg
86 Proportion of broad spectrum antibiotics prescribed in primary care New 2015/16 Jun-15 - YTD 10.8% 11.3% ggg gggggggggggg
87 Secondary care providers validating antibiotic prescription New 2015/16 2015/16 100.0% 100.0%

Target complete for 2015/16 - Pilot performed at CHS and so have fulfilled it's data validation obligations 

with PHE. ggg gggggggggggg

56 Proportion of people with depression and/or anxiety disorders with access to psychological therapies 14.5% Jun-15 - YTD 3.8% 4.0%  

57 The number of people accessing IAPT who are moving to recovery 46.4% Jun-15 - YTD 52.1% 50.0%  

82 Proportion of people that wait 6 weeks or less from referral to entering treatment New 2015/16 Apr-15 - YTD 95.4% 75.0%
New IAPT indicator for 2015/16.  Nationally published April 2015 data is comfortably over target by 20.40%.  

Glenda Laydon, Monday, August 17, 2015  gggggggggggg

83 Proportion of people that wait 18 weeks or less to start treatment compared to those finishing treatment New 2015/16 Apr-15 - YTD 98.5% 95.0%
New IAPT indicator for 2015/16. Nationally published April 2015 data is over target with 98.5% against a 

target of 95%.  Glenda Laydon, Monday, August 17, 2015    gggggggggggg

94 Mental Health A&E attendances under 4 hours New 2015/16 Jun-15 - YTD 91.5% 95.0%  gggggggggggg

95 Mental Health A&E Diagnosis Coding Data Quality New 2015/16 Jun-15 - YTD 65.9% 90.0%  gggggggggggg

AMBER/GREEN

88 Emergency Health Care Plans (EHCP) in Primary Care (in EMIS) New 2015/16 Aug-15 - YTD 0.15% 0.12%  gggggggggggg
89 GP referrals into Sunderland Intermediate MSK Service New 2015/16 No new data gggggggggggg

2014-15 Trend

Preventing people from dying prematurely

Enhancing quality of life for people with long-term conditions

Ensuring people have a positive experience of care

Treating and caring for people in a safe environment and protecting them from avoidable harm

Mental Health

Urgent and Emergency Care

2015-16 TrendCCG Outcome Measures

Target is based on nationally published data, however indicative local data suggests the overall recovery 

rate for April 2015 is 48.2%, a 1.7% increase from March 2015. The CCG and NTW are disappointed that the 

50% commissioned target was not achieved but this percentage total remains 3.1% above recently published 

national average recovery figures (45.1%).

CHS have seen a significant improvement in the coding in A&E which has increased performance of the first 

part of this indicator to 66% against a target of 90%.  NDUC are now working to improve coding in the UCCs 

and it is anticipated that a significant improvement will be made in the coming months.  As CHS have 

improved the Over 4 Hour Wait performance in Q1 and into Q2, the second part of this indicator has also 

shown an improvement.  A meeting is in the process of being arranged with CHS and the RAID team to 

understand pathways in ED for mental health patients to identify if anything further can be done to ensure 

mental health patients are not waiting in ED longer than they should be.

Local Priorites - Quality Premium
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2014/15 

Outturn
Latest Data

Actual To 

Date

Target To 

Date

Risk to 

Year End
Comments

Number of Elective Inpatient Admissions (MAR) 52,822 Jun-15 - YTD 13,063 12,403

Elective activity continues to be above trajectory due to increased 

activity in Orthoapedics, Gastroenterology and Ophthalmology.  

CHS continue to work to to deliver RTT for Orthopaedics and as the 

backlog reduces, it is expected that activity for this specialty 

decreases at the end of the year.  Ophthalmology is showing an 

increase from 2014/15, some of which relates to Lucentis but other 

areas are starting to show and increase, particularly cataracts and 

some very minor procedures which are being recorded as 

daycases.  This is being investigated and will be raised with the 

provider.  CHS have notified the CCG of a significant increase in 

demand for Gastroenterology which is creating pressures in the 

department and waiting times and a backlog.  A meeting is 

scheduled to go into the diary to discuss the pressures.  CHS have 

agreed with Spire to undertake additional work to reduce the 

backlog.

 

Number of Non Elective Inpatient Admissions (MAR) 30,825 Jun-15 - YTD 7,811 7,595

Non Elective admissions have decreased slightly in June 2015 with 

the June position under the trajectory for the month.  Admissions 

have increased from December 2015, particularly at CHS as well as 

increases at GHNHSFT.  Actiivty levels continued to increase into 

April 15 and May 15 with May 15 significantly increasing.  Short 

stay emergency admissions remain the main area of over 

performance and growth, particularly frail elders with urological 

and respiratory conditions e.g. COPD and UTIs.  ENT has also 

shown an increase in Q1.

 

Number of First Outpatient Attendances (MAR) 108,969 Jun-15 - YTD 25,108 26,185  

Activity Trajectories - Year to Date (MAR)

Activity Trajectories

RAG Rating : 2015-16 

performance vs target

Arrow Direction: 

performance vs same period 

in 2014/15 

RAG Rating : 2014-15 

performance vs target

Arrow Direction: 

performance vs same period 

in 2013/14 
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2014/15 

Outturn

Latest 

Data

Actual To 

Date

Target To 

Date

 Risk to 

Year End
Comments

Delayed Transfers of care from hospital per 100,000 1408.60 No new data 357.20 336.50

DTOCs have increased slightly in Q1 15/16.  The BCF ambition for 2015/16 was to show a 10% 

reduction on the previous year which is a very stretching target.  Due to pressures in April and May, 

the DTOCs were higher than anticipated but reduced in June.
gggggggggggggggggggggggg

Permanent admissions for older people (aged 65+) to residential and nursing care 

homes, per 100,000
782.87 Mar-15 - YTD 782.87 ggggggggggggg

Proportion of older people (aged 65+) still at home 91 days after discharge from 

hospital into reablement / rehabilitation services.
No new data ggggggggggggggggggggggg

Total Non Elective Admissions (Payment for Performance) No new data 2,828.70 2,838.50

Non Elective admissions have decreased slightly in June 2015 with the June position under the 

trajectory for the month.  Admissions have increased from December 2015, particularly at CHS as 

well as increases at GHNHSFT.  Actiivty levels continued to increase into April 15 and May 15 with 

May 15 significantly increasing.  Short stay emergency admissions remain the main area of over 

performance and growth, particularly frail elders with urological and respiratory conditions e.g. 

COPD and UTIs.  ENT has also shown an increase in Q1.

gggggggggggggggggggggggg

Estimated diagnosis rate for people with dementia 69.5% Jul-15 - YTD 73.0% 67.3%

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 gggggggggggggggg

To be developed No new data ggggggggggggggggggggggg

Patient/Service User Experience

Better Care Fund Measures

Local Metric

2015-16 Trend2014-15 Trend

Delayed Transfers of Care

Total Non Elective Admissions

Admission to residential and nursing care homes

Reablement / rehabilitation services
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Score Green Amber Red Commennts

1 Plan - Year to date (variance to plan and % of YTD allocation) 0.04%

Green

Positive Variance to Plan or 

negative variance <=0.1%

0.1% > variance < 0.5% 

(negative variance)
Negative variance >= 0.5% Based on mth 4 reported position in Non ISFE Return.

2 Plan - Full year (vairance to plan as % of allocation) 0.00%

Green

Positive Variance to Plan or 

negative variance <=0.1%

0.1% > variance < 0.5% 

(negative variance)
Negative variance >= 0.5% Based on mth 4 reported position in Non ISFE Return.

3 QIPP - Year to date delivery 100.00%

Green

>=95% of Plan <95% of plan >=75% of plan <75% of Plan Based on mth 4 reported position in Non ISFE Return (Revised 11.08.2015).

4 QIPP - Full year forecast 98.40%

Green

>=95% of Plan <95% of plan >=75% of plan <75% of Plan Based on mth 4 reported position in Non ISFE Return.

5
Clear identification of risks against financial delivery and 

mitigations
Mitigations >= risks

Green

Mitigations >= risks

Risks not fully mitigated and, if 

they were to materialise, the 

CCG would not be in deficit or 

would be in deficit up to 1% of 

allocations

Risks not fully mitigated and, if 

they were to materialise, the 

CCG would be in deficit greater 

than the 1% of allocation

Based on mth 4 reported position in Non ISFE Return.

6 Running Costs <=RCA

Green

<=RCA Not applicable >RCA Forecast breakeven for mth 4 as reported in Non ISFE Return.

7 Underlying recurrent surplus on exit of 2015/16 3.2%

Green

>=2.5% >=0 and <2.5% <0% Based on mth 4 reported position in Non ISFE Return.

8
Financial Position meets the 2015/16 surplus planning 

requirement
3.2%

Green
>=1% >=0 and <1% <0%

Based on mth 4 reported position in Non ISFE Return. Plans currently in place 

to deliver surplus of £16.12m against allocation of £503.76m.

9
Planned usage of non recurrent headroom funds in line with 

business rules
3.9%

Green
>=2.5% >=1% to <2.5% <1%

Based on mth 4 reported position in Non ISFE Return. Plans in place for 3.9% 

non recurrent headroom in line w ith business rules.

10
BPPC performance - Invoices paid within Better Payment 

Practice Code
99.04%

Green
>=95% >=75% and <95% <75%

Based on mth 4 position to be reported to Governing Body of CCG. Average 

BPPC achievement across all 4 indicators = 99.04%

11 Cash utilisation
Green

TBC TBC TBC

Over-riding rule - Qualified audit opinion would lead to an overal RED rating

GREEN

Overall Risk Rating

GREEN

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 

DOMAIN RAG RATING
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Measure

Title of Measure
Percentage of Quality 

Premium
Value for CCG Threshold for success Numerator Numerator notes Denominator Denominator notes Data source

Measure 

Achieved

Eligible QP 

funding

Domain 1: Preventing people from dying prematurely: 

Reduction in Preventable Years of Life Lost (PYLL) from 

causes amenable to healthcare: 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

Yes £203,136

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

c
a
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 £609,408

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% -£152,352

≥92% patients on an incomplete 

pathway waiting ≤18 weeks on average 

in 14/15
Yes £0

A&E waits 25% -£152,352

≥95% patients seen within 4 hours of 

arrival at A&E (All types) over course of 

14/15

No -£152,352

Cancer waits - 14 days 25% -£152,352

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% -£152,352

NEAS achieves ≥75% Category A Red 1 

ambulance calls responded to <8 mins 

over course of 14/15
No -£152,352

TOTAL ADJUSTMENT 100% -£609,408 -£304,704

REVISED TOTAL £914,112 £304,704

AchievementValue Measure details
N

a
ti

o
n

a
l

Total patients waiting 18 weeks or less on monthly RTT incomplete 

pathways snapshot. Sum of the 12 monthly returns.

Total patients waiting on an 18 week incomplete pathway on monthly RTT 

incomplete pathways snapshot. Sum of the 12 monthly returns.

Total patients where the patient spent less than 4 hrs in A&E from arrival to 

transfer, admission or discharge. Sum of weekly sitreps for 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
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CATEGORY OF PAPER  

Proposes specific action  
Provides assurance   

 
Governing Body 

29th September 2015 

 
Report Title 
 

Sunderland Vanguard Funding 

 
Purpose of report 

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

 
Key points, risks and assurances 
 

 
The Sunderland Better Health and Care Partnership 
(focused on transforming out of hospital care) was 
successful in achieving Vanguard status to test the 
multi-specialty community provider care model 
(MSCP). 
 
Each Vanguard had to provide a Value Proposition 
to justify access to the national transformation fund.  
The Sunderland proposition was one of 3 nationally 
that were agreed early on.  Final release of the 
money to the CCG was incumbent on the 
submission and agreement of a set of key 
milestones.  The national lead has confirmed 
verbally as of the 9.9.15 that the milestones have 
been approved and a letter will follow. The first 2 
months of the 7 months allocation have also been 
received into the CCG.  The CCG is acting as the 
host for the allocation. 
 
The national team have indicated support for money 
in year 2 and year 3 however, this all depends on the 
outcome of the national spending review later in the 
year hence the focus for now is on making best use 
of the £6.4m this year. 
 
The first key risk is the timeframe for committing the 
monies.  The CCG has therefore asked providers to 
go at risk with progressing the work on the 
assumption that if the national team are willing to 
sign off the milestones and release the funding, the 
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Governing Body would also do so.  
 
The second risk relates to the lack of information 
from the national team about the monitoring 
requirements for what is a reimbursement model.  
The CCG plan to mitigate this risk through the 
requirement for a plan from providers (and in some 
case commissioners) setting out how the money will 
be used – more information than in the key 
milestone.   In addition the finance team have 
prepared a set of financial principles that providers 
have been asked to sign up to, in order to protect the 
CCG from being responsible for any claw back of 
national monies. 
 
In addition a subcommittee of the Out of Hospital 
Programme Board has been established.  The 
committee consists of: 

 the Deputy Chief Officer 

 Director of Finance 

 Head of Finance ( as Director conflicted re 
STFT) and  

 Head of Reform and Joint Commissioning 
 

 The Committee will sign off the further detail/plans 
for each project to be funded and deal with any 
variances.  The normal business rules and scheme 
of delegation will apply. 
 

 
Recommendation/Action Required 
 

 
The Governing Body is recommended to: 

 

 note the summary of the Programme (App 1) 

 note the Value Proposition ( App 2) 

 approve the commitment of the 6.4m to the 
identified areas in the attached high level 
delivery plan (App 3) 

 approve the role of the subcommittee of the 
Out of Hospital Board 

Sponsor/approving director   
Debbie Burnicle 
Deputy Chief Officer 

Report author 

 
Debbie Burnicle 
Deputy Chief Officer  
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 CO7 

x x x x x x X 
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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   

Any relevant legal/statutory issues N/A 

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

The key risk relates to the achievement in the 
reduction of Emergency Admissions hence the need 
to progress the VG Programme and commit the non 
recurrent monies.  

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

N/A  

 
Equality analysis completed 
(please tick)  

Yes  No  
Not 
relevant 

X 

Key implications  Yes No Details 

 
Are additional resources required?  If so 
please specify 
 

x   
Programme Management capacity 
funded from the VG monies 

 
Has there been appropriate clinical 
engagement?  
 

x  

Via 2 Federations; the Provider Board, 
the Out of Hospital Board; the General 
Practice Group under the VG 
Programme and the Locality Design 
and Delivery groups. 

 
Any current or expected impact on 
patient outcomes/experience? 
 

x  Detailed in the Value Case attached. 

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

x  

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

29.9.15 
 
 
1. Purpose of the Report 

1.1 To seek approval from the Governing Body to enable the CCG as the accountable 

body for the Vanguard Programme to commit the national non recurring monies in 
line with the local plan. 

 
2. Context 

2.1 The CCG agreed as part of its 5 yr. Strategic Plan to transform out of hospital 
care.  A model of care was co-produced with member practices, local 
providers, stakeholders and representatives of the public/patients in 2014/15.  
The business case including additional investment along with the model was 
agreed by the Governing Body at its March 2015 meeting.  Part of the case 
was a recognition that 2015/16 would be the year to mobilize and test the 
model so it was ready to achieve full impact from 2016/17.  From 2016/17 the 
CCG is currently heavily reliant on the savings to be released from the 
reforms building to £8m by the end of 2018/19. 
 

2.2 An opportunity presented to bid for national status to become a Vanguard 
(VG) to test one of the new national care models in the Five Year Forward 
View.   The CCG led the debate with the local health system resulting in an 
agreement to seek VG status to test the multi specialist community provider 
model (MSCP).  This model fits with our local intentions to work 
collaboratively with existing community providers to provide person centered 
care through integrated services.  The aim is to improve outcomes for people 
which should then make better use of limited resources, initially focusing on 
the 3% of patients who account for 50% of the health and social care spend 
in the city. 

 
2.3 The national team made a site visit to Sunderland and noted the maturity of 

the partnership, the alignment on the vision, the enthusiasm, the preparatory 
work over 2014/15 and the commitment from commissioners to invest in the 
model.  As a result the partnership was successful in achieving VG status.   
Being a VG requires a willingness to be part of a national evaluation of the 
care models and an understanding that the national team are looking for 
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outcomes that can be replicated across the country.  See attached Appendix 
A for a summary of the Programme. 

 
2.4 The VG status enabled access to a Transformation Fund and the local 

partnership put forward a bid supported by high level milestones for: 

 £6.4 m in yr. 1;  

 £5.7m in yr. 2 and  

 £1m in yr. 3  
 

2.5 The funding was intended to help progress a number of enablers  which 
would pump prime the core transformation work e.g. communication; 
engagement; Information technology and governance; contracting; workforce 
analysis.  All areas that were unable to source local funding as the CCG had 
agreed to prioritize the local investment into frontline services within the 
transformation e.g. additional nurses for care homes; GP input to locality 
teams; reablement support. 

 
2.6 The national team then set out a requirement for a Value Proposition (App B 

which also includes the initial milestones and areas to be funded.)    The 
proposition needed to explain what an area was trying to achieve and how 
the request for funding would enable the achievement, along with an 
understanding of what the local area was already committing to the 
Programme and what value it expected from the Programme.  The 
Sunderland value case was one of the first to be approved subject to some 
further detail about overall financial plans (which was provided) and has 
since between used as an exemplar with other VGs.   

 
2.7 The next stage was to review the milestones in totality for the whole 

Programme and update them in light of the additional funding – see attached 
appendix C.  The national team has confirmed these milestones have been 
agreed and the first tranches of the allocation have been transferred to the 
CCG (2 of the 7 months of the allocation). 

 
3. Mobilization 

3.1 The allocation is via a reimbursement model and where CCGs are involved in 
VGs, they have been asked to be the host for the monies.  In effect the 
providers undertake the work in line with the milestones and invoice the 
CCG.    
 

3.2 The first key risk is the timeframe for spending the allocation as it is non 
recurrent for 2015/16.  Some of the enablers require sourcing temporary staff 
and or consultancy.  Wherever possible the CCG has agreed with providers 
to make best use of existing resources within local provider organisations 
whilst ensuring they are reprioritized to deliver the VG requirements.   
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3.3 In light of the timeframe, and the CCG acting as a host,  the CCG has asked 
providers to go at risk with progressing the work on the assumption that if the 
national team are happy to sign off the milestones, it is anticipated the 
Governing Body will also do so. 

 
3.4 The second risk relates to the lack of information at this stage from the 

national team about the monitoring requirements for the reimbursement.  The 
CCG plan to mitigate this risk through the requirement for a plan from 
providers (and in some case commissioners as the CCG/LA are leading 
some of the work) setting out how the money will be used. This provides 
more information than the key milestones attached.  In addition the finance 
team have prepared a set of financial principles that providers have been 
asked to sign up to, in order to protect the CCG from being responsible for 
any claw back of national monies.    

 
3.5 The Out of Hospital Programme Board is responsible for assuring the 

delivery of the Vanguard and the new Community Services Provider Board is 
responsible for delivery of the Programme.  The latter is supported by a 
Programme Management Office.  A subcommittee of the Out of Hospital 
Programme Board has also been established.  The committee consists of: 

 the Deputy Chief Officer 

 Director of Finance 

 Head of Finance ( as Director conflicted re STFT) and  

 Head of Reform and Joint Commissioning 
 

It is proposed that the Committee will sign off the plans for each project to be 
funded and deal with any variances.  The normal business rules and scheme 
of delegation will apply.  The committee has already supported a number of 
the enabling projects whilst further information is sourced on the remaining 
projects before they will be supported.   

 
4. Next Steps 

4.1 The National team are due to meet with the partnership at the end of 
September to set out and agree a Partnership Agreement.  This will cover the 
expectations of both parties, including the level of support the VG want from 
the national offer.  The national offer sets out a range of support, procured 
once by the national team, using the national transformation fund on behalf of 
all VGs.  This was to avoid each VG purchasing particular expertise on 
common areas e.g. outcome based contracting; new payment models;  
evaluation approaches. 
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5. Recommendations: 
 

 
Author and Sponsoring Director: Debbie Burnicle 
      Deputy Chief Officer 
 
Date:      9.9.15 

5.1 The Governing Body is recommended to: 
 

 note the summary of the Programme ( App1) 

 note the Value Proposition 

 approve the commitment of the 6.4m to the identified areas in the attached 
high level delivery plan ( App C) 

 approve the role of the subcommittee of the Out of Hospital Board 
 
 



England

Better health and care  
for Sunderland

Population:

284,000

New Care Models

For more  
information contact:
Ian Holliday, Head of Service Reform and Joint 
Commissioning, NHS Sunderland CCG  
Tel. 0191 512 8458 Mob. 07500 225202  
Email. ian.holliday@nhs.net #FutureNHS

Our vision of Better health and care for Sunderland  
will be delivered ‘Out of Hospital’ through:

A city-wide Recovery at Home Service:
•	 24 / 7 single point of access for rapid response
•	 Integrated health and social care team
•	 Support for people to be cared for and recover at home
•	 Short term support for illness or potential crisis 
•	 Step-up and Step -down care
•	 Community beds

Community Integrated Teams:
•	 Risk stratification to identify patients in most need
•	 Multi-disciplinary team working
•	 Pro-active care planning
•	 Care co-ordination
•	 Locality based around GP practices
•	 Enhanced care for care home residents 
•	 Community connectors to build community resilience

Enhanced Primary care:
•	 Primary care strategy to be developed

Integrated commissioning
•	 Better Care Fund £160m+ pooled 

budget for all out of hospital care
•	 Integrated commissioning function
•	 Collaboration rather than competition 

delivering best value
•	 Savings from reduction in emergency 

admissions & care packages

Evaluation
•	 Logic model 
•	 Patient, carer, and staff experience
•	 Quality and safety
•	 Emergency admissions and readmissions
•	 Admissions to long term care
•	 Reductions in care packages

Our care model:

Our partners:
•	 10 partners including NHS trusts, local authority, 

social care and voluntary sector organisations.

Being 
Bold and 

Courageous 
to deliver better 

outcomes for  
local people
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Sunderland Vanguard Business Case for the National Transformation Fund 
June 2015. 

 
 
1. Introduction 

The CCG Governing Body reviewed its 5 year Plan in January 2014 developing the vision 
Better Health for Sunderland to be delivered through three key objectives: 

 Transforming Out of Hospital Care 

 Transforming In Hospital care 

 Enabling Self-care and Sustainability 

 

2. The Challenge 

Sunderland has historically benefitted from sufficient health and care funding to provide a 
wide range of services for residents. However, from 2015 a combination of planned 
reduction in local health service funding, significant reductions in funding to the Local 
Authority and a change in funding primary care, has resulted in the need to agree between 
partners how to deliver whole system efficiencies whilst also addressing the shortfalls in 
services such as fragmentation, 5 day working, gaps and duplications in the workforce 
and a limited focus on patient experience. A persistent difficulty in managing the pressures 
on A&E, due to a high level of patient attendance plus a lack of whole system working to 
support discharge has supported the need to work collaboratively and also has provided 
the lever to disinvest in acute care to reinvest in out of hospital services. 

 
A financial plan was agreed that enabled non-recurring investment to move local services 
from the current state to the future state. This included up to £5.8m recurring growth 
monies to support the improved model of care, and non-recurring transition monies for 
2014/15 to 2015/16. The growth monies include the £1.4m protected by the CCG for 
proactive primary care for complex patients and the investment proposals noted in 
Resource Section below include recurrent use of up to £1.1m of this money for the 
proactive GP input into integrated teams and Recovery at Home. 
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3. The new Out of Hospital model. 
The ambitious Programme to transform ‘Out of Hospital’ care will deliver: 

 People staying independent and well for as long as possible 

 People living longer and with better quality of life with long term conditions 

 People supported to recover from episodes of ill-health and following injury 

 Resilient communities 

 Higher levels of patient and family satisfaction 

 

There are 3 key workstreams 

 

1. Enhanced Primary Care  

2. Integrated Community Teams  

3. Recovery at Home 

 

The 3 workstreams are at different stages of development. Due to historical investment 

and strategic development of intermediate care services, the Recovery at Home 

developments are now quite mature but will develop into a 24/7 Step up/Step down 

service by September 2015. The Community Integrated Team developments, based on 

extensive engagement and involvement of a wide range of staff and providers, are just 

emerging from the design phase into implementation from April 2015. The Enhanced 

Primary Care workstream is in early stages of development. It will be dependent, to an 

extent, on the agreement of a Primary Care strategy for the city, due to conclude in 

October 2015. The intention is for these three workstreams to develop to the point that 

they become one coherent service development and delivery model. 

 

4. Financial & activity modelling underpinning the service transformation 
Through 2013/14, the CCG and Local Authority worked with external consultants to 
understand how learning from relevant international work could inform the financial and 
activity modelling required to transform services. (Appendix 1 summarises the 
recommendations from the investigation and modelling work.) 
It concludes that in Sunderland 3% of the residents account for 50% of the spend on 
health and social care, with the frail elderly with 2 or more co-morbidities and those with 
one or more long term conditions are the key patient groups. Patients with long term 
conditions drive significantly more cost. 
Modelling of potential benefits, based on evaluated models elsewhere, indicate that large 
scale financial benefits can be achieved through focusing on the model of care provided to 
high risk groups such as the frail elderly and those with long term conditions. The final 
slide sets out the efficiencies for each model and patient group. 

 
 

This impact modelling utilised the nationally recommended AnyTown and LGA Toolkit 
case studies as they represented closely the models proposed to be implemented in 
Sunderland. Potential flaws in the methodology have been considered and caution 
applied, however after review it was agreed these were the preferred models to use with 
appropriate adjustments.  
Within AnyTown, the ‘Suburban model’ was made more “Sunderland” by adjusting the 
populations to represent it’s populations at the time, from GP systems, RAIDR and other 
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sources, i.e. patients on multiple registers.  Using finance information on demographic 
and non-demographic growth enabled the model to be adjusted to use Sunderland 
specific costs. AnyTown runs a number of scenarios and includes a degree of overlap 
which reflects overlaps in the proposed transformational changes and the Out of Hospital 
model to avoid double counting of benefits between various elements of the model. 

 
The LGA Toolkit focusing on the Torbay model as a comparator, was adjusted to 
represent a Sunderland specific population with adjusted activity levels and average unit 
costs. The focus of this model is on the frail elderly and the resulting benefits relating to 
reductions in emergency admissions and better outcomes for patients and has been 
promoted nationally as an exemplar along with other case studies.  

 
The Oliver Wyman work looked at the whole Sunderland population and usage of health 
and social care in 2013/14 ( due to data issues, social care information had to be 
estimated) and presented a segmentation of our population in relation to health status 
and related cost.  Impact from two models of care which have been in existence in some 
states in the USA for a number of years was then applied to the segmentation, in 
particular to the high cost segment, and the suggested impact on health activity/cost was 
determined. Both models are based on multi-disciplinary teams, have a patient-centred 
focus and promote proactive care and have demonstrated both short term and medium 
term financial gains in addition to improved outcomes for patients. The models are 
Extended Primary Care and the Extensivist model. 
The segmentation analysis shows that 3% of the Sunderland population account for 50% 
of the health and social care spend. The fact base has been used to supplement the 
local modelling (using the AnyTown tool and the Torbay model) and predicted a greater 
impact on admissions of 25% than the 15% from the Any Town tool and Torbay model. 
However, a cautious approach to the impact modelling has been adopted settling on the 
potential achievement of £7.92m from the estimated reduction in emergency admissions 
for Sunderland residents over 3 years from 2016. 

 
5. Risks 

The most significant risk is not achieving the estimated reduction in emergency 
admissions despite transformation of Out of Hospital care and significant investment in 
the timeframe.   
Robust evaluation and monitoring of the impacts will be necessary along with the ability 
to shift resources accordingly – the latter enabled by the proposed use of non-recurrent 
funding wherever appropriate. An evaluation of the whole model is planned. 

 
Other risks identified in respect of the whole system transformation include those 
associated with professional and organisational change including the significant cultural 
change required to develop fully integrated working. 
This will require joint ownership and mobilisation of the transformation going forward 
both at an organisational level and within the locality teams. 
 
The establishment of the Programme Management Office (PMO) and the discipline and 
infrastructure this will bring will ensure the transparency and regular management of all 
risks. 
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6. The Triple Aim 
 

6.1 Quality of Healthcare 
The health and social care of the patient cohorts most at risk of hospital admission will 
improve due to targeted and prescribed interventions, which are evaluated and developed 
through clinical practice. The health care improvements are supported by whole system 
service transformation, team and individual staff members, personal and clinical 
development, implementation of evidence-based interventions such as risk stratification, 
Care Plans (including emergency healthcare), multi-disciplinary decision making and the 
role of accountable professionals. 
These changes will be delivered through transforming the structure of out of hospital care, 
and through developing the workforce to work in a patient-centred, proactive way. 
The structural model is set out below. 
 
From the left, it shows that community resources will continue to support good health for 
the majority of the population. Patients who will benefit from Primary Care Plus are those 
with a long term condition(s) and who can self-care most of the time, and they will receive 
both prevention and care interventions as required in the community.  
Patients who are identified through risk stratification of likelihood of hospital admission (2-
5% of the population) will be cared for by the Community Integrated Teams at times of 
need. The Community Integrated Teams are multi-disciplinary and include medical, 
nursing, social care and Voluntary Sector staff. 
Those most at risk and at the tipping point of care, who may need 'step up' home or 
community hospital care or 'step down' care and reablement, will be cared for through the 
24/7 Recovery at Home service.  
Other support services and strategies, such as Community Connectors, 7 day Urgent Care 
Centres and a newly commissioned GP Out of Hours service sited with the Recovery at 
Home service will provide robust access to urgent and planned care for the rest of the 
population. Telehealth services will provide support to self-care as much as possible. 
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This new model requires existing staff to change their working practices by providing 
targeted proactive care, with shared care plans and, in the case of the integrated teams, 
with a caseload which is shared and which changes regularly, dependent on need. 
It is planned to provide training to staff to work together as Capable Teams, and to offer 
leadership development to key staff in each team alongside coaching and mentoring to 
support changes in practice. 
Extensive engagement with all providers, including the 51 GP practices, the Local 
Authority, Sunderland Care & Support, South Tyneside Foundation Trust, Northumberland, 
Tyne & Wear NHS Trust and the Voluntary Sector has developed the model above, 
leading to a model of care being developed for each of the 5 localities in Sunderland based 
around GP practice clusters. The CCG and Local Authority, within the context of the Better 
Care Fund, have led the development to date; all out of hospital resources from both the 
CCG and LA are now contained within a single £152m pooled budget.  
From April 2015, a Provider Management Board has taken up the leadership for 
implementing the new service model, through redesigning existing recurrently funded 
services and investing the new funds  in additional GP and nursing sessions in the 
Integrated Teams and making the Recovery at Home a 24/7 service. 
 
 

6.2 Health & wellbeing 
Sunderland already has a broad range of population health interventions in place including 
the Health Champion role, a self-care Programme supporting the use of pharmacies and 
primary care, a wide range of public health programmes around nutrition, smoking, alcohol 
use and exercise, and an award winning Carers Strategy. Sunderland has also 
implemented the National Dementia Strategy in full, most recently developing dementia 
friendly general practices with staff trained as Dementia Champions. 
The new Out of Hospital model will require clinical staff to develop their skills in supporting 
and empowering the at risk population to self-care as much as possible, and the integral 
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Telehealth interventions available will support that strategy. 
The health outcomes for the targeted cohort of patients at risk of hospital admission are 
expected to be captured at national level through the NHS Outcomes Framework metrics 
such as 'Health related quality of life for people with a long term condition' and 'Improving 
recovery from fragility fractures'. These national level metrics are reported through a range 
of authorities and are frequently for previous years; a number of initiatives can contribute 
to improvements in patient outcomes, so isolating the impact of individual initiatives on 
national metrics is not always possible. 
Multispecialty Community Provider (MSCP) Vanguard sites can identify health outcome 
indicators for out of hospital care as suggested below within the Value Proposition. i.e. 
health related quality of life recording  for patients receiving care in key pathways such as  
COPD/CHD/Diabetes; experience of care for people at the end of life; and level of 
functional mobility before /after intervention. 

 
6.3 Value & financial sustainability 

The full business case for out of hospital care is built upon the added value for patient 
care  and staff satisfaction of the transformed services, and the requirement for the 
Sunderland  health and care system to become financially sustainable over the next 5 
years and beyond. 
 
Recurring funding, non-recurrent pump-priming funding, the potential offered by the 
Vanguard Transformation Funding and the expected whole system efficiencies over the 
next 5 years have been set out in this business case. 

 
7  The Value Proposition. 
 

The key elements of the New Care Model 
 

Outcomes 

 
The key elements of the new Out of Hospital model are set out below. As described 
previously, Sunderland has developed the strategy for focusing the transformed service 
provision on at risk of hospital admission patient cohorts – frail older people with 2 or more 
LTCs and other people with one or more long term condition, who together are in the top 
3% spending 50% of current resource (approximately 5000 people). 
Through the Vanguard programme guidance, and using a Logic Model approach, it is 
possible to set out the draft metrics we would develop to track the outcomes of the Out of 
Hospital programme. These fit within the Sunderland Plan on a Page 14/15-18/19 
(Appendix 2) objectives & trajectories. For example,  
 

 Reduce emergency admissions by 14% by 2019;  

 To improve quality of patient experience of out of hospital care by 8% by 2019;  

 To improve health related quality of life for people with long term conditions by 
8.9% by 2019;   

 To reduce years of life lost by 15% by 2019.  
 

Over time it is expected this approach will benefit all 30,000 people with LTCs and 
prevent or slow down their moving into the current high spend cohort.  
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Effectiveness 

 
Age-related chronic and complex medical conditions account for the largest and growing 
share of health and social care budgets. However, people living with multiple health and 
social care needs often experience a highly fragmented service leading to sub-optimal 
care experiences, outcomes and high costs. 

 
Despite the best efforts of individuals, the current Sunderland system is fragmented 
and not as co-ordinated and as responsive to patients’ healthcare needs as it could 
be.  Organisational boundaries make co-ordinated decision making very difficult with 
providers often working and making decisions in isolation, rather than jointly 
determining what is required. 

 
Information exchange is slow and incomplete as very little data flows across primary, 
community, acute, social care and other providers even though they work with the 
same patient. Each provider monitors its own set of information and there is not one 
“single source of truth” around which conversations can be had across providers. 

 
While clinicians have a deep understanding of the best pathways of care based on 
national and international evidence, these are not consistently applied, and 
clinicians and patients/carers describe care as reactive and uncoordinated, with too 
many delays and duplication between providers. Evidence exists which 
demonstrates reducing variation in care leads to improved outcomes. 

 
The Sunderland vision is to: 

 Improve outcomes for patients 

 Create access to better, more integrated care outside of hospital 

 Reduce unnecessary hospital admissions 

 Enable effective working of professionals across provider boundaries. 
  
Multi-disciplinary teams will be developed around groups of 10-15 GP Practices in 
each of 5 Localities (approx. 50,000 patients in 4 localities, and 80,000 in the fifth). 
Whilst meeting the needs of the whole practice list, they will provide an enhanced 
level of care to those complex patients, often elderly frail and/or with multiple co-
morbidities both at home and in supported housing including care homes, identified 
via a risk stratification approach.  
These patients are a significant component of the 3% of patients in Sunderland that 
account for 50% of the health and social care spend. This enhanced level will be 
proactive, planned, coordinated, preventative and case managed based on the 
outcomes that are important to the patient. The teams will have a single 
management structure. The core team will include dedicated GP input, nursing and 
social work. The teams will also include Community Connectors who will be very 
familiar with the local voluntary and community resources and connect patients with 
those resources where needed to improve overall quality of life for those individuals 
over the longer term. Additional GP sessions have been commissioned as part of 
the Community Integrated Teams, building upon a successful 17 month pilot of 
Enhanced Healthcare in Care Homes in one locality. (see appendix 4 for Care 
Home pilot evaluation) 
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The teams will have access to city-wide specialist resources where it is not viable to 
have those resources in each team e.g. Consultant Geriatrician and specialist Mental 
Health teams. There will be a key relationship with the city-wide Recovery at Home 
service, both as a rapid response resource to prevent hospital admission in a crisis 
and as part of an effective discharge pathway from hospital. 

 
Alongside the Integrated Community Teams, the enhancement of the Recovery at 
Home Service will reshape and re-design existing intermediate care and reablement 
and include nursing, care and therapy professionals. Recovery at Home 
distinguishes itself from the work of the integrated locality teams by providing time-
limited, rapid response, health and social care support for patients and carers that 
will link into and compliment any existing services the patient may have in place. The 
Recovery at Home service will provide input for up to 6 weeks. After this period of 
time, the pace of recovery tends to slow and the person no longer receives the same 
level of benefit from the intensive interventions. However, the period of time during 
which temporary health or social care support should be provided should reflect the 
needs of the individual and their carers and will be shorter, or longer, as appropriate. 

 
In order to further enhance the team’s ability to deliver on this objective, robust 
medical input will be secured to ensure provision of 24 hour support. 

 
Most of the GP support will be from the new GP Out of Hours service, co-located 
with the Recovery at Home service, however GP support i s  planned for the ‘in 
hours’ period also. This new service is planned to start on 1st October 2015. 

 
Key features of the service will be: 

 24/7 working 

 Rapid response in crisis 

 Time limited interventions 

 A single point of contact 

with all core health and social care teams including the GP Out of Hours service 
being based in the same building under one management arrangement. Assisted 
technology services will also be based there. A more effective community beds 
function will be also be managed by this service. 
 
Primary Care must also transform in order to support the working of the Community 
Integrated Teams and Recovery at Home. This third workstream is under 
development and is integral to a system-wide strategy for Primary Care in the city, 
due to be agreed in October 2015.  
 
We will use the Logic Model to establish whether this new service provision will 
provide more cost-effective health and care. Below are the national metrics which 
must reflect the transformed care from 15/16 and which are central to the s75 
agreement for the pooled budgets in the Better Care Fund (Appendix 3). We have 
suggested MSCP metrics underpinning the national metrics, and identified local 
metrics which we will use to test and learn from the service development and 
delivery to patients. 
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National metrics MSCP metrics Local metrics 

Emergency admissions to 
hospital. 
Trajectory set to reduce 
hospital admissions by 
14% by 2019. 

Admissions from the risk 
stratified population per 
100,000. 
 

Admissions & Length of 
stay of risk stratified 
patients with an EHCP by 
practice. 

Permanent admissions to 
residential & nursing care. 
BCF trajectory set to 
reduce by 6.9% by 15/16 

Occupied bed days & 
length of stay 

Delayed admissions to 
care of risk stratified 
population with an EHCP 
by practice. 

Proportion of older people 
living at home 91 days 
after admission to 
hospital. 
BCF trajectory set to 
reduce by 3.2% by 15/16 

Length of stay at home  Delayed admissions to 
care of risk stratified 
population with an EHCP 
by practice. 

Delayed transfers of care 
BCF trajectory set to 
reduce by 10% by 15/16. 

Length of stay in hospital. 
Reasons for delay. 

Audited service response 
times 

 
 
 

Patient experience 

As described above, we know that patients and clinicians are frustrated by the 
considerable fragmentation of the current service provision in the city. Patients 
express their confusion about why their health and social care information is not 
shared between the staff who care for them, that they cannot see the same member 
of staff consistently, that they cannot access health and social care when the need 
is urgent and that their carers and families do not receive the support required to 
keep on caring.  
 
Many of the planned aspects of the improved care will have an impact on patient 
experience. 

 Shared patient information between staff from different services in a holistic 
care record. 

 Case management for those with the highest risk of admission 

 Development of multi-disciplinary team decision making Development of staff 
understanding and capability to support patients to self-care and to be 
partners in care. 

As the new services develop, a powerful tool to shape health and care delivery will 
be feedback from individual patients, carers, families and patient groups feedback 
on their experience of care. 
In the Care Home Pilot we developed an adapted Friends & Families test which was 
well received by families, and which we plan to develop further. This pilot also 
increased the number of patients who were cared for / died in their preferred place 
of care / death. 

 
Below are national metrics for patient experience, which appear in the Sunderland 
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Plan on a Page, and suggested metrics for the MSCP Vanguard sites. Local metrics 
at patient, family/carer and patient group level focused on the improvement aspects 
of the new services are set out. 

 
 

National metrics MSCP metrics Local metrics 

Sunderland patient 
experience in the 
national GP survey. 
Trajectory set for 
improvement in quality 
of patient experience of 
out of hospital care by 
8% by 2019 

Family & Friends (bespoke 
to MSCP) 

Patient focus groups. 

 Information given 
once 

 Consistency of 
interventions 

 Timeliness of 
response to needs 

Complaints & compliments 

 
 
 
 
 

Safety 
 

 
The Care Homes Pilot had a strong emphasis on reducing avoidable harm, since it 
was based on the British Geriatric Society guidance “Quest for Quality” for 
improving health care in care homes. Residents of care homes are, on average, in 
the last 18 months of life and are, by definition, the most vulnerable cohorts of 
patients who have poor access to primary and community care and are most likely 
to be admitted to hospital in the event of a crisis. Through a model of proactive 
multidisciplinary care, provided by specialist nurses and highly trained GPs, with the 
support of a community geriatrician, pharmacy, podiatry and other therapies, 
admissions to hospital were reduced by 47% in the year of the pilot. There were 
significantly fewer medication errors, significantly fewer falls and all the homes 
increased their quality ratings as assessed jointly by the Council and the CCG. 
This gives us reassurance that the city-wide model we are planning to deliver, which 
incorporates the learning from the care homes work, will have an impact on patient 
safety. 
Below are the national, MSCP Vanguard site and local metrics for patient safety. 

 

National metrics MSCP metrics Local metrics 

Reduce the incidence of 
avoidable harm. 
CCG trajectory to reduce 
pressure ulcers by 50% 
by March 2016. 

Incidence of fracture & 
falls, HCAIs. 
Prescribing errors. 

Falls assessments for at 
risk group, interventions & 
outcomes. 
Medicines optimisation by 
patient and practice. 
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Resources and Finance Section of Vanguard Bid 

Finance and Efficiency 

                

 
 

 
The CCG is implementing service change to help address the challenges outlined within the 5 year forward view, which equates to a total 
Investment of £33m over the 6 years.  The additional £13m being requested from Vanguard funding represents 29% of the total £46m investment  
being proposed.  The total investment aims to deliver a robust system of out of hospital care that will support a MCPS model of care through an  
enhanced Recovery at Home service and larger Integrated community teams, which are co-locating approximately a thousand health and social care professionals from multiple organisations.  
This transformational change aims to reduce 15% of emergency admissions from the acute setting (44% of estimated savings), along with whole 
system savings generated from this new way of working (56% of estimated savings).  MCSP will also assist other affected NHS providers to achieve  
required tariff efficiencies of circa 3.5% per annum in line with the national tariff guidance, as it is now becoming widely accepted that  
transformational change is required to achieve the efficiency challenges facing the NHS.  
 
The additional funding will significantly reduce the known risks in the system in terms of delivery, and will also bring forward the forecast  
achievment of saved hospital attendances. This accelerated reduction represents £8m and 4,419 in terms of reduced admissions, and also significantly reduces the risks attached to the remainder 
of the saving identified through improved infrastructure, training and wider support. 
 
The payback to the local health economy is estimated to be late in the third year or early in the fourth year of the proposal. 
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Activity 

 
 
 

 
 

Description  2015/16  2016/17  2017/18  2018/19  2019/20  2020/21 

Saved Emergency Admissions from Transformation 334 1,521 3,090 4,513 4,513 4,513 

 
A key objective of the MCPS is to improve the robustness of out of hospital care, which will allows more patients to be treated in both the community 
and their homes which will reduce the local health economies dependence on acute emergency care.  This will deliver better value for money for the 
organisation, and also improves the quality of care to the patients in their preferred place of care.  
 
Based on current modelling this will build to a recurrent reduction of 4,513 emergency attendances by 2018/19, which represents 15% of the CCGs 
emergency admissions. 
 
As a requirement of the Better Care Fund submission the modelled ambition to significantly reduce Emergency Admissions required both the 
understanding and support of the Acute provider; in this instance City Hospital Sunderland. This understanding was ‘signed off’ and agreed by the 
Acute provider with assurances given regarding mitigation of the risks of non-achievement – City Hospital Sunderland are key partners in the 
Transformation Programme both at Board and Operational level. 
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Additional Headcount (WTE) 

 

Staff Group  2015/16  2016/17  2017/18  2018/19  2019/20  2020/21 

Patient Facing Staff - Nursing 88 94 94 94 94 94 
Patient Facing Staff - Training and Skills development 
Backfill 44 44         

Patient Facing Staff - GPs 5 7 7 7 7 7 

Patient Facing Staff - Community Support 4 5 5 5 5 5 

Patient Facing Staff - Prescribing Care Home Support 2 3 3 3 3 3 

Infrastructure Support Staff 15 13 4     0 

Staff Supporting Other Vanguard Sites 1 1 1       

Total WTE 159 167 114 109 109 109 

 
 
Both the CCG investment and Vanguard Transformation Funding will add a recurrent 109 WTE of patient facing staffing resource in the community 
 Setting, which is in addition to the thousand staff already working in the community. 
 
In the early years the proposal also includes staffing resource to support the infrastructure behind the new care models in the form of management,  
Engagement with the public, telehealth and business analytics by way of examples.   
 
There is also a large staffing input in years 1 and 2 to release front line staffing to attend training and to develop new skills that will help embed the new 
 Ways of working and allow staff to treat more complex staff in the community.  This will be a key part of the proposal to truly embed the required culture  
Change to ensure the new ways of workings deliver the transformation change that is required in the system. 
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8 National replicability 
 
8.1 The in-depth research and modeling carried out to identify the at-risk patient groups 
and the key interventions which will reduce hospital admissions and admissions to care, 
are based on international evidence. Any community can carry out the modelling for 
their local population and develop the key interventions through their workforce, which 
then provides a common currency for MSCP model service development and 
evaluation. 

 
8.2  The Logic Model metrics for the MSCP Vanguard sites can be developed and agreed 
between sites which will enable the sites to align their efforts around the key interventions to 
support national learning. It will also allow benchmarking between sites and encourage quality 
improvement. 

 
8.3 National Vanguard support to resolve barriers around Information Governance and 
support IT solutions in a coherent way will enable the MSCP sites to migrate to more similar 
solutions, thus generating national discussions about the form of a shared care record, a 
patient held record and the national data set required for anonymised patient data across the 
Vanguard sites. 
 
8.4 Sunderland will test the value of the Extensivist model of targeted interventions to a 
segmented population within the framework of the Triple Aims. The learning from the 
developments will form the platform from which other sites can benefit and apply to their own 
challenges. 
 

 
 

9.0 Conclusion 
 
 
9.1 In respect of Out of Hospital Care in Sunderland the status quo is not an option. New 
ways of working and new organisational forms are required to delivery high quality person-
centred care and the required outcomes; in particular the reduction in Emergency 
admissions. 
 
9.2 The Sunderland model for Out of Hospital care has been developed collaboratively with 
support from all stakeholders in Sunderland; and based on the best national and international 
evidence available presents the opportunity to deliver the Triple Aim of person-centred 
outcomes, whole population benefits, and significant system efficiencies. 
 
9.3 Significant recurrent/ non-recurrent investment has been agreed on an invest-to-save 
basis to develop Out of Hospital services driving out efficiencies from the Acute Sector. 
 
9.4 Membership of the Vanguard Programme presents the opportunity to further gain from 
best practice from other sites; accelerate / pump-prime the transformation programmes in 
Sunderland (Appendix 5); and offers the opportunity of national replicability of a sustainable, 
efficient collaborative model of Out of Hospital care.
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Population cost segmentation, secondary care, community and mental health spend, 

20131

84%
239k2

12%
34k

3%
9.7k

14%
£29m

36%
£77m

50%
£106m

Population 

segments

Cost 

breakdown
Spend per 

head:

£10.9k

£2.2k

£0.1k

High Cost

Over £5,000 per year

Moderate Cost

£1,000 to £5,000 per year

Low Cost

Under £1,000 per year

Appendix 2:
The population cost pyramid indicates that the top 3% of patients drive 50% 
of cost in Sunderland

Source: Sunderland CCG secondary, community care and mental health data, Oliver Wyman analysis

1 – 2013 for secondary care and MH, March 2013 to Feb 2014 for community care

2 – 127k registered patients with no secondary, community or mental health interactions
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SCCG Plan on a Page 2014/15 – 2018/19 (Revised for 2015/16) 
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Sunderland Red triangles indicate comments

Planned deterioration on baseline (or validity issue)

Planned improvement on baseline of less than 3.5%

Planned improvement on baseline of 3.5% or more

Non - Elective admissions (general and acute)

Quarterly 

rate
      2,916       2,864       2,873       2,901       2,891       2,838       2,848       2,875       2,864 

Numerato

r
      8,046       7,901       7,927       8,004       7,982       7,838       7,864       7,940       7,918 

Denomin

ator
  275,914   275,914   275,914   275,914   276,133   276,133   276,133   276,133   276,431 

-254

-0.8%

£378,460 £1,490 National average cost of non-elective admission1. 

The figures above are mapped from the following CCG operational plans. If any CCG plans are updated then the white cells can be revised:

Q4 

(Jan 14 - 

Mar 14)

Q1

(Apr 14 - 

Jun 14)

Q2

(Jul 14 - 

Sep 14)

Q3

(Oct 14 - 

Dec 14)

Q4 

(Jan 14 - 

Mar 14)

Q1

(Apr 14 - 

Jun 14)

Q2

(Jul 14 - 

Sep 14)

Q3

(Oct 14 - 

Dec 14)

8,470      8,721      8,570      8,727      0.6% 0.6% 55           57           56           57           1

6,989      6,827      6,189      6,465      1.1% 0.8% 79           77           70           73           2

7,207      7,118      7,098      7,226      2.3% 2.0% 168         166         166         169         3

4,181      4,246      4,006      4,031      0.4% 0.2% 18           18           17           17           4

7,849      7,703      7,740      7,810      98.4% 96.3% 7,727      7,583      7,620      7,689      5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

100% 8,046      7,901      7,927      8,004      Total

  Q4

(Jan 16 - 

Mar 16)

Rationale 

for 

red/ambe

r ratings

Total non-elective admissions 

in to hospital (general & 

acute), all-age, per 100,000 

population 

P4P annual change in 

admissions

NHS Sunderland CCG

P4P annual change in 

admissions (%)

P4P annual saving

Contributing CCGs

CCG  baseline activity (14-15 figures are CCG 

plans)

% CCG 

registered 

populatio

n that has 

resident 

populatio

Contributing CCG activity

NHS Durham Dales, Easington and Sedgefield CCG

NHS Gateshead CCG

NHS North Durham CCG

NHS South Tyneside CCG

% 

Sunderlan

d resident 

populatio

n that is in 

CCG 

Please complete the five white cells in the Non-Elective admissions table. Other white 

cells can be completed/revised as appropriate.

Metric

Baseline (14-15 figures are CCG plans) Pay for performance period
  Q4

(Jan 14 - 

Mar 14)

  Q1

(Apr 14 - 

Jun 14)

  Q2

(Jul 14 - 

Sep 14)

  Q3

(Oct 14 - 

Dec 14)

  Q4

(Jan 15 - 

Mar 15)

  Q1

(Apr 15 - 

Jun 15)

  Q2

(Jul 15 - 

Sep 15)

  Q3

(Oct 15 - 

Dec 15)

Appendix 3 
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Sunderland Red triangles indicate comments

Planned deterioration on baseline (or validity issue)

Planned improvement on baseline

Residential admissions

Annual 

rate
       982.4        906.4        827.9 

Numerato

r
          480           462           430 

Denomin

ator
     48,755      50,973      51,940 

Annual 

change -18 -32 

Annual 

change 

(%) -3.8% -6.9%

Estimated 

savings
£467,000 £830,000

£25,950

Average annual cost of 

permanent admission to 

residential care1

Reablement

Annual %
         85.5          87.2          90.0 

Numerato

r           265           279           288 

Denomin

ator           310           320           320 

Annual 

change 14 9

Annual 

change 

(%) 5.3% 3.2%

Estimated 

savings
£0 £0

Average annual saving due 

to being at home 91 days 

from discharge2

Rationale 

for red 

rating

Please complete all white cells in tables. Other white cells should be completed/revised as 

appropriate.

Metric
Baseline

(2013/14)

Planned  14/15Planned 

15/16
Rationale 

for red 

rating

Permanent admissions of older people (aged 65 and 

over) to residential and nursing care homes, per 

100,000 population

Metric
Baseline

(2013/14)

Planned 

14/15

Planned 

15/16

Proportion of older people (65 and over) who were still 

at home 91 days after discharge from hospital into 

reablement / rehabilitation services

Appendix 3 
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Delayed transfers of care

Quarterly 

rate
       973.2     1,308.6        810.3        342.5        374.5         404.8         473.8             342.4         336.5         363.7         425.7         307.6 

Numerato

r
       2,156        2,899        1,795           759           830            897         1,050                760            747            807            945            684 

Denomin

ator
   221,536    221,536    221,536    221,603    221,603     221,603     221,603         221,987     221,987     221,987     221,987     222,355 

Delayed transfers of care (delayed days) from hospital 

per 100,000 population (aged 18+).

  Q3

(Oct 14 - 

  Q4

(Jan 15 - 

  Q1

(Apr 15 - 

  Q2

(Jul 15 - 

  Q3

(Oct 15 - 

  Q4

(Jan 16 - 

Metric

13-14 Baseline 14/15 plans 15-16 plans

 Q1

(Apr 13 - 

 Q2

(Jul 13 - 

 Q3

(Oct 13 - 

 Q4

(Jan 14 - 

  Q1

(Apr 14 - 

  Q2

(Jul 14 - 
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Dear Louise, 

 
 

 
We have reflected upon the very positive and encouraging feedback in your letter of 12th 
May 15, particularly the 4 areas you identified for further exploration. We have set out below 
our thinking to date, and the actions we have taken since the national Vanguard team visit 
and following our own participation in peer site visits, which have been invaluable. 
We have developed the draft timelines for delivery of the 3 work streams as far as we can at 
this point, developed the governance & accountability arrangements underpinning them and 
set out the support we need from the national team alongside requests for funding to support 
the programme. 
: 

1. The scope of the model which we are focusing on as part of the Vanguard 
process and particularly what we are planning to achieve in 2015/6. 
Following the visit of the national Vanguard team, partners have explored 
further the scope of the planned developments in out of hospital care. The three 
workstreams described in the original bid remain at the core of the 
developments, with an outcome based contract with one lead provider and 
associated whole system IT underpinning the service developments.  

 
The three workstreams are: 

 Enhanced primary care at scale 

 Community integrated teams including community connectors 

 Recovery at home. 
 
The draft milestones for delivery in year 1 (2015/16) are to be agreed at the early June 
Provider Management Board.  See appendix i.  

 
2. Core leadership team, supporting work groups, governance 

arrangements. 
The CCG led multi agency Out of Hospital Programme  Board has, until the end of 
March 2015, been leading the development of the Out of Hospital model and 
associated business cases,  and recommending decisions to the CCG Executive 
Committee under the scheme of delegation. From April 15, responsibility for delivery of 
the model within current contracts and agreed business cases and any associated 
decisions transferred to a new Community Provider Management Board. 

Appendix 5 

Pemberton House 
Colima Avenue 

Sunderland 
SR5 3XB 

 
Tel: (0191) 512 8484 

www.sunderlandccg.nhs.uk 
27

th
 May 2015 
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 From April 2015 the CCG and the Local Authority have pooled all the out of 
hospital budgets into one pool under the Better Care Fund (BCF), supported by 
a section 256 agreement. This will be overseen by a new Health & Social Care 
Integration Board (first meeting took place in April 15). Whilst the new Board is 
bedding down, and in light of the risks in moving from a commissioner led 
design to provider led delivery, the Out of Hospital Programme Board will 
remain with a reduced membership in order to assure commissioners that 
providers are progressing delivery at pace and to offer support with any barriers 
experienced. It will also make the final decisions around the best use of any 
national transformation support, although this will be built on continual 
engagement with the Providers. The Board will also continue to progress 
elements of the Out of Hospital model that have not yet received a lot of 
attention to date eg community resilience and self care. 
In time, and no later than April 2016, it is anticipated that the Provider Board will 
be responsible directly to the new Health & Social Care Integration Board. 
However, the governance arrangements surrounding the BCF schemes are 
currently being reviewed as they encompass more than the focus of the 
Vanguard Care model eg the Learning Disabilities transformation programme. 
 

The Community Integrated Provider Board is in place with the support of the    
CCG and the Local Authority.  The chair of the Provider Board is Steve   
Williamson, Chief Operating Officer of South Tyneside Foundation Trust. The  
Vice Chair is Philip Foster, Chief Executive of Sunderland Care & Support.  
Other Board members are senior officers of the 2 GP Federations.  
Northumberland, Tyne & Wear FT and City Hospitals, the Carers Centre and  
AgeUK. The CCG and the Local Authority are also Board members.  
 
The Provider Board is supported in its delivery of the milestones by three key 
workstreams linked to primary care, integrated community teams & Recovery at 
Home. 
 
Discussions about the proposal to appoint a Head of Vanguard Delivery on 
behalf of the Provider Board to enhance the current transformation and 
programme office support are ongoing. Interim arrangements will be put in 
place and the current team will continue to support delivery until the new 
arrangements are concluded. 
The £150,000 offered by the Vanguard team would support the interim 
arrangements & appointment of  this leadership role, setting up the core team 
in one office space including IMT & supporting provider organisations to  
release more staff to contribute to Vanguard Project transformation & delivery. 
 

 
New terms of reference for the Provider Board and amended terms of reference 
for the Out of Hospital Board are being drafted.  The draft governance 
framework relevant to the Vanguard developments is attached at appendix ii. 
 

3. Development of a central PMO function. 
The Vanguard project management office (VPMO) is in development. The functions 
will  include 
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 Transformation resources ie skills in use of North East Transformation 
System methodology 

 Commissioning skills & capacity 

 Programme development facilitators (secondees) 

 Operational management skills & capacity 

 Project support ie Prince 2 skills & capacity 

 Administrative support. 
 

The Project Management function will combine a core team with access to skills & 
capacity in partner organisations. It will have a shared work programme which 
interfaces with partner organisations transformation workstreams. 
The  Head of Vanguard delivery will be appointed to lead the operationalisation of the 
Vanguard workstreams. 
The core team will initially come together in the CCG Pemberton House base with 
the aim of moving together to Leechmere provider base as soon as possible. 
 

4. Support required from the national programme. 
The Vanguard support & funding plan attached at appendix iii sets out the 
further investments required to support Sunderland to progress out of hospital 
care, and identifies the support required from the New Care Models 
Programme to help us achieve our goals. 

 
 
 

Yours Sincerely,  
 

Chief Operating Officer 
South Tyneside NHS Foundation Trust  
& Chair of Provider Management Board 
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Appendix i 
 Enhanced primary care at scale   

 Milestone Completion Date Who 

Primary care strategy 

1 Practice ownership of city wide strategy 31/7/15 CCG & practices 

 Final strategy 31/10/15 CCG & practices 

2 Sunderland Alliance & Washington 
Federation representing practices in 
workstreams 

30/7/15 Alliance & Federation 

3 Organisational development to embed a 
collective & collaborative culture within the 
independent businesses that comprise 
primary care. 

30/9/15 Alliance & Federation 

4 Development of business plans to ensure 
sustainable federations. 

31/12/15 Alliance & Federation 

    

 
 
 Integrated community teams   

 Milestone Completion Date  Who? 

Governance and Structure for Mobilisation  

1 Finalise structure and governance for 
Mobilisation  

30/6/15 Provider Board 

2 Consultation and Engagement with 
Locality Design Teams via a citywide event  

 

20/5/15 Provider Board 

COMPLETED 

Delivery of CIT including Care Homes  

3 Develop citywide CIT Implementation 
Plan, including  

 Vision, 

 Governance,  

 Agreed risk stratification  

 Emergency Health Care plan 

 Data sharing 

 MDT approach 

 Roll out and pace.  
NB latest roll out dates noted below per 
locality & will be reviewed to enable 
sequencing over the year. Eg it is 
suggested, but not yet agreed, that the roll 
out of the enhanced care in care homes 
elements of the CIT should be done in a 
phased approach across the city to enable 
effective recruitment to take place. 

30/6/15 CIT 

Implementation 
Group 

3.1 Coalfields 

Transition plan for Coalfields from care 
homes to delivery of CIT in community 

Recruitment of additional Nursing  GP/ 
Coordination  

Mobilisation of supporting change 

 

31/7/15 

 

31/7/15 

 

CIT Implementation 
group 
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 Integrated community teams   

 Milestone Completion Date  Who? 

initiatives ( as detailed in 6)  31/3/16 

 

3.2  Washington 

Mobilisation of CIT and Care Homes  

Recruitment of additional Nursing and GP 
for enhanced care 

Mobilisation of supporting change 
initiatives ( as detailed in 6) 

 

31/7/15 

 

31/7/15 

 

31/3/16 

CIT Implementation 
group 

 

3.3 West 

Mobilisation of CIT and Care Homes  

Recruitment of additional Nursing and GP 
for enhanced care. 

Mobilisation of supporting change 
initiatives ( as detailed in 6) 

 

31/7/15 

 

31/7/15 

 

31/3/16 

CIT Implementation 
group 

 

3.4 East 

Mobilisation of CIT and Care Homes  

Recruitment of additional Nursing and GP 
for enhanced  

Mobilisation of supporting change 
initiatives ( as detailed in 6) 

 

31/7/15 

 

31/7/15 

 

31/3/16 

CIT Implementation 
group 

 

3.5 North 

Mobilisation of CIT and Care Homes  

Recruitment of additional Nursing and GP 
for enhanced care. 

Mobilisation of supporting change 
initiatives ( as detailed in 6) 

 

31/7/15 

 

31/7/15 

 

31/3/16 

CIT Implementation 
group 

 

 

4 Delivery of Enhanced Care to all Care 
Homes in City  

31/3/16 CIT Implementation 
Group 

Enabling work streams    

5 Develop membership and  full plans for 
mobilisation for each key workstream for 
CIT and R&H 

 Contracting & Finance 

 IM&T 

 Communication and engagement 

 Outcomes and Measures 

 Premises 

 Workforce 

 Pathways 

31/7/15 Work stream leads 
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 Integrated community teams   

 Milestone Completion Date  Who? 

Summary of Major Milestone for each enabling work stream 

5.1  Contracting and finance  - Develop 
contracting model  

31/12/15 Work stream lead 

5.2 IM&T – Roll out of EMIS Community 31/7/15  

5.3  Communication and engagement  

Agree communications and engagement 
strategy 

Begin Vanguard fortnightly brief 

 

30/6/15 

April  2015 (2 briefings 
completed & circulated to 
date)  

 

Work stream lead 

Chair Provider Board 

5.4  Outcomes and Measures 

Develop and Finalise Logic Model  

Set Locality baselines & targets for 
emergency admissions as a minimum. 

 

30/6/15 

30/7/15 

 

Work stream Lead 

Work stream lead 

5.5 Premises 

Staff collocated in locality buildings 

 

30/6/15 

 

Work stream Lead 

5.6 Workforce 

‘Getting to know you’ events for collocated 
staff 

Engagement events with Care Home 
Managers 

 

Joint workforce skills and development 
strategy 

Implement Creating Capable Teams 
training 

Implement coaching & leadership 
programme 

 

 

30/6/15 

 

30/9/15 

 

31/8/15 

 

31/3/16 

 

31/3/16 

 

Work stream Lead 

5.7 Pathways  

Understand where reform of / new Clinical 
Pathways needed  

 

31/8/15 

 

Work stream Lead 

6 Ensure each supporting change initiative 
has mobilisation plan with clear 
independencies identified  

 Telehealth 

 Living well link workers 

 Pharmacy 

 Community Geriatrician 

 Dietetics SALT and Podiatry 

 Physiotherapy  and Occupational 
Therapy 
 

31/7/15 Identified Leads  
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 Recovery at Home   

 Milestone Completion Date Who? 

IT & EMIS 

1 Data collection via EMIS 31/3/16 R@H implementation 
project group 

    

 Leechmere team go live using EMIS 31/3/16 R@H implementation 
project group 

 ICAR go live with EMIS 31/3/16 GHFT & EMIS 

 Farmborough Court go live with EMIS 31/3/16 R@H implementation 
project group 

Bed base 

2 Additional staff commence in post 30/9/15 R@H implementation 
project group 

 Register Farmborough Court for nursing 31/7/15 R@H implementation 
project group 

 Standard bed model & joint working in 
operation across the city 

31/8/15 R@H implementation 
project group 

 Laurels (Time to Think beds) closes 30/9/15 R@H implementation 
project group 

Hub development 

3 New staff in post 30/9/15 R@H implementation 
project group 

 Extend hub to 24 hours 30/9/15 R@H implementation 
project group 

 Go live front end 30/9/15 R@H implementation 
project group 

 Solutions team fully operational 31/12/15 R@H implementation 
project group 

IV pathways 

4 Bronchiectasis live 31/12/15 R@H implementation 
project group 

 UTI live 31/3/16 R@H implementation 
project group 

Recovery at home 

5 Daily board rounds live 1/8/15 R@H implementation 
project group 

 Recruit additional support for Recovery at 
home 

31/12/15 R@H implementation 
project group 

 Recruit support for beds 31/9/15 R@H implementation 
project group 

GP out of hours 

6 GP OOH live & co located 31/10/15 R@H implementation 
project group 
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Version 1.3

(Draft)

Version 1.3

(Draft)

Out of Hospital Programme Board

Implementation Project Group
(Integrated Teams)

GP Clinical Lead – Chair
SCCG Management Lead(s)
Primary Care Group Representatives x 2(TBN)
Localities Representatives x 5 (TBN)
STFT Representative (TBN)
LA Representative (TBN)
CHS Representative (TBN)
NTW Representative (TBN)
AHP Representative (TBN)
Age UK & Carers Representative(s)
Project Management Support

Implementation Project Group
(Recovery at Home)

SC&S Representative – Chair
STFT Representative – Vice Chair
GP Clinical Lead
SCC Operational Lead x 2
GHFT Operational Lead
CHS Operational Lead x 2
Primary Care Group 
Representatives x 2(TBN)
SCCG Management Lead
Project Management Support

Implementation Project 
Group

(Enhanced Primary Care)
Membership (TBN)  
Chair 
Primary Care Group 
Representative(s)
SCCG Representative
Pharmacist 
Plus other Providers to be 
agreed

Sunderland Integrated Community Services Provider Board Vanguard 

Implementation

Vanguard 

Operationalisation

Head of 

Commissioning & 

Reform

Deputy Chief Officer

Management Leads

Integrated Teams & 

Recovery at Home

Programme 

Development 

Faciltators

Locality 

Commissioning 

Managers

Programme 

Development 

Facilitators

Vanguard Assurance
Governance – Vanguard Programme

Enablers

Patient Pathways

Outcomes/ 

Measures

Workforce & OD

IM&T

Contracting/ 

Finance

Communications 

& Engagement

Premises

Locality Delivery Teams x5 

Coalfields

North 

Washington

West 

East

Gp Practices 
CM/DN

Social Care Teams 
Age UK

Voluntary Sector
Carers

Providers

Local Authority 

CHS

STFT 

NTW

PC Group 

Appendix ii 
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Appendix iii 
Response to Vanguard Team following visit to Sunderland  2015. 

Theme Vanguard support required Year 1 Year 2 Year 3 

Programme 
management & 
development 

1. Funding to provide capacity to develop the programme 
management function across providers including establishing a 
joint base & Head of Vanguard delivery post. 

2. Funding to provide Creating capable teams training, leadership 
development & coaching to support integrated working. ¹ &². 
Funding development of a culture promoting self care.  

3. Development of the Provider Board & project management 
team culture & ways of working. 

£150,000 
 
 
£480,000 
 
 
£150,000 
 
 
 
 
 
 
 
 
 

£150,000 
 
 
£480,000 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 ¹Leadership & coaching. 60 coaching programmes = £300k per annum. 
²Creating Capable Teams 15 teams x 10 days over 2 years = £180k per 
annum. 
 
 

 
 

   

  £780,000 £630,000  

Develop the Primary 
Care workstream at 
pace & scale. 

We require funding  to support engagement of primary care to be part of 
ICTs & R@H and develop enhanced primary care for other patient cohorts. 
We require funding for transition costs for primary care transformation & 

£300,000 
 
 

£300,000 
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workforce development.  
£200,000 
 
 
 
 
 
 

 
£200,000 

  £500,000 £500,000  

Develop an outcome 
based contract with 1 
Lead Provider 

There will be regulatory questions which the national team will need to 
unblock including moving to an outcome based contract & an approach to 
capitated payment. 
Legal advice will be required regarding protecting the collaborative approach 
to partnership. 
We require funding to provide local skills/capacity to lead the outcome based 
contract development.. 

 
 
 
 
 
 
£80,000 

 
 
 
 
 
 
£80,000 

 

  £80,000 £80,000  

Sustain specialist 
health &  care 
resources until the 
community 
developments are fully 
implemented 

We require funding to sustain intermediate care bed resource whilst Time to 
Think beds are closed. 
 
We require funding to pump prime specialist community geriatrician capacity 
in the community frailty pathway 

£790,000 
 
 
 
£300,000 

£293,000 
 
 
 
£300,000 

 

  £1,090,00
0 

£593,000  

Information 
Governance & 
Information Systems 
whole system 
development. 
(Narrative attached at 
Appendix iv ) 

Technology roadmap across Sunderland 
Build upon existing BI capabilities & infrastructure 
Mobilise the integration roadmap across the city 
New technology pilots 
Business change & training 
Enhanced summary care record 
Shared programme management platform 
 
 

£60,000 
£380,000 
£300,000 
£150,000 
£250,000 
£250,000 
£150,000 
 
 
 

£60,000 
£380,000 
£300,000 
£150,000 
£250,000 
£250,000 
£150,000 
 
 
 

 
£380,000 
£300,000 
 
£250,000 
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  £1,480,00
0 

£1,480,00
0 

£950,000 

Modelling, evaluation 
& metrics. 

Build a hypothesis which describes what we are putting in place & what the 
outcomes for patients will be through  
working with the Vanguard Team to agree our Logic Model which will 
determine our metrics & information flows. 
 
Model activity/workforce capacity & skills/income & expenditure to support 
the development of the services & inform patient outcomes 
 
We will need national resources to be available locally to lead this work. 
 
We will need local resources for business intelligence skills/ capacity 
 

 
 
 
 
 
 
 
 
 
 
 
£125,000 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
£125,000 
 
 
 
 
 
 
 
 
 

 

  £125,000 £125,000  

Patient & public 
engagement 

We require funding to commission a 3rd sector organisation to lead patient & 
public engagement to inform delivery of the ICTs & R@H with primary care. 
 

£200,000  
 
 
 
 
 
 

£200,000 
 
 
 
 
 
 

£200,000 
 
 
 
 
 
 

  £200,000 £200,000 £200,000 

Workforce National Vanguard  to Influence national workforce development 
organisations & Royal Colleges. 
We also require funding to provide local capacity & expertise to develop the 
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new workforce model for the health & care workforce. 
 
We require funding to provide training costs, operational cover & backfill for 
nursing, therapies, social care, pharmacy and GPs through the transitional 
period of implementation. 

£80,000 
 
 
£1,850,00
0 

£80,000 
 
 
£1,850,00
0 

  £1,930,00
0 

£1,930,00
0 

 

Communications Funding to develop & deliver a comprehensive communications & 
engagement strategy to support delivery of Vanguard. 

£200,000 £200,000  

  £200,000 £200,000  

Providing guidance & 
support to other MSCP 
sites 

Funding to support other Vanguard sites through face to face/ telephone/e 
mail activities & visits. 
Host visits from other sites to Sunderland as required by the national team. 

£20,000 £20,000  

  £20,000 £20,000  

Total bid  £6,405,00
0 

£5,758,00
0 

£1,050,00
0 
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Appendix iv. Narrative to support bid for funding for development of Information Governance & Information Technology. 

1. Technology Roadmap across Sunderland 

  
Activity to co-ordinate a baseline  position across Sunderland health and social care community in terms of current information 
systems, infrastructure and projects  along with future  strategy and plans for each of the individual organisations.  The work will 
incorporate both commissioning / business intelligence and direct patient care information systems and information flows.   
 
  
The outputs will be; 
  
 A baseline position  across the city based 
 Information flows that will support integrated working and BI requirements 
 A gap analysis of the challenges to support the future integrated working requirements and BI requirements 
 A roadmap showing the developments, timeline  and dependencies across the city that will deliver the components requirements for 

integrated working and BI 

  
Support in the form of business analysis and project management resource to co-ordinate and document this activity is required. 
  
Estimated costs are £60K and the resource would come from the commissioning support service / EMIS QI.  It is envisaged that 
EMIS as a key technology supplier  to Sunderland with strong links to the other main suppliers in Sunderland such as Meditech 
will be able to provide capability and capacity to expedite the integration / interoperability agenda and the vanguard status of 
Sunderland will be able to  
  
  

2. Build upon existing BI capabilities & Infrastructure 

  
Sunderland has a number of distinct sources of data and to support commissioning intelligence and also direct patient 
care.  However these are segmented across different organisations.  National and local NHS data flows are held by HSCIC, Data 
Services for Commissioners Regional Office (DSCRO) , North East Commissioning Support  (NECs) and the CCG in 
anonymised, pseudonymised and clear data. While a plethora of data is also held within the Palantir (https://www.palantir.com/) 
system hosted on behalf of Sunderland by the council.   
  

https://www.palantir.com/
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Enabling data to flow across organisations and between systems is complex and needs to be done in line with the requirements 
of Information Governance.  In order to IG not to become a barrier and establish a sound and robust environment for enabling 
data to be shared requires some IG expertise from HSCIC/NHSE and a closer link to some of the national work underway such 
as HSCIC DSCRO processing social care data.  The Vanguard project needs access to either HSCIC/NHSE resources or 
specialised IG support services such as Apira (on Government  Cloud Framework) at an estimated cost of £80K. 
  
http://www.apira.co.uk/filestore/file/GCloud6/G%20Cloud%206%20Information%20Governance%20Services.pdf 
  
Establishing the IG framework is challenging, however once understood the challenge is to mobilise the agreed design and 
enable the required data flows, some of which exist and some of which will need to be developed with system suppliers and will 
involve  infrastructure, solutions and consultancy from key suppliers such as EMIS and Palantir.  Estimated cost £300K 
  
  

3. Mobilise the Integration Roadmap across the city 

  
This work will put in place the solutions and infrastructure / services to enable the interoperability of clinical information systems 
to support integrated ways of working required for the vanguard model.  Funding will be required to analyse the information flows 
that require support and  develop /deploy the technology and solutions.  This work can not be done without the involvement of 
clinical system suppliers and HSCIC to ensure open standards are used and the learning from the work can be shared in other 
communities.  EMIS as the main supplier / integrator will be integral to this work along with Meditech and Swift / 
Liquidlogic.  Estimated costs are £300K 
  
  

4. New Technology Pilots 

  
The vanguard model will enable care to be delivered in in new ways with technology at the heart of enabling this.  There are a 
large number of technology partners that work with the main suppliers within Sunderland.  Understanding the capability of their 
products and services will support further advances in ways of working ranging from solutions such as  mobile 
working,  knowledge / decision support and video conferencing will be piloted to inform further business case for 
investment.  Estimated cost £150K 
  
  

http://www.apira.co.uk/filestore/file/GCloud6/G%20Cloud%206%20Information%20Governance%20Services.pdf
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5. Business Change & Training  

  
Putting the technology in place to support new ways of working will not deliver the expected benefits unless staff are taken 
through a structured business change process.  Accelerating the deployment to achieve and prove the vanguard model works 
requires additional capacity in the form of business change and training resource on the ground.  The estimated costs of this is 
£250K 
  
  

6. Enhanced Summary Care Record 

  
Discussions with the HSCIC SCR team show that Sunderland is in a good position to move forward with enhanced SCR records 
to support Emergency Care Plans and Special Patient Notes,  both of which would enhance the vanguard model.  The funding 
required to support this is estimated at £250K for project management, deployment and training / communications as a distinct 
project to be supported via NECS.  
  

7. Commissioning collaboration platform 

 
The aim is to move to a shared platform in order to ensure the robust management of programmes / projects moving 
forward.  The proposed software will bring significant benefits including more robust planning, better budget management, 
appropriate resource allocation, significantly improved communication across organisations, quality management of project 
documentation as well as improved identification and management of risks.  The proposed software will also provide enhanced 
reporting providing greater assurance on the delivery of plans.  We anticipate that this development will cost in the region of 
£150k.   
 

 
 
Yours Sincerely,  
 
Chief Operating Officer 
South Tyneside NHS Foundation Trust  
& Chair of Provider Management Board 
  

Appendix 2.  Governance - Vanguard programme 

 



Sunderland Vanguard Programme Plan 2015-16

June July August September October November December January February March

N/a Project: Recovery at Home

Vision, engagement and model development

Implementation Group established

Team working to define roles and use of resources

Single point of access workshop

Commence Therapies Review

RAC team co-located at Leechmere

Commence mobilisation of GP Out of Hours service

Begin work on IV pathways

Staff resource in place in hub to support 24 hour working

Single point of access go live

Implement Performance and Measures Framework and commence 

regular reporting

Extend hub to 24 hour working

Solutions team incorporated into R@H

Registration  of Farmborough Court for nursing

Staff resource in place to deliver IV pathways

Bronciechtases pathway in development

Bronciechtases pathway in place

UTI pathway in development

UTI pathway in place

Evaluate impact 

N/a Project 2: Community Integrated Teams

GP Group established

Task and finish Groups established

Workshop with Care Home Managers

Getting to Know you sessions

Recruitment of additional nurses

Recruitment of Living Well Link Workers

Develop job descriptions for Care Home Nurses

Risk stratification development work commenced

Commence IG workstream

Team co-location

Roll out of risk stratficiation across General Practice

Go live with MDTs

Develop MDT Co-ordinator roles and responsibilities-tbc

MDT Co-ordinators in place-tbc

Living Well Link Workers in place-tbc

OD support and development- tbc

Performance management-tbc

4 and 5 Project 3: Primary Care at Scale

Time in Time Out session

Development session with Transformation Board

Begin development of Primary Care Strategy

Develop service specification

Roll out GP sessions-tbc

Primary Care Strategy developed

Model for enhanced Primary Care developed

Development Plan with Practices agreed

Recruitment Plan in Place for GPs

1 Programme Management and PMO

Staff seconded from Provider Organisations to support delivery

Head of Vanguard Delivery appointed

Remaining PMO staff appointed

PMO Operational

Team development for PMO staff

Operational policies and procedures agreed

Review the first three months of operations

Agree PMO structure and resourcing for 2016/17

2 Development of capable teams

Programme level

Programme level OD plan developed

Dedicated OD resources identified work plan agreed

2015 2016
Vanguard 

funded 

Scheme 

No. Milestone Lead Manager

Indicative financial 

allocationInvestment Source

Philip Foster and 

Angela Farrell 

Fadi Khalil and 

Penny Davison
£2,403,446

£4,830,306

Steve Williamson

£480,000

2015/16 Vanguard 

Investment

2015/16 Vanguard 

Investment

Additional Recurrent 

CCG Investment

Additional Recurrent 

CCG Investment

Jon Twelves and 

Jackie Spencer
£500,000

2015/16 Vanguard 

Investment

Kerry McQuade 

£300,000 (including 

initial £150,000 start up 

investment)



Coaching Plan developed

Perform methodology implemented

Huddles implemented

Evaluate impact 

Self Care develpoment

Establish self-care task and finish group to oversee development and 

roll out of programme

Task group to , agree logic model , scope and develop programme, 

plan and oversee roll out. 

Self care development rolled out in two localities

3 Development of the Provider Board

Establish Provider Board

Scope specialist OD support required to Provider Board

OD Plan for Provider Board

Agree and implement OD plan for Provider Board

Agree Future Development Plan

6 Development of an outcomes based contract

Proposals developed on organisational form

Draft outcomes based contract shared with Provider Board

Specialist Health and Social Care Resources

7 Time to Think Beds

Time to Think Beds Laurels Care Home beds

Time to Think beds Village Care Home

8 Community Frailty Pathway

Promotion of Specialist Community frailty offer

Specialist service established

Service evaluated

Information Governance and Information Systems 

9 Technology Road Map

City wide Informatics Group established

Complete mapping of baseline capacity and capability

Version 1 of Health and Social Care technology map

10

Build upon existing business intelligence capabilities and 

infrastructure

Perform IG assessment and proposed dataflow

IG framework developed (linked to national IG work stream)

Technical design agreed

11 Mobilise integrated roadmap across the city

High level data flow map complete

Initiation of integration enabler projects complete 

12 New Technology Pilots

Engagement with concept generators and solution providers complete 

Bids assessed and funding awarded 

Projects start evaluation  

13 Business Change and Training

Team mobilised and engaged supporting Vanguard design groups

14 Enhanced Summary Care Record

Rationalisation of care plans mapped started

Datasets and dataflow mapped across existing systems with gap 

analysis 

Data collection tools developed

15 Shared Programme Management platform

Milestones in development

16 Evaluation and the logic model

Completion of first draft Logic Model for Vanguard Work streams

Appoint Analyst/ evaluation post

Development of evaluation, measures and metrics framework and 

timelines

Begin data collection

Engagement and reporting to the national team

18 Local Capacity and Workforce Model

Co-ordinated Workforce group across Provider Organisations to 

support integrated delivery

Engage with Workforce Leads and HENE

Engage with Care Academy

£300,000

£80,000

£125,000

£60,000

£380,000

£300,000

£150,000

£250,000

£250,000

£150,000

2015/16 Vanguard 

Investment

Steve Williamson

£480,000
2015/16 Vanguard 

Investment

Steve Williamson 

and Kerry 

McQuade 

Penny Davison

£150,000
2015/16 Vanguard 

Investment

Tbc

2015/16 Vanguard 

Investment

2015/16 Vanguard 

Investment

2015/16 Vanguard 

Investment

2015/16 Vanguard 

Investment

2015/16 Vanguard 

Investment

2015/16 Vanguard Investment

Ian Holliday £80,000

Angela Farrell £790,000
2015/16 Vanguard 

Investment

Angela Gillham 

and Angela Farrell

Scott Watson

Penny Davison, 

Mary Spearman 

and Kerry 

McQuade

2015/16 Vanguard 

Investment

2015/16 Vanguard 

Investment

2015/16 Vanguard 

Investment

2015/16 Vanguard 

Investment



Plan developed-tbc

19

Training costs, operational cover & backfill for nursing, 

therapies, social care, pharmacy and GPs through the transitional 

period of implementation.

Some training iniatied for operational staff

Training plan developed

Training ongoing

Training evaluated

20 Communications and Engagement 

Appoint dedicated Communications support

Undertake Stakeholder mapping

Engagement plan finalised

Key messages developed and agreed

Appoint dedicated PR support

17 Patient and Public Engagement

Posts advertised

Staff recruited

Engagement commences

Agreement of further milestones

21 Engagement with other Vanguard sites/ national programme

Attendance at Expo Event

Engagement in Study Trips- tbc

Engagement with other Vanguard sites/ national programme

£20,000

£200,000

£1,850,000

£80,000

£200,000

Tbc 2015/16 Vanguard Investment

Tbc

Debbie Cornell 

and Karry 

McQuade

Kerry McQuade 

and Ian Holliday

Alan Patchett

2015/16 Vanguard 

Investment

2015/16 Vanguard Investment

2015/16 Vanguard 

Investment

2015/16 Vanguard Investment



Item 9.3

NHS Sunderland CCG 

Proposed phasing of Vanguard Funding

Total Allocation (£) 6,465,000  

2015/16 

Month 7

2015/16 

Month 8

2015/16 

Month 9

2015/16 

Month 10

2015/16 

Month 11

2015/16 

Month 12
Proposed Phasing of Allocation (£) 1,077,500  1,077,500  1,077,500  1,077,500  1,077,500  1,077,500  
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CATEGORY OF PAPER  

Proposes specific action            

Provides assurance   

 
GOVERNING BODY MEETING 

29th September 2015 

 
Report Title 
 

 

Annual Audit Letter 2014/15 

 
Purpose of report 

 
This is the external auditor’s Annual Audit Letter for 
2014/15. The purpose of this document is to 
summarise the outcome of the audit of NHS 
Sunderland Clinical Commissioning Group’s (the 
CCG) 2014/15 financial statements and the external 
auditor’s work on the value for money conclusion.   
 

 
Key issues, assurances and risks 
 

The report highlights: 
 

 the unqualified opinion given on the 2014/15 
financial statements;  

 the unqualified value for money conclusion; 
and 

 summarises the future (financial) challenges 
facing the CCG.  
 

This report is the year-end annual report the auditors 
are required to produce under the audit regime.  It 
essentially expands upon the key messages and 
challenges facing the CCG, as already reported in 
their Audit Completion Report for 2014/15 (as 
presented to Governing Body Members on 26th 
May).  
 
The Audit Committee, as set out in its terms of 
reference, has considered the Annual Audit Letter at 
its 1st September meeting and has recommended it 
was submitted (with minor typographical changes 
now made) to the Governing Body for approval and 
to authorise its publication on the CCG’s external 
website.  
 

 
Recommendation/Action Required 
 

To note the Annual Audit Letter of the external 
auditors, Mazars and approve it for publication on 
the CCG’s external website in line with best practice. 
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*CCG Corporate Objectives 
 

 

Sponsoring Governing Body member  
(where relevant) 

David Chandler, Chief Finance Officer 

Report Author 

To be presented by David Chandler, Chief Finance 
Officer 
 
Report authors: 
Diane Harold, Senior Manager and Cameron 
Waddell, Director 
Mazars LLP 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 
All, by virtue of overarching governance aspects 

of external audit.  

CO1 CO2 CO3 CO4 CO5 CO6 
      

Any relevant legal/statutory issues No 

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

Not applicable 

Any information governance issues  Not applicable 

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

Not applicable 

 
Equality Impact Assessment completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources needed? 
 

 
Not applicable 
 

 
Has there been appropriate clinical 
engagement?  
 

Not applicable 

 
Any impact on patient outcomes? 
 

Not applicable 

 
Has there been member/stakeholder 
engagement if needed?   
 

Not applicable 
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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 Draft 09/09/2015 DH draft 

2.0 Draft 11/09/2015 Submitted by DC to TS for QA review 

3.0 Final  14/09/15 Post QA review & final DC review 
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Group 
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Mazars LLP 

Rivergreen Centre 

Aykley Heads 

Durham 

DH1 5TS 

 

 20 June 2015 

 

The Governing Body 

NHS Sunderland Clinical Commissioning Group 

Pemberton House 

Colima Avenue  

Sunderland 

SR5 3XB 

  

  

Dear Governing Body Members 

Annual Audit Letter 2014/2015 

I am delighted to present to you our Annual Audit Letter for the 2014/15 audit year. The purpose of this document 

is to summarise the outcome of the audit of NHS Sunderland Clinical Commissioning Group’s (CCG) 2014/15 

annual accounts and our work on the value for money conclusion.  

We carried out our audit in accordance with the Code of Audit Practice for NHS bodies as issued by the Audit 

Commission and delivered all expected outputs in line with the timetable established by NHS England.  

I would like to express my thanks for the assistance of the CCG throughout the year, both Committee Members 

and in particular the finance team.  

If you would like to discuss any matters in more detail then please do not hesitate to contact me on 0191 383 

6314. 

Yours faithfully 

  

  

  

Cameron Waddell 

Mazars LLP 
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Our reports are prepared in the context of the Audit Commission’s ‘Statement of 

responsibilities of auditors and audited bodies’. Reports and letters prepared by 

appointed auditors are addressed to Governing Body members, Lay Members, 

Directors, or Managers are prepared for the sole use of the audited body and we 

take no responsibility to any Governing Body member, Lay Member, Director or 

Manager in their individual capacity or to any third party. 

Mazars LLP is the UK firm of Mazars, an international advisory and accountancy 

group. Mazars LLP is registered by the Institute of Chartered Accountants in 

England and Wales. 

Key messages 

Financial statements 

Securing economy, efficiency and 

effectiveness (the VfM conclusion) 

Future challenges 

Fees and closing remarks 
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01 

Key messages 

This Annual Audit Letter 

summarises the findings 

from our 2014/15 audit 

of NHS Sunderland 

Clinical Commissioning 

Group (the CCG) 
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Key messages 

In 2014/15 our audit of the CCG was made up of three elements: 

• auditing your financial statements including a review of the Annual Governance 

Statement and Annual Report including auditing certain sections of the Remuneration 

report; 

• assessing arrangements for achieving value for money (VfM) in your use of resources; 

and 

• reporting to the CCG that its consolidation information was consistent with the audited 

statements.  

 

We reported the detailed findings from our audit work to those charged with governance 

(members of the Audit Committee) in the Audit Completion Report on 26 May 2015. 

The key conclusions for each element are summarised below: 

 

Audit of the financial statements 

We issued an audit report including an unqualified opinion on the CCG’s financial statements 

on 27 May 2015. The audit progressed smoothly and identified only a small number of errors, 

with no significant issues or material errors. The draft financial statements were of a good 

quality as were the standard of supporting working papers.  

 

Value for money 

We carried out sufficient, relevant work, in line with the Audit Commission’s guidance, so that 

we could conclude on whether you had in place, for 2014/15, proper arrangements to secure 

economy, efficiency and effectiveness in your use of the CCG’s resources. 

We were required to consider two specified criteria: 

• the CCG has proper arrangements in place for securing financial resilience; and 

• the CCG has proper arrangements for challenging how it secures economy, efficiency 

and effectiveness. 

We issued an unqualified value for money conclusion on 27 May 2015. 

 

Consistency report 

On 27 May 2015 we reported to the CCG that the consolidation information it submits to 

NHSE (which NHSE consolidates to prepare its own accounts) was consistent with the 

audited accounts. 
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02 

Financial 

statements 

The CCG produced 

good quality accounts. 

This supported an 

efficient audit and we 

issued an unqualified 

opinion before the 

deadline 
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Financial statements 
Audit of the financial statements 

We audited the CCG’s financial statements in line with auditing standards and we reported 

the detailed findings of the audit to the 26 May 2015 Audit Committee in our Audit Completion 

Report and subsequent follow-up letter. We issued an audit report including an unqualified 

opinion on the CCG’s financial statements and the remuneration report on 27 May 2015. This 

enabled the CCG to submit its audited annual report and accounts to NHS England before 

the 29 May 2015 deadline.  

 

Preparation of the accounts 

The CCG presented us with draft accounts in accordance with the national deadline which 

were of a good quality, as was the standard of supporting working papers which were made 

available from the start of the audit fieldwork. Other supporting evidence was produced on a 

timely basis throughout the audit.  

 

Issues arising from the audit of the accounts 

The audit progressed smoothly and identified only a small number of errors, with no 

significant issues or material errors. The Acting Chief Finance Officer amended the draft 

accounts for a small number of disclosure changes identified during the audit. These were 

primarily to improve the presentation of the accounts and were not a reflection of poor 

processes by the CCG. 

 

Annual Report 

We reviewed the draft of the CCG’s annual report and did not highlight any significant issues. 

A few amendments were made to the Remuneration Report. 

 

Annual Governance Statement (AGS) 

The AGS is drafted by the CCG to provide assurance to the reader over how it is managed 

and how it has dealt with risks in the year. We reviewed the AGS to see whether it complied 

with relevant guidance and whether it was misleading or was inconsistent with what we know 

about the CCG. We found no areas of concern to report in this context.  

 

Regularity opinion 

We give our opinion on whether you have used the CCG’s money as Parliament intended and 

whether you have done so in accordance with the various authorities governing the 

transactions. Our work did not identify any issues and we issued an unqualified regularity 

opinion on 27 May 2015. 

 

Weaknesses in internal control  

Our work on the CCG’s financial systems identified no significant weaknesses in internal 

control. 

  

Consistency report 

On 27 May 2015 we reported to the CCG that its consolidation template was consistent with 

the audited accounts. 
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Securing 

economy, 

efficiency and 

effectiveness 

(the VfM 

conclusion) 

Our work shows the 

CCG maintained proper 

arrangements for 

securing VfM in its use 

of resources during 

2014/15  
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The VfM conclusion 

For 2014/15, we were required to give a statutory conclusion on the CCG’s arrangements to 

secure value for money (VfM) in its use of resources, based on the two specified reporting 

criteria, as set out below.  

 

 

 

 

Criteria Focus of the criteria 

The CCG has proper 

arrangements in place for 

securing financial resilience. 

The CCG has robust systems and processes to manage financial risks and 
opportunities effectively, and to secure a stable financial position that 
enables it to continue to operate for the foreseeable future. 

 

The CCG has proper 

arrangements for 

challenging how it secures 

economy, efficiency and 

effectiveness. 

The CCG is prioritising its resources within tighter budgets, for example by 
achieving cost reductions and by improving efficiency and productivity. 

 

As part of our work, we also: 

• review your annual governance statement; 

• review the work of other relevant regulatory bodies or inspectorates to the extent the results 

of the work have an impact on our responsibilities (none in 2014/15); and 

• carry out any risk-based work we determined to be appropriate (none in 2014/15). 

 

Like other public sector bodies, the CCG faces a number of challenges and in light of these we 

reviewed the CCG’s arrangements for managing financial risks and securing a stable financial 

position. 

 

The table overleaf shows commentary alongside each aspect of the two criteria along with a 

rating. This is followed by a reality check section. All are green indicating that the expected 

arrangements were found to be in place in each area and an unqualified VfM conclusion has 

been issued. 
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The VfM conclusion – financial 

resilience 

   
 

Criterion Aspect Commentary on arrangements In place? 

Arrangements 
for securing 
financial 
resilience 

Financial 
Governance 

 

 

 

 

 

 

 

The CCG is in a comparatively strong financial 
position and was able to deliver a surplus position 
of £19.119 million as planned and agreed with NHS 
England.  
A strong finance team is in place with good 
capacity.  
The CCG has further developed its governance 
arrangements to assume full delegated 
responsibility for commissioning primary care 
services and for the first year of the operation of 
the Better Care Fund which, with a pooled value of 
approximately £150 million is one of the largest in 
the country.   

Financial 
Planning 

The CCG has refreshed its five year strategic plan as 
well as its latest operational plan taking into 
account the ‘5 year forward view’ and ‘Everyone 
Counts’. Its plans include the useful summary ‘plan 
on a page’.  The CCG’s own assessment of whether 
its plan is realistic refers to its ability to use 
reserves and non-recurring monies to smooth the 
transition from the current to the future state –to 
enable transformation. 

The strategic plan is based upon realistic 
assumptions, in line with planning guidance. In 
particular, a prudent approach has been taken to 
growth assumptions as detailed below.  

Despite it’s carried forward surplus, the CCG is not 
complacent and is focused on managing its budget 
within lower levels of growth in the future given its 
‘distance from target’ in terms of funding.  

Yes 

Yes 
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The VfM conclusion – financial 

resilience continued 
 

 

 

Criterion Aspect Commentary on arrangements In place? 

Arrangements 
for securing 
financial 
resilience 

Financial 
Control 

The CCG actively and effectively manages 
performance during the year, demonstrated by its 
outturn for the year, with no significant variances 
between the outturn and the forecast position.  

Finance reports are regular and in a user-friendly 
format. Reporting includes monthly reports to the 
Executive Committee, regular verbal updates to 
the Audit Committee with an overarching review of 
financial performance by the Governing Body. 

The CCG is not reliant on one-off measures to 
achieve its targets or achieve a balanced financial 
position. It is keenly aware of the need to use its 
surplus wisely, investing in initiatives which will 
contribute to its transformation agenda. 

Yes 



12 

The VfM conclusion – the 3 Es 

 

 

 

Criterion Aspect Commentary on arrangements In place? 

Arrangements 
for 
challenging 
economy, 
efficiency and 
effectiveness 

Prioritising 
resources 

The transformation agenda is key to the CCG’s 
ambitions for ensuring better patient outcomes for 
residents. 
The CCG produced a new report in the year; 
reporting on how it is achieving VfM in terms of 
the outcomes being achieved. This is good 
practice. The report, which the CCG anticipates will 
be developed over the years to come, in terms of 
its measures and what is reported, has led to the 
identification of a number of actions, investigating 
both variances and also actions required. This 
report is potentially an invaluable tool to the CCG 
in considering whether inputs are truly achieving 
VfM in terms of outputs; building on this baseline 
is the next step. 
The CCG works closely with its partners and has an 
overarching awareness of the level of savings 
required across the entire Sunderland health 
economy. For example, the CCG is well represented 
at both safeguarding boards and provides support 
to the sub-committees of both boards. 
 

Improving 
efficiency 
and 
productivity 

 

The CCG has a good understanding of costs and 
performance. Its comparative performance is set in 
the context of the historic health inequalities and 
levels of deprivation in the area; addressing these 
inequalities is undoubtedly a challenge for the 
CCG. 

The CCG has monitored closely the results of the 
service auditor report in respect of its 
Commissioning Support Unit (CSU), North of 
England Commissioning Support Unit (NECS). It has 
documented its consideration of identified control 
failures and compensating controls in place within 
the CCG in its Annual Governance Statement. 

The CCG has taken action recently to strengthen 
arrangements around both the monitoring and 
recording of conflicts of interest. 

As highlighted earlier, there is robust monitoring of 
the achievement of the QIPP programme by the 
QIPP steering group. Robust challenge of the 
efficiency programme should be maintained. 

Yes 

Yes 
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The VfM conclusion 

 

 

 Evidence Auditor assessment 

Achievement of 
performance and 
other targets 

 

 

 

 

 

 

 

As set out in its Annual Report, the CCG acknowledges targets have not been met 
for a number of key areas, namely:  
• Accident and Emergency: 92.57% achieved against the 95% standard for over 

four hour waits;  
• Referral to Treatment (RTT); 
• ambulance response times (red incidents); 
• healthcare acquired infections (HCAI); and  
• improving access to psychological therapies (IAPT).  
 
Whilst these targets have not been met, understanding the context and extent of 
underperformance is important in assessing the performance of the CCG as a 
whole. Based on our assessment, the CCG is taking appropriate action to improve 
performance in these areas. There is also an impact on performance of factors 
largely within the control of providers and which are similarly affecting other CCGs 
in the North East. For example, staffing issues at North East Ambulance Service. 
 

Performance 
against budgets 
and other 
financial targets 

All business rules for 2014/15 have been met, in line with in-year projections. A 
balanced budget has been set for 2015/16 onwards.  
Other performance areas are considered below.  
• QIPP programme: achievement of the QIPP programme for 2014/15 was in line 

with the target.  
• Key pressure areas: the CCG continues to monitor closely key budget pressure 

areas, in particular prescribing and packages.  
• Continuing healthcare: the CCG has recognised a potential new risk in relation to 

continuing healthcare, following the recent announcement of a cut-off of March 
2017 for retrospective claims (for processing claims to be paid from the national 
pool) and is taking appropriate action to minimise any resulting financial 
liabilities. The CCG is also aware the revised 2015/16 assurance framework is to 
include a focus on on-going continuing healthcare. 

 
The CCG has met all its financial targets for 2014/15, including: 
• delivery of a minimum of a 1% surplus (actual of 4.2% 2014/15, 4% 2013/14); 
• maintain running costs (administration expenditure) within the allocation 

(underspend of £1.467 million 2014/15, £0.670 million 2013/14); 
• maintain capital spending within allocations (nil capital allocation in both 

2014/15 and 2013/14); and 
• ensure cash spending is within the cash limit set (target met). 

Overall assessment (‘Reality check’) 

Having gathered evidence of the CCG’s arrangements for each criterion we conducted 

a ‘reality check’ summarised below, building upon our existing knowledge of the CCG, 

which indicated that the CCG has adequate arrangements in place for each criterion.  
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The VfM conclusion 

  Annual Governance Statement 

We reviewed the CCG’s Annual Governance Statement (AGS) to identify if there were any 

issues disclosed by the CCG that would lead us to consider the CCG did not have proper 

arrangements in place for securing economy, efficiency and effectiveness. Our review did not 

identify any such issues.  

 

Overall conclusion 

Our overall conclusion, having carried out a ‘reality check’, is that the CCG has adequate 

arrangements in place for each criterion and an unqualified VfM conclusion was issued.  
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04 

Future 

challenges 

The CCG continues to 

manage the significant 

financial and other 

operational challenges it 

faces in 2015/16 and 

beyond 
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Future challenges 

Financial challenges 

The CCG is in a comparatively strong financial position, with a carried forward surplus of 

£19.119 million. It is not however complacent and is focused on managing its budget within 

lower levels of growth in the future given its ‘distance from target’ in terms of funding. In 

2014/15, it has achieved efficiencies of just under £3 million. 

As highlighted by the CCG itself, the level of its surplus is both an achievement and a risk 

requiring on-going monitoring (with a cumulative surplus of £15.9 million forecast for 

2015/16). Drawdown of £3 million in respect of three business cases has been approved for 

2015/16, including Accident and Emergency Transformation Support. 

 

Financial plan risks 

In order to deliver the financial plan the CCG has identified a number of risks it is actively 

addressing in order to ensure it delivers the level of transformation required.  These are 

summarised below.  

 

• Scale of savings required in coming years: the CCG estimates approximately £250 

million of savings are required in the coming years across the Sunderland health economy, 

which will inevitably present both challenges as well as opportunities for transformation. 

£3.5 million of efficiency measures are sought for 2015/16.   

 

• Continuing the transformation agenda: as highlighted by the CCG itself, 2015/16 is the 

year when many planned initiatives should start to bear fruit.  Driving forward the 

transformation agenda is of course central to the ambitions of the CCG and maintaining 

this focus is a challenge which should not be underestimated given the varied pressures 

facing both the CCG and its partners.   

 

• Primary care co-commissioning from 2015/16: these are significant new responsibilities 

applying from April 2015 with an estimated value of approximately £36 million.  The CCG 

has recognised the importance of having appropriate arrangements in place. Following 

revision of its Constitution, the CCG is setting up a sub-committee for primary care co-

commissioning and has already set-up a sub-group for incident reporting following on from 

local area team concerns over the completeness of GP reporting.   

The CCG has updated its 2015/16 assurance framework to include a corporate objective in 

respect of the development and delivery of primary care co-commissioning, with a number 

of gaps in assurance and controls which will require addressing.  

 

• Scale of the Better Care Fund (BCF) in year one, 2015/16: at approximately £150 

million, this is one of the largest pooled budgets in the country, with the CCG committing 

significantly in excess of the minimum required and showing its commitment to the 

integration agenda.  We carried out an initial high level desktop review, confirming robust 

governance arrangements are in place and identifying some minor recommendations for 

enhancing arrangements.  
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Future challenges 

• BCF continued. The CCG has included the integration of health and social care as a 

corporate objective in its assurance framework, highlighting work to be completed in 

respect of the joint commissioning team and fully establishing the reporting process.  A risk 

share agreement for overspending is in place.  

The success of the BCF is central to the transformation of out of hospital model of care 

across Sunderland, along with Vanguard status. 

 

• NHSE assurance framework ratings  

2013/14: ‘assured’ 

2014/15: ‘assured with support' 

2015/16: ‘to be confirmed’ 

 

The CCG is aware that there is a risk that it’s assurance rating for 2015/16 will be “Limited 

assurance – requires improvement”. The 2014/15 rating relates to performance issues 

arising mainly from Referral to Treatment (RTT) and Accident and Emergency waits.  

Whilst these remain a concern for the CCG in 2015/16, it continues to work with it’s 

partners to secure improvement. If successful this is likely to lead to an improved 

insurance rating in 2015/16. 

 

• Continuing healthcare: the 2015/16 revised assurance framework will place a greater 

emphasis on continuing healthcare. The CCG is looking for a radical change to the current 

way of working in line with the integration agenda to create a co-ordinated nurse and social 

care team around the assessment and case management of individuals with continuing 

health care funding.  There are additional challenges in respect of retrospective claims 

following the recently announced March 2017 cut-off date; the CCG is taking appropriate 

action to manage this potential risk.  

 

• Over activity: there is always the risk of over-activity especially on payment by results 

elective and non-elective activity, but the CCG does have agreed activity plans with major 

providers and a contingency reserve to manage such risk. 

 

• Prescribing: highlighted as an area at risk of overspend due to historic issues, the CCG is 

proactively tackling this area along with other areas of overspend including packages. 
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Fees and 

closing 
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The 2014/15 audit was 

delivered within the 

scale fee set by the Audit 

Commission. 
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Fees and closing remarks 

Report Date issued 

2014/15 Audit Fee Letter April 2014 

Audit Strategy Memorandum February 2015 

Progress update / report to Audit Committee To each Audit Committee meeting 

Audit Completion Report, including follow-up 

letter 

May 2015 

Auditors Report (signed opinion) May 2015 

Annual Audit Letter June 2015 

We can confirm the final audit fee for 2014/15 was £90,000 plus VAT. We have discussed and 
agreed this letter with officers and will present it to the Audit Committee on 1st September 2015 
prior to submission to the Governing Body.  

During the audit year we have continued to support the CCG in other ways, including:  

• attendance at Audit Committees where we inform the Committee about progress on the audit, 
report our key findings and update it about developments in the NHS, CCGs and the wider 
environment. 

• hosting events for staff, such as our NHS Accounts workshops and the Better Care Fund 
seminar.  

Further detailed findings, conclusions and recommendations in the areas covered by the audit 
are included in the reports issued to the CCG during the year, which are summarised below. 

 

The CCG has taken a positive and constructive approach to our audit and I wish to thank the 
Governing Body and Audit Committee for their support and co-operation during our audit. We 
would also like to record our appreciation for the assistance and co-operation provided to us 
during our audit by staff from both the CCG and NECS.  

 

We are committed to supporting the CCG move forward with clarity of purpose and strong 
governance and accountability arrangements. Mazars currently audits a further ten CCGs and 
advises many other NHS bodies across the country. We will meet with the CCG and NECS to 
learn lessons from the 2014/15 audit and will continue to share our insights from other CCGs, 
across the NHS and relevant knowledge from the wider public and private sector. 

 

Cameron Waddell 

Director 

June 2015 



The contents of this report are confidential and not for distribution to anyone other than the recipients. 
Disclosure to third parties cannot be made without the prior written consent of Mazars LLP. 
Mazars LLP is the UK firm of Mazars, an international advisory and accountancy organisation, and is a limited 
liability partnership registered in England with registered number OC308299. A list of partners’ names is 
available for inspection at the firm’s registered office, Tower Bridge House, St Katharine’s Way, London E1W 
1DD. 
We are registered to carry on audit work in the UK by the Institute of Chartered Accountants in England and 
Wales. Details about our audit registration can be viewed at www.auditregister.org.uk under reference number 
C001139861. © Mazars June 2015 

Should you require any further information, 

please do not hesitate to contact: 

T: 

M: 

E: 

0191 383 6314 

07813 752053 

cameron.waddell@mazars.co.uk  

 

Cameron Waddell 

Director 

The Rivergreen Centre 

Aykley Heads 

Durham 

DH1 5TS 

mailto:cameron.waddell@mazars.co.uk
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY  

 
  29 September 2015 

 
Report Title 
 

 
NHS Sunderland CCG Top Risks Report  

 
Purpose of report 

To provide the governing body with the latest update of 
the CCG’s top risks.   

 
Key points, risks and assurances 
 

The CCG has a service line agreement in place with the 
North of England Commissioning Support Service 
(NECS) to manage the risk register process on its 
behalf.  The attached report show the top risks as at 17 
September 2015.   
 
Key assurances 
Following the review of the CCG’s risk register process, 
the governing body approved an amended risk 
management framework and policy (the policy) at its 
meeting in March 2015 and revised the CCG’s risk 
ratings as follows:    
 

Green 1 – 9 Low Risk 

Amber 10 – 12 Moderate Risk  

Red 15 - 25 High Risk 

 
The policy outlined a more tailored approach to risk 
reporting to reflect the different levels of review and 
assurance needed at operational and strategic levels. 
 
A risk management group (RMG) was established to 
review all risks from an operational perspective and its 
membership includes all heads of service.  The group 
initially met on a monthly basis to address the data 
quality issues highlighted from the review.  These have 
been addressed so the group will now move to bi-
monthly meetings in line with its terms of reference and 
reporting to the quality, safety and risk committee 
(QSRC).  
 
The QSRC review the corporate risk register, risk 
dashboard and matrix on a bi-monthly basis as well as 
approving any recommendations for closure of risks 
from the RMG.   
 
The committee reviewed the corporate risk register at 
its meeting on 8 September and the following 8 risks 
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have been identified as the CCG’s top risks (i.e. those 
risks with a residual risk scoring of 15+ and risks the 
QSRC wishes to being to the attention of the governing 
body).  

 
Key risks  
The following risks have been identified under each 
corporate objective (CO): 
 
CO1:  ensure the CCG meets its public 
accountability duties 
 

Ref 670: Risk of the findings from statutory reviews 
will identify that health (the CCG and/or 
commissioned services) did not work in 
accordance with their statutory responsibilities.  
Due to the continued emergence of new cases of 
concern, the residual risk score remains as 16.    

 
CO 2a: maintain financial control 
CO 2b maintain performance targets 
 

Ref 686: continuing healthcare retrospective 
review process.  Residual risk score is now 16 
(increased from 12 as the likelihood score 
increased from possible to likely).  This is higher 
than original risk score due to timescales for 
completion of reviews now being shortened 
nationally.  This is being monitored on a monthly 
basis with South Tyneside NHS Foundation Trust. 

 
Ref 677: Potential additional commissioning 
responsibilities.  Residual risk score has been 
reduced to 15 as the consequence of this risk 
materialising is now moderate due to progress 
being made in the identified actions.  

 
Ref 1389: new risk added on 14/08/15.  Risk of a 
potential overspend in the Better Care Fund.  
Ongoing work with Sunderland City Council to 
manage this but residual risk score assessed as 
16. This risk may also potentially impact on the 
delivery of corporate objective 7: integrating health 
and social care services, including the Better care 
Fund. 

 
Ref 959: Potential shortfall in performance by 
providers of medicines optimisation services 
(commissioned by the CCG).  A gap in assurance 
has been identified in relation to the lack of timely 
and sufficient data to validate delivery.  Residual 
risk score increased to 20 due to a lack of 
evidence to demonstrate providers are delivering 
against the agreed action plan. 
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Ref 1386: new risk added 12/8/15.  Lack of 
engagement of City Hospitals Sunderland NHS 
Foundation Trust (CHSFT) clinicians with the CCG 
may result in delays in entry of new medicines and 
safe, clinically appropriate and cost effective 
prescribing across the area health economy.  
Residual risk score assessed as 16.   
 
Ref 1074: Significant risk that CHSFT will breach 
their trajectory of 0 cases of MRSA during 2015/16.  
Ongoing monitoring of the agreed action plan at 
the Healthcare Acquired Infections Improvement 
Group.  Residual risk score remains at 20. 
 

CO3:  maintain and improve the quality and safety 
of CCG commissioner services 
 

Ref 1360 – new risk added 28/7/15.  Sunderland is 
without a local provision of breast services (cancer 
and surgery) due to the suspension of breast 
service at CHSFT.  Regular meetings ongoing and 
a comprehensive patient engagement process 
undertaken to inform the future state. Residual risk 
score has been assessed as 16.  
  

 
Recommendation/Action Required 
 

The governing body is asked to: 

 Review the CCG’s current top risks; 

 Confirm that the controls and actions identified for 
each top risk provide sufficient assurance they are 
being managed robustly.  

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 CO8 

        

Any relevant legal/statutory issues Statutory duties relating to governance 

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

Yes – as per the attached register 

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

Previous versions of the corporate risk register have 
been considered by the quality safety and risk 
committee on a bi-monthly basis.  

 
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  
CO8  - Development and delivery of primary medical care commissioning 
  

 

Are additional resources required?  If 
so please specify 

   
As per the risks identified   

 
Has there been appropriate clinical 
engagement?  
 

  As per the risks identified   

 
Any current or expected impact on 
patient outcomes/experience? 
 

  As per the risks identified  

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

  As per the risks identified  



NHS Sunderland CCG Risk Register (15+)

17/09/2015

R
eview

ed
 b

yGaps in AssuranceGaps in ControlsRef

R
eview

 D
ateRisk type Description Owner; Director C L

In
itial sco

re C L

R
esid

u
al

sco
reReviewControls Assurances

- Sunderland CCG: Commissioning, Planning & Reform

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

4 4Ian Holliday

Debbie Burnicle

164 3 12CO2. Maintain
Financial
Control And
Performance
Targets

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

Contracted provider reporting
underperformance against
expected completion rates.

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

Provider management of
STFT CHC Team via NECs
proving to be over
complicated and
unsatisfactory

23/12/2014

Ian H
olliday

Concerns remain regarding progress
of Retrospective Review process
being undertaken by STFT on behalf
of CCG and performance managed
by NECS - recent issue emerged
regarding  availability of patient notes
to support review process.

02/07/2015

Ian H
olliday

Timescales for completion have been
shortened with process now expected
to be complete by March 2017. This
will require urghent review of current
capacity to deliver.

Target DateAction plan Start DateAction Owner Progress (two most recent entries) Outcome

Ian Holliday Need to develop action plan to address current issues 21/10/2014 25/11/2014 Process now being provider managed by CCG - monthly meetings established.

Date Entered : 02/07/2015 12:17
Entered By : Ian Holliday

Outcome Under Review

Lee Cooper To work with provider to ensure team has capacity to complet reviews within new expected timescale 02/07/2015 30/09/2015

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

3 5Debbie Burnicle

Debbie Burnicle

154 5 20CO3. Maintain
And Improve
The Quality
And Safety Of
CCG
Commissioned
Services

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

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

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

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

The budget for GP IT via
the Area Team is
substantially reduced
compared to the previous
PCT budget.  A NE case
business for transitional
monies has been made and
the outcome was some non
recurring capital and
revenue monies for this
year but the recurring gap
remains a risk across the
NE.  NECS have been
tasked with finding
efficiencies particularly in
terms of the COIN system
and there is a NE finance
team that is keeping a
review of the risks
associated with the
effeciencies.  The next
pressure will be in terms of
a more advanced operating
model as the current just
meets basic needs and this
will also bring financial risk
which NHSE nationally are
currently considering.

Some additional responsibilities may be
accompanied by resources

Any new responsibilities likely to apply to
all CCGs so there will be an opportunity for
collaboration to address the issues e.g. via
the North CCG forum.

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

Model developed for adults and in place
which over time may lead to efficiencies as
staff circumstances change.  Discussions
due to take place in July re joint strategy
for children and what that may mean for

16/02/2015

D
ebbie B

urnicle

Updated control assurance; review
frequency and progress on the 3 key
actions.

13/04/2015

D
ebbie B

urnicle

Changed effectiveness of 1 control
and updated another. Changed the
review period and the residual risk
and updated actions.

02/07/2015

D
ebbie B

urnicle

Updated the gap in control
Updated one of the controls
Provided progress on the 3 actions
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staff.

Target DateAction plan Start DateAction Owner Progress (two most recent entries) Outcome

Meet regularly with the Area Team re  changes to their commissioning responsibilities and how they may impact on CCG e.g.
specialist commissioning in addition to primary care - latter as a seperated action.

21/05/2014 31/01/2015 No further progress at this point from the national team

Date Entered : 02/07/2015 10:59
Entered By : Debbie Burnicle                         
-----------
Specialised commissioning for 2 of the 4 areas expected to move to CCGs from April 15 have been delayed
nationally in recognition of the need to ensure the transfer would be effective

Date Entered : 16/02/2015 16:09
Entered By : Debbie Burnicle                         

To consider responding to the expression of interest from NHS England re taking on co commissioing of primary care 21/05/2014 31/08/2015 Also appointed to the new Strategy and Planning Manager who will also support the development and delivery
of the Strategy for General Practice to be signed off by Gov Body end of October 15.

Date Entered : 02/07/2015 10:55
Entered By : Debbie Burnicle                         
-----------
Internal working group in place for primary care and invited the AT Sunderland link officer Wendy Stephens to
join.
Draft memo of understanding developed with NHSE local team about shared roles and responsibilities to be
concluded in July.
CCG Forum meeting in early July to review lessons learned to date from 3 CCGS including Sunderland with full
delegation and reflect on next steps as all CCGs have a further opportunity by early October to opt for full
delegation and this will influence options for how the NHSE team are best utilised.

Date Entered : 02/07/2015 10:54
Entered By : Debbie Burnicle                         

Debbie Burnicle Align Operational plans and new 5 year strategy with Area Team commissioning plans particularly in relation to commissioning
primary care to ensure any input required of CCG is managed and resourced appropriately e.g. member of staff leaving and
revisiting job description to enable some support to pc commissioning.

16/10/2013 31/07/2015 Draft Memo of Understanding being developed between NHSE local team and CCG to be in place by July. Gov
Body have agreed draft future state and engaged with all member Practices at TITO in June and outcomes
being collated.  Executive Committee to act as steering group for the development of the strategy to be
approved by the Gov Body at end of October 15.  Plan in place to develop the strategy and options re public
engagement and partner engagement currently being considered.

Date Entered : 02/07/2015 10:58
Entered By : Debbie Burnicle                         
-----------
Meeting with Area Team and CCG Directors and Senior Managers taking place 19th February to agree way
forward.  This has been supported by a pre meeting between contracting manager in CCG and equivalent in
Area Team to get an initial understanding of the current state, same type of discussion happening re Quality
update.
Meeting also taking place 18.2.15 between CCG CHief Officer and Director of Commissioning and AT with 2
Durham CCG Chief Officer/Clinical Chairs to explore options as all 3 CCGs moving to level 3 delegation from
April 15.

Date Entered : 16/02/2015 16:12
Entered By : Debbie Burnicle                         

- Sunderland CCG: Finance

1389 Risk of overspend in Better Care Fund in
2015/16 and non achievement of cost
efficiency requirements for 2015/16 &
2016/17 of £9.5m. This could impact on
sustainability of services incorporated within
the BCF as well as the ability for the CCG to
meet its statutory financial duties due to the
liabilities which may be incurred.

4 4Tarryn Lake

David Chandler

164 4 16CO2. Maintain
Financial
Control And
Performance
Targets

Governance structure in place within Better
Care Fund to monitor financial position and
achievement of targets on a monthly basis
through budget meetings and the Better Care
Fund Implementation Group. The Better Care
Fund Implementation Group provides
assurance to Better Care Fund Integration
Board on financial position and achievement of
efficiencies.

Potential issues with ability to
proactively manage pressures
as they arise. Availability of
resources to develop and
implement efficiency plans.

External support currently being considered
to support development of efficiency plans.
Scheme managers actively identifying
mitigation plans to reduce impact of
financial risks.

Scheme (Pool) managers
still developing
understanding of service
incorporated into pooled
budget and potential
opportunities for efficiencies
which may lead to delays in
development and
implementation of savings
plans.

02/09/2015

T
arryn Lake

Risk rating updated & action plan
updated.
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Target DateAction plan Start DateAction Owner Progress (two most recent entries) Outcome

Tarryn Lake Better Care Fund Implementation Group to review financial position & efficiency plan achievement on a monthly basis and identify
mitigations for non achievement of plans and risks of overspends.

14/08/2015 31/03/2016 BCF Implementation Group met on 27/08/2015 to review projected overspend. Limited opportunities identified to
reduce expenditure & overspend of £8.9m being reported to Integration Board for pooled budget with liability for
CCG of £3.3m (0.65% of budget). The CCG is currently holding a 1% contingency to manage all financial risks. 

Date Entered : 02/09/2015 13:32
Entered By : Tarryn Lake                             
-----------
Financial position for month 4 produced identifying significant forecast financial overspends. Mitigation plans to
reduce overspends as well as efficiency plans being produced for discussion at BCF Implementation Group on
27/08/2015 in order to identify residual risk and assurance reports to BCF Integration Board. 

Date Entered : 14/08/2015 14:31
Entered By : Tarryn Lake

- Sunderland CCG: Medicines Optimisation

959 There is a potential for shortfall in
performance by Provider of Medicines
Optimisation Services (Commissioned) which
could cause SCCG to not achieve safe,
clinically appropriate and cost-effective
prescribing.

4 5Zahra Irannejad

Geoff Stephenson

204 5 20CO2. Maintain
Financial
Control And
Performance
Targets

Action plan for provider developed Potential for Provider to fall
short in delivery on action
plan

Quarterly Contract and monthly meetings.
Provider Management Group meetings.

Lack of provision of timely
and sufficient data to
validate delivery

14/04/2105

Action Plan updated

12/08/2015

Juliet F
letcher

Risk remains open as risk remains for
2015-16
Risk rating increased due to lack of
evidence that Provider is delivering
on Action Plan

Target DateAction plan Start DateAction Owner Progress (two most recent entries) Outcome

Juliet Fletcher Formalisation of the Action Plan contract monitoring and informal meetings process is required.
Agreement of monitoring against action plan is required
Reporting cycle is required to be developed

01/08/2014 30/11/2014 Monitoring data should read as insufficient data is being provided

Date Entered : 12/08/2015 17:06
Entered By : Juliet Fletcher                         
-----------
Quarterly Contract Monitoring and monthly meetings in place.
Monitoring data is not being provided

Date Entered : 12/08/2015 16:52
Entered By : Juliet Fletcher                         

Outcome Under Review

1386 There is a lack of engagement wtih CHSFT
clinicians which may result in delays in entry
of new medicines and safe, clinically
appropriate and cost effective prescribing
across the area health ecomony.

4 4Zahra Irannejad

Geoff Stephenson

164 5 20CO2. Maintain
Financial
Control And
Performance
Targets

Sunderland Joint Formulary Lack of engagement from
CHSFT clinicians leading to
delay in Joint Formulary
development and launch

Joint Formulary Committee Lack of attendance from
CHSFT clinicians resulting
in committee not being
quorate

12/08/2015

Juliet F
letcher

Waiting for reponse from CHSFT

- Sunderland CCG: Nursing, Quality & Safety

1074 MRSA  - significant risk that CHSFT will
breach their trajectory of 0 cases during
2015/16.  Harm to patients involved. Risk of
damage to reputation to Trust and CCG.
(Adapted from 2014/15 risk)

4 5Sue Goulding

Ann Fox

204 5 20CO3. Maintain
And Improve
The Quality
And Safety Of
CCG
Commissioned
Services

Investment by CCG into CHSFT to try to
minimise HCAIs.

Some MRSA cases are
considered unavoidable

HCAI Improvement Group meet regularly to
monitor the joint action plan in place to
minimise the risk of HCAIs across the
community.  NECS provide weekly update
on HCAIs within providers and CCGs
across the north.

14/08/2015

S
ue G

oulding

Action plan updated

Target DateAction plan Start DateAction Owner Progress (two most recent entries) Outcome

Ann Fox Progress against joint HCAI action plan monitored at HCAI Improvement group. 15/08/2014 31/03/2015 No cases of MRSA reported during 2015/16 to date. HCAI improvement group continues to meet regularly. 

Date Entered : 14/08/2015 15:24
Entered By : Sue Goulding                            
-----------
No cases of MRSA during from 1/4/15 to 25/6/15

Date Entered : 25/06/2015 14:09
Entered By : Sue Goulding                            
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670 As a result of reports of child/adult death or
serious harm there is a risk that the findings of
Statutory Reviews will identify that Health
(CCG and/or commissioned services) did not
work in accordance with their statutory
responsibilities - which could result in patient
harm, associated reputational damage and
failure to deliver the CCG Quality Strategy.

4 4Deanna Lagun

Ann Fox

164 4 16CO1. Ensure
The CCG
Meets Its
Public
Accountability
Duties

Sunderland Safeguarding Children Board and
the CCG are supporting the LA in
implementation of a Safeguarding
Improvement Plan

Monitoring of the Improvement Plan
Monitoring of the various action plans from
Serious Case Reviews and Domestic
Homicide Reviews by both Safeguarding
Boards QA Sub- committees
Quality Assurance Framework of SSCB
being reviewed
All learning/recommendations monitored by
NHS England and via CCG Strategic
Safeguarding Committee

As many of the issues
identified in the reviews is
similar across the
partnership the residual risk
has been increased

8 children cases currently under SCR 
1 adult scr
1 domestic homicide review
Formal reviews ensure close scrutiny of
interagency working but there are changes to
the methodologies used and the
unprecedented activity in undertaking these
reviews is causing pressure within the system

Ensuring robust
arrangements for undertaking
reviews - have been
supported by NHSE and by
sharing the reviews with CCG
safeguarding adults staff

All the reports currently commissioned are
underway and there are robust supervision
and QA processes in place

2 SCRs have now been signed off by SSCB
and publication is being planned.
2 Others are awaiting verdicts from the
Coroner's Inquest and then publication will be
planned.#
4 other children's scrs are still underway.
The Adult SCR is planned for completion by
May 2015
The Domestic Homicide Review is ready for
publication
The new methodology being used for
children's scrs now involves practitioners
much more and may impact on changing
practice.

The same lessons to be
learned are being identified
from the baby SCRs - i.e.
learning is not being
embedded/not impacting on
practice despite
implementation of
recommendations.

Implementation of recommendations from
reviews is monitored by the Quality
Assurance sub-committees and the
Learning and Improvement in Practice
sub-committees of both Safeguarding
Boards.  Within the CCG health
recommendations are also monitored by
the Strategic Safeguarding Group and the
QSR committee

Both Safeguarding Boards
are looking as to how we
can assess impact of
strategic changes and
improvements on frontline
practice across the
partnership; however the
new methodology means
practitioners are much more
involved in the learning
activity and identification of
areas for improvement.

A further serious case review has been
commissioned - chronic neglect of 8 children

Close monitoring by SSCB

Internal and external There are internal and external action plans
in place for the ongoing serious case
reviews

New cases are emerging in
both adults and children -
this could represent
agencies understanding the
learning and improvement
in practice framework
better; however many
emerging themes indicate
similar issues to previous
reviews.

07/05/2015

D
eanna Lagun

Unable to change risk ratings due to
continued emergence of new cases of
concern

01/07/2015

D
eanna Lagun

Unable to change risk ratings due to
emergence of new cases of concern
being reviewed by the Safeguarding
Boards Learning and Improvement in
Practice Sub-Committes

Target DateAction plan Start DateAction Owner Progress (two most recent entries) Outcome

Deanna Lagun Both safeguarding boards and the Community Safety Partnerships involved in the Reviews and the monitoring of the action plans 24/01/2014 01/04/2014 Evidence for CCG recommendations has been submitted for 1 SCR and 3 Management Reviews

Date Entered : 19/12/2014 12:10
Entered By : Deanna Lagun                            
-----------
All actions from SCRs, Domestic Homicide Reviews and other Learning and Improvement Reviews are being
monitored by both Safeguarding Boards

Date Entered : 15/10/2014 08:14
Entered By : Deanna Lagun

Outcome Under Review

Deanna Lagun 15/10/2014 31/03/2015 Thematic Tool will be available to share regarding children's cases to CCG Exec & QSR Committee in
November.  Adult learning will then be incorporated.

This risk is also being closely monitored by both safeguarding boards and is explicit within both their risk
assurance plans.

Outcome Under Review
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Date Entered : 15/10/2014 08:10
Entered By : Deanna Lagun

Deanna Lagun Action plans are reviewed monthly within the CCG and via the Safeguarding Boards' QA and Learning and Improvement in Practice
sub-committees.
Target dates amended as new action plans are developed.

18/03/2015 29/05/2015 Residual risk to be increased in light of learning not being embedded across the partnership and no
demonstrable improvement in frontline practice despite the improvement plan and the action plans from SCRs
being implemented.

Date Entered : 18/03/2015 08:53
Entered By : Deanna Lagun                            
-----------
Thematic tool has been completed and any new learning will be incorporated as reviews proceed

Date Entered : 18/03/2015 08:51
Entered By : Deanna Lagun                            

Outcome Under Review

Deanna Lagun CCG and all health providers support both Boards Case Review and QA sub-committees, undertaking regular audits and reviews as
required.  Training well established via both Boards and in-house to ensure lessons learned are shared.  Plans in place to monitor
impact on practice Inspection Planning/ preparation in place.      
September update: - unable to reduce residual risk as a further baby death is currently being reviewed by agencies.

16/10/2013 08/11/2013 Unable to reduce residual risk as there are now 8 SCRs being undertaken regarding children

Date Entered : 15/10/2014 08:13
Entered By : Deanna Lagun

Outcome Under Review

Deanna Lagun The CCG & AT monitor all health recommendations.  The CCG Safeguarding Team are producing a thematic tool to provide a
composite oversight of the learning from the various reviews for the CCG

23/09/2014 31/03/2015 Thematic Tool to QSRC in January 2015

Date Entered : 19/12/2014 12:09
Entered By : Deanna Lagun                            
-----------
thematic tool being developed

Date Entered : 15/10/2014 08:15
Entered By : Deanna Lagun

Outcome Under Review

Deanna Lagun Action plans monitored by both safeguarding boards - no further update. 01/04/2015 01/10/2015

Deanna Lagun continue to be monitored by SSCB/SSAB and via internal CCG Governance arrangements. 01/07/2015 30/09/2015

1360 Sunderland is without a local provision of
breast services (cancer and surgery) due to
the suspension of the breast service at CHS
NHSFT.  Patients are being referred to other
Providers, namely GH NHSFT and NUTH
which is increasingly putting strain on other
services.  There is a need to commission a
local service in Sunderland.

4 4Scott Watson

Ann Fox

164 4 16CO3. Maintain
And Improve
The Quality
And Safety Of
CCG
Commissioned
Services

Executive Director meetings in place to review
current interim arrangements and manage
process

currently no gaps in control Regular updates provided on service to
Directors, Executive and QSRC

currently no gaps in
assurance

Head of Contracting meets regularly with
Providers re detail and development of "future
state" plans

Limitations on progress due
to resource constraints within
contracting team

Additional resource being recruited within
contracting Team to provide capacity.

See action plan.

future state service to be informed by
comprehensive patient engagement exercise
to ensure "fitness for purpose"

N/A regular meetings in place re patient
engagement process and progress

N/A

14/09/2015

S
cott W

atson

Risk reviewed, controls, assurance
and action plan updated.

Target DateAction plan Start DateAction Owner Progress (two most recent entries) Outcome

Scott Watson Proposal agreed to recruit fixed term resource into the contracting team to provide additional capacity. 01/09/2015 30/09/2015
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Any additional resources needed? 
 

 
Not directly applicable 

 
Has there been appropriate clinical 
engagement?  
 

Not directly applicable 

 
Any impact on patient outcomes? 
 

Not directly applicable 

 
Has there been member/stakeholder 
engagement if needed?   
 

Not directly applicable 
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Governing Body Meeting 

Chief Officer’s Report 
29

th
 September 2015 

 

Welcome and Congratulations  

I am delighted to start my report this month by welcoming some new people to the CCG 

team. One is new to the CCG, one is formally moving into a substantive role and one is 

returning in a new role.  

 

Dr Clare Bradford joins us as Medical Director from 1st October from NHS England and I 

want to place on the record my thanks to Dr Geoff Stephenson who formally steps down 

from this role at the end of September. Geoff has played a major role in Sunderland 

over the years and over the last few years in developing the CCG and particularly its 

quality and safety roles. 

 

“Welcome” and congratulations too to David Chandler who has formally been appointed 

substantively as Chief Finance Officer following a nationally advertised recruitment and 

selection process. 

 

Lastly on this topic, welcome back to Chris Macklin, who starts his new role as an 

additional lay member focusing on primary care commissioning this month. 

 

Children’s Services and Safeguarding 

One of the big challenges facing the city at the moment is the result of the Ofsted 

inspection of children’s services and children’s safeguarding, that we have discussed at 

the Governing Body over the last few months. As a result a children’s commissioner, 

Nick Whitfield, has been appointed to oversee improvement and who will chair the 

Safeguarding Improvement Board that I represent the CCG on. An interim Director of 

Children’s Services has also been appointed, in the shape of Steve Walker, substantive 

Assistant Director at Leeds Council. I look forward to working with both on this very 

important area that we need to get right between us. 

 

General Practice Co-commissioning 

It is six months now since we took on delegated responsibility for general practice co-

commissioning from NHS England and we are still on a journey to develop our 

approach to this responsibility. The developing primary care / general practice strategy 

will inform this as will on-going discussion and learning with the primary care contracting 
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team at NHS England. As part of the former, I have met informally with the City Council 

cabinet to share our work with them and seek their support. 

 

As we move further into this territory there are a number of challenges ahead, including 

practices struggling to provide robust and resilient services due to workforce and 

workload pressures. While deploying our strategy once agreed later this autumn will 

help in the longer term, there is work underway to support practices preparing for CQC 

inspection or developing actions after them, as well as moves to start to improve 

recruitment and retention of practice staff, both GPs and non-medical. 

 

Overview and Scrutiny 

I have always been used in my commissioning career to working closely with Overview 

and Scrutiny Committees, who have a key role in challenging and holding the service 

and commissioners to account and ensuring that engagement, involvement and 

consultation are undertaken thoroughly and robustly. Debbie Burnicle and I meet 

regularly with the chair, vice chair and officers of the committee in Sunderland to ensure 

we work closely with them. Between us we are also ensuring that there is a senior CCG 

presence at the committee meetings and I attended the one in September to talk about 

practice CQC inspections. Progress with Children’s and Adolescent Mental Health 

Services (CAMHS) was also a main item on the agenda along with children’s services 

post Ofsted.  

 

North East and Cumbria Urgent and Emergency Care Network and Vanguard 

The North East and Cumbria Urgent and Emergency Care Network has now been 

established and has won Vanguard status which will hopefully help deliver the national 

urgent and emergency care strategy across the region. Chaired by Dr Stewart Findlay, 

Chief Clinical Officer at Durham Dales, Easington and Sedgefield CCG and with input 

from all key partners including service providers, the CCGs, System Resilience Groups 

and Health and Wellbeing Boards, should be well placed to join up issues that 

transcend health economies.  

 

Sunderland Vanguard 

We have had confirmation of the £6.4m Vanguard funding for 2015/16 to Sunderland for 

our multispecialty community provider work which is the vehicle for delivering much of 

our out of hospital transformation with partners. September is a key month for this work 

as a number of programmes and actions are due to be implemented so that we can 

begin to see the impact of this very significant piece of work. 

 

 

 

 

 



    

5 

 

NEAS Contract 

As one of the four lead commissioners for ambulance services delivered by the North 

East Ambulance Service I am delighted to report that after a mitigation process 

involving the relevant chief executives and chief officers with NHS England and Monitor, 

the contract with them has now been concluded from 2015/16. This puts commissioners 

and the provider in a position to get on with the reform work necessary linked to urgent 

care and provide some stability for the service during the challenges it is facing. 

 

Expo 2015 

On 2nd September I attended Expo 2015 in Manchester, where I attended sessions led 

by Simon Stevens, Chief Executive of NHS England and Jeremy Hunt, Secretary of 

State for Health. It is always useful to hear from “the horse’s mouth” about plans and 

ambitions and this was no exception. 

 

NHS England Q1 Assurance  

On 3rd September the CCG met with colleagues at NHS England as part of our quarter 

1 assurance with them. The meeting appeared to go well and we await the formal 

outcome of the useful discussion. 

 

Cumbria and North East NHS Leadership Forum 

Finally from me in this report, I attended the first Cumbria and North East NHS 

Leadership Forum in Durham on 11th September. This now brings together Tim Rideout 

and his team locally at NHS England with the foundation trust chief executives and CCG 

chief officers / chief clinical officers. It should provide a useful forum in the future and 

started with an insightful discussion with Sir Bruce Keogh Medical Director at NHS 

England and also included an update on performance and finance as well as system 

transformation. 

 

David Gallagher 

Chief Officer 

September 2015 
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SCCG Audit Committee Meeting 

 

Minutes of the meeting held on Tuesday 26th May 2015 

  10.00-12.00pm in the   

Steve Cram meeting room, Pemberton House, Sunderland. 

 

Present:            Pat Taylor, Lay Member Audit, Chair (PT) 
      Neil Weddle, Independent Audit support (NW) 

Aileen Sullivan, Lay Member PPI (AS) 
 
In Attendance: Chris Macklin, Financial Consultant (CM) 

David Chandler, acting Chief Finance Officer (DCh) Lynda 
David Gallagher, Chief Officer (DG) 
Dr Ian Pattison, Clinical Chair (IP) 
Tarryn Lake, acting Head of Finance (TL)  
Diane Harold, Senior Manager, Mazars LLP (DH) 
Sharon Liddle, Assistant Manager, Mazars LLP (SL) 
Amanda Bellis, interim Head of Internal Audit, SIAS (AB) 
Kathryn Headley, PA to Chief Officer (KH) (minutes) 

  
 
2015/43   Welcome and Introductions 

 PT welcomed everyone to the meeting, especially Dr Pattison who was in 
attendance as part of the year end process. 

 
 PT informed those present that the meeting was to be recorded.  This was to 

support admin accuracy and for robust governance.   
 
2015/44 Apologies for Absence 

Cameron Waddell, Director, Mazars LLP (CW), Deborah Cornell, Head of 
Corporate Affairs (DC), Paul Bevan, Counter Fraud Specialist, SIAS (PB) 

 

2015/45  Declarations of Interest 

 There were no declarations of interest noted from the group. PT reminded the 
meeting that should there be any declarations of interest during the meeting 
that they are raised as they occur. 

 
2015/46 Minutes of the Previous Meeting held on 7th April 2015. 

 
The following typographical errors were noted for amendment: 
 

 DG said that he had been present at the meeting on 7 April but this had not 
been recorded.  Also the meeting had taken place in the Joseph Swan Suite. 
 

  2015/38 - NHS Standards for Commissioners 2015-2016 Fraud, Bribery and 
Corruption; 3rd action bullet should be SIAS not CIAS. 
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 Subject to these amendments being made, the minutes were APPROVED as 

a true and accurate record. 
 
2015/47 Matters arising from the Minutes and Action Log 
 
 There were no matters arising that were not included on the action log. 
 
 2014/73 – External SCCG Audit Progress Report November 2014 
 PT and DCh had planned to discuss the option to extend the audit contract by 

two years.  However following the meeting it became clear that the decision to 
extend the contract was not within the remit of the CCG.  This decision would 
be made by colleagues in NHS England and would be fed back to SCCG.  
This action should be removed from the action log. 

 
 CM said that in the past views have been sought from individual organisations 

and therefore DCh and TL should be vigilant to any such requests being 
made by NHS England. 

 
 2015/07 – Revised Conflicts of Interest Guidance 
 DG said that the draft standard checklist had been used at the last meeting of 

the executive committee and it had proved helpful to manage some of the 
complex issues around conflicts of interest.  The task and finish group would 
meet again in July to finalise the guidance.  It was noted that the work around 
conflicts of interest guidance was being undertaken by the task and finish 
group, so this could be removed from the action log. 

 
 2015/08 Risk Management Review 
 This item is being discussed by the governing body today.  Remove from the 

action log. 
 
 2015/25 Updated Draft Annual Governance Statement 
 DG confirmed there had been a good response to the reminder to complete 

the self-assessment questionnaire.  Action complete. 
 
 2015/27 End of Year Committee Review 
 PT had updated the annual review to reflect the conversation that the ToRs 

had not been done earlier in the year and this is documented in the annual 
report and will be presented to the governing body later in the day.  The 
attendance figures were correct in that each representative of Mazars had 
missed a meeting, though not the same one. 

 
 2015/31 Service Auditor Report 
 DCh and PT had had sight of an early draft.  Action complete. 
 
 2015/32 Management response for TCWG 
 TL had circulated the responses earlier in the day. Action complete. 
  
 2015/35 LCFS Progress Report 
 DCh had discussed with PB.  The overpayment related to VAT issues not to 

individual staff members and was being rectified.  Action complete. 
 
 2015/38 NHS Standards for Commissioners 2015/2016 Fraud, Bribery and 

Corruption 
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 PB had discussed his conflicts of interest in his counter fraud role, where he 
represented both parties with colleagues in NHS Protect and SIAS.  NHS 
Protect had confirmed that should such a conflict arise, there was scope for 
the conflict to be managed through the other LCFS’s in SIAS.  There would 
only be a problem if there was a suspicion regarding a provider organisation 
defrauding the commissioner and PB was acting for both parties.  PB has 
discussed with DCh and advised that there would be an opportunity to use 
someone else to oversee any investigation. Action complete. 

 
 2015/39 NHS SCCG Complaint Review 2015 
 DG confirmed that all actions had been completed by the task and finish 

group and DG had also discussed with lay members and the chair.  This 
would be presented at the governing body meeting later in the day.  Action 
complete. 

 
 2015/41Any Other Business 
 TL had circulated the report cover sheet to all committee members. 
 
2015/48 Annual Accounts 
 
  DCh presented the report which requested the Audit Committee to consider 

and recommend the annual accounts for 2014/15 for approval by the 
governing body of SCCG.  

 
 SCCG is required to ensure it meets its statutory financial duties and this 

report provides the assurance that this has been achieved.  Note 21 of the 
supporting information details that the CCG had not spent more than the 
resources allocated.  Similarly it had not exceeded the running cost allocation 
and had delivered a surplus of £19.119m (£130k more than the planned 
surplus). 

 
 The audit committee had scrutinised the draft accounts at an informal meeting 

on 12 May 2015 and TL had circulated a detailed supporting memorandum of 
the accounts to assist the committee.  The committee was now asked to 
recommend to the governing body that it approve the sign off of the accounts 
by the Chief Officer and acting Chief Finance Officer for formal submission by 
midday on 29 May 2015. 

 
 PT confirmed that the accounting policies which were not relevant to SCCG, 

e.g. PFI assets and charitable funds, had been removed as identified by the 
audit committee at both the formal meeting on 7 April and the informal 
meeting on 12 May 2015.  TL confirmed that there had been no change to the 
figures. 

  
 A note had been added to Note 4.3 around sickness absence figures reported 

by the Department of Health together with the addition of a line for employee 
benefits to provide more clarity.  TL said that there had been a number of 
comparators added in since the draft accounts had been submitted including 
employee benefits for 2013/14 and had split programme and administration 
for 2013/14.  There was also a note added to the accounts that in 2013/14 the 
sickness data had only covered a 9 month period, whereas this financial year 
there was a full year (January to December 2014). 
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 TL also mentioned that there had been one minor rounding correction on the 
financial performance target which had previously been £19,120k whereas 
this was now £19,119k. 

 
 The audit committee considered the annual accounts for 2014/15 and 

RECOMMENDED the governing body approve and adopt same.  The 
committee AUTHORISED the Chief Officer and acting Chief Finance Officer 
to sign off the various certificates relating to the accounts. 

 
2015/49 Annual Report 2014/15 (including the annual governance statement) 
 
 DG presented the report which provided the committee with an overview of 

the achievements, challenges and risks faced by SCCG in its second year as 
a statutory NHS body. 

 
 DG said that this piece of work had had significant input from the organisation 

as well as the audit committee and auditors.  It was noted that there was 
some repetition throughout the document. DG said that this was necessary 
due to following the NHS England guidance.  All comments have been 
reflected on and this version will go to the governing body later in the day.  PT 
commented that there were a significant number of opinions in the document 
which had not been there in earlier versions, and these were of a positive 
nature.  Also the earlier version had included a shorter version of the annual 
governance statement but guidance had specified that the full version should 
be included. 

 
 The audit committee formally APPROVED the annual report 2014/15 

including the annual governance statement.  The Chief Officer will sign and 
date the various reports within the annual report for submission to the 
governing body for ratification later in the day. 

 
2015/50 Management Processes and Arrangement Responses 
 
 DCh gave a verbal update to confirm that there had been no changes to the 

letters previously considered at audit committee from Dr Pattison and Chris 
Macklin sent to CW, Mazars. 

 
 The audit committee NOTED the information.  
 
2015/51 Management letter of Representation 
 
 DG presented the paper which provided the audit committee with a copy of 

the Management Letter of Representation he was required to send to CW, the 
director of Mazars, to confirm that SCCG has met its statutory duties for 
financial performance and reporting.  The letter would also be presented to 
the governing body later in the day. 

 
 PT said that there is one paragraph relating to unadjusted misstatements 

which will need to be considered for amendment once the issue has been 
dealt with later in the meeting as part of the External Audit item.   

 
 The Audit Committee NOTED the management letter of representation which 

would be updated and signed later by the chief officer.  
 
2015/52 Final Internal Audit Report 2014/15 
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 AB presented the report which informed the audit committee of the head of 

internal audit opinion on the effectiveness of the system of internal control for 
the year ending 31 March 2015 and summarised the internal audit work 
undertaken. 

 
 AB was pleased to advise that overall SCCG had been awarded “significant 

assurance”.  She took the meeting through some of the salient points of the 
report.   

 
 In section 2 there was clarification that the internal audit opinion is based on 

the reviews undertaken throughout the year and therefore not an all-
encompassing significant assurance across the board. 

 
 There was a brief run through of the governing body assurance framework 

and the risk management processes and these have been considered “fit for 
purpose”.  AB advised that there was a substantial audit undertaken every 
year. 

 
 AB said that internal audit had issued 20 audit reports within 2014/15, 19 of 

which had received “significant assurance” and one, around business 
continuity planning, which had not been given an assurance rating as it was 
follow up work on last year’s “limited assurance” rating and this is done to 
reflect that there were not any issues of concern.  From the 20 audits, 39 
issues were raised. 26 were low priority and hence the overall rating of 
“significant assurance”. 

 
 AB said that following each audit a satisfaction survey is issued and the team 

had been impressed with the return rate of 75% resulting in a positive average 
figure across all survey criteria of 4.6, with 5 being excellent.  DG said that 
this reflected on how this piece of work has been done internally and the 
manner in which it has been carried out and he wished to thank the internal 
audit team for their input and the way it had been dealt with.  AB said that the 
team also considered that the working relationship was good.  CM said that as 
there were fewer members of SCCG staff it was reassuring to hear of their 
cooperation and this demonstrated how staff understood that completing 
audits was an essential part of the governance process to provide the 
governing body with the degree of assurance it requires.  AB added that it 
was also good to see how the discussions that have been held have been fed 
into plans for 2015/16.   

 
 DH commented that there was lots of useful information in the internal audit 

work which Mazars had found very helpful as background information in their 
work.   

 
 PT said that the 2014/15 report had been very helpful and there was already a 

good forward plan.  This set the bar high for the year ahead and wished to 
thank the finance and internal audit teams along with the wider organisation 
for their cooperation whilst it was noted that there remained a significant level 
of challenge within the organisation. 

 
 The audit committee NOTED the content of the report and sought 

CLARIFICATION as necessary.  We NOTED the rating of “significant 
assurance” in the head of internal audit opinion which is included in the 
annual report and annual governance statement. 
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2015/53 Audit Completion Report 2014/15 
 

DH presented Mazars’ second audit completion report for SCCG to the Audit 
Committee which provided a summary of the external auditors work on the 
financial statements and annual report (the elements subject to audit) as well 
as the value for money conclusion.  
 
The summary is an important document about two way communication and 
DH reminded the committee that today was a further opportunity to raise any 
issues with Mazars on any outstanding matters.  An update letter from CW 
had been circulated to all members earlier that morning. 

 
The following areas were noted during the discussions as outstanding 
matters: 
 

 NECS service auditor report for the 2nd six months of the year  

 Prescription pricing authority service auditor report.   
 

Both reports have been received by Mazars and no issues were identified for 
action.  The NECS report did highlight some control failures, similar to those 
in the first six months.  Those controls have already been covered within the 
SCCG’s annual governance statement and SCCG have stated where 
mitigating controls are in place.  The audit conclusion was there were no 
significant internal control issues.   

 
 DH commented that whilst the accounts had been finalised she would be 

vigilant for any announcements which may affect the figures prior to them 
being signed by CW on the evening of Wednesday 27th May 2015.   

 
There was a recent issue which had been identified around classifications 
relating to the payables note between two lines in between payables and 
accruals.  It would have been a non-material unadjusted error had it 
transpired that it was an issue for SCCG.  Based on discussions today with 
TL, Mazars do not think this was an issue for SCCG, therefore it will not be 
reported as an unadjusted uncertainty.  TL clarified that this was where 
invoices had been received and accrued as a payable, not as accruals, NECS 
moved them to accruals and this was not done by SCCG.   
 
Mazars are proposing an unqualified opinion on the accounts and also on the 
unqualified value for money conclusion.  This includes the regularity opinion 
wording which is set out in appendix 2 of the report.  In addition no issues 
have arisen in the whole of government accounts return which is a separate 
template which TL completed and produced the department of health 
consolidated accounts.  Mazars issued a consistency opinion on that and 
there is nothing in that at present. 
 
PT commented that there was very good strong wording in the value for 
money opinion this year.   
 
DH highlighted the following areas in section 2, the significant risks were:   

 Management over ride of controls  

 Revenue recognition.   
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There was no change at the point Mazars started their final accounts work 
and there were no issues arising from the work that they carried out to 
address that.   
 
A lot of irrelevant accounting policies and disclosures had been removed from 
the revised accounts which have improved the report.  There was one new 
accounting policy which related to continuing healthcare and the risk pooling 
arrangement.  Comparatives have been added to a number of disclosure 
notes.   
 
Mazars are required to let us know if they have had any discussions around 
any significant or contentious matters as well as any significant difficulties 
during the audit.  DH confirmed that there had not been any contentious 
issues this year and no significant difficulties during the audit which has gone 
well. 
 
PT noted that during 2015/2016 the audit committee should take the 
opportunity to meet in private with both internal and external audit ahead of 
the meetings.  PT thought that this would be good practice going forward.  
Meeting to be organised before the September and November meeting.  Half 
an hour to meet at 9.30 with either internal or external audit on their own.   
 
Action:  audit committee/internal/external audit 
Meeting to be organised prior to the September and November meeting 
as part of good working practice.  To meet with either internal or 
external audit prior to committee meetings for 30 minutes.  
 
PT offered thanks to DCh and TL and the team for the content of the working 
papers which were of a really good standard.  The executive committee 
members who joined the audit committee for the informal meeting in May 
found it very helpful.   
 
DH confirmed that there were no significant deficiencies in internal control in 
section 3.  Mazars are required to follow up any previous control points.  
There were two last year which were not significant deficiencies.   
 
PT commented that she was disappointed that it appeared that there had not 
been as much progress on issues with NECS as was hoped for.  TL had a 
slightly different impression and thought it was helpful this year in so far as 
they had outlined which weaknesses did not apply to SCCG and was fairly 
satisfied with the service received from NECS overall.  TL meets with NECS 
monthly and extra resources have been put in place by NECS which has 
improved their service. PT commented that it was good to hear that the 
service continues to improve.    
 
The second internal control point was coding correction journals and it was 
noted there were less in this year but there may be an increase in next year’s 
with the commencement of primary care co-commissioning.  There were no 
major issues but DH flagged this up to the committee as a follow up point.  TL 
highlighted that there had been some further decisions on how the Better 
Care Fund is reported within SCCG’s general ledger which will mean SCCG 
will need to do a significant amount of re coding and part coding of contracts 
which will be unavoidable.  PT asked whether this is a piece of work that 
could be completed early so they do not appear as final month journals?  TL 
responded and confirmed that the finance team would have to do this on a 
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monthly basis i.e. STFT there is a CAMHS element to that contract which is 
not within the scope of the Better Care Fund.  That element would therefore 
have to be left on a separate code and recode the rest to another code so 
NHS England can identity our Better Care Fund balance.  PT then asked if 
there was potential then to get South Tyneside to submit slightly different 
invoices?  TL agreed that this would be a solution as the contractual 
arrangements will move towards a lead commissioner arrangement in 
2016/2017.  However our present position meant that there is some work to 
do on the ledger.    
 
A discussion took place around Primary Care Co-Commissioning with SCCG 
undertaking this work for the first time in 2015/2016.  Some of the issues 
discussed were: 
 

 what will that mean for comparators?  There may be lines in the 
accounts that do not have a 2014/2015 comparator and if this is 
considered to be a potential future problem.   

 is there something that we need to be doing now in conjunction with 
NHS England while they produce their 2014/2015 accounts?  

 PT enquired if the NHS England figures will be consolidated for the 
whole of the CNTW this time next year and will we have lines within 
our accounts for Primary Care Co-Commissioning that will not display 
comparative values?  TL commented that this has been noted in the 
accounts and her understanding was that those comparators would 
stay with NHS England.  We may need an additional narrative within 
the relevant notes to explain why there is an amount of money 
remaining from last year.   

 
PT was pleased to see that there were fewer correcting journals in this year’s 
accounts which were due to NHS England amending how items should be 
coded.   
 
PT asked for assurances from DCh to look at other coding with a view to 
minimising correcting journals and manage this throughout the year.  DCh will 
ensure that journals will be monitored throughout the year.  TL and DCh 
continue to work with budget holders in SCCG and have provided them with a 
coding work book to enable more accurate coding and an internal target will 
be set to measure the reduction. 
 
There were no unadjusted material errors brought forward from the previous 
year in section 4, summary of misstatements.  There have been no numerical 
amendments to the primary statements apart from one late adjustment.  The 
statement of payers in tax payer’s equity is a presentational issue which does 
not impact on the balance carried forward.  The line which reflects 
expenditure for the final year also included the balance brought forward and it 
should have just been for the year in question.  This resulted in the formula 
being adjusted for this primary statement to exclude the balance brought 
forward.  It therefore did not have any impact on the balance carried forward.  
This will be the same for all CCGs nationally.  Because Mazars amended the 
2014/2015 statement, the comparator was also amended even though it was 
using the template.  There was no impact and this has been now been 
completed.   
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There were some disclosure amendments, five set out on page seven and of 
those five, three of them are outside of the control of the CCG.  Three of 
those five issues arose either from guidance which the NHS sees as issues 
during the audit, or sickness absence figures not being available or items 
which are time critical.  That leaves two issues which came about as a result 
of the audit neither of which were numerical amendments.  The two issues 
were around the financial performance targets and also an amendment to the 
remuneration report.  DH confirmed that there was nothing of significance.     
 
Mazars reflected on the challenges that SCCG were already aware of in the 
value for money conclusion.  DH highlighted that Mazars are required to carry 
out a ‘reality check’ before Mazars deliver the value for money conclusion.  
On page 11 they set out the areas covered, one of which was the assurance 
framework.  Mazars have highlighted that Q3 of 2014/2015 had a slightly 
lower assurance rating and that 2015/2016 is looking like a limited assurance 
improvement required rating.  It relates to key areas i.e. A&E waits and 
referral to treatment.  There is a more rigorous framework in place for 
2015/2016.  SCCG are not alone and this rating will apply to other CCGs.  
The overall conclusion was an unqualified value for money conclusion.   
 
DH highlighted the three important appendices which were: 
 
a) The draft management letter of representation.  The final paragraph 

needed to be updated to confirm that there were nil unadjusted 
misstatements.  PT confirmed that there were no unadjusted 
misstatements for which SCCG needed to provide Mazars with 
representations and this can now be confirmed as the final part of that 
letter to CW.  DCh to correct that paragraph before it’s signed. 

 
b) The auditors report included very specific wording and it has been 

replicated in the annual report included in the value for money conclusion, 
regularity opinion and CW will formally sign this.   

 
c) DH confirmed that there have been no new threats to their independence 

which they needed to reflect and inform SCCG of and this is confirmed in 
appendix C. Mazars were pleased with the quality of work completed 
within the timescales required.   

 
PT commented that both internal and external audit along with our finance 
team have responded amazingly to the deadlines and the audit committee 
members gave their thanks.  DG also gave his thanks to the meeting for 
everyone’s input. 
 
The audit committee NOTED the external auditors report, HIGHLIGHTED any 
issues for discussion with external audit as part of the two way 
communication.  The audit committee RECOMMENDED that the annual 
report, including the financial statements be presented for APPROVAL by the 
governing body, including the specific assurances required by the external 
auditor in the letter of representation.   
 

 
2015/54 Approval of Accounts and Annual Report 
 

DCh recommended to audit committee that we approve our accounts and 
annual report to the governing body for formal sign off.  That confirmed that 
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there are no further adjustments to be made to the financial statements or to 
the annual report before they are presented to the governing body and that 
we have returned all necessary letters of representation to audit in line with 
requirements. 
 
PT offered her thanks to everyone for the valued input and effort to complete 
this work.  Everyone has worked well together and ensured that we have 
reached this very satisfactory position. 
 

2015/55 2015/2016 Assurance Framework  
 

DG reminded everyone of the original corporate objectives which were 
developed by the governing body during a development session.  We have 
built on those over the previous two years and this framework has been 
presented to various committees for review.  Subject to agreement of the 
audit committee this will be taken to the governing body later today.  DCh 
clarified an item on page 5 where it stated that there was a gap in assurance 
on the financial control performance target.  DCh confirmed that this related to 
primary care co-commissioning budgets.  PT also enquired why the risk rating 
is high, even though there are gaps in assurance, our record would suggest 
that we manage our financial risks well.  DCh replied that this was a prudent 
approach and this should be downgraded later in the year to medium and 
then low risk.   
 
The audit committee were formally asked to APPROVE the assurance 
framework for 2015/2016.  We agreed to receive further updates on progress 
on a bi-annual basis (every 6 months) and RECOMMENDED submitting to 
the governing body for formal ratification. 
 

2015/56 Any other business 
 
The meeting in November is to be rearranged.  TS to organise and contact 
committee members. 
 
With no further business the meeting closed at 11.30am. 
 

 

 
Signed:    ……………………………………. 
      Pat Taylor, Chair, Audit Lay Member  
 
Date:   ……1st September 2015……… 
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 Item: 10.4 

 
SUNDERLAND HEALTH AND WELLBEING BOARD 

 

Friday 24 July 2015 
 

MINUTES 
 

Present: - 
 
Councillor Paul Watson (in 
the Chair) 

- Sunderland City Council 

Councillor Pat Smith - Sunderland City Council 
Councillor Mel Speding  - Sunderland City Council 
Neil Revely - Executive Director of People Services, 

Sunderland City Council 
Dave Gallagher - Chief Officer, Sunderland CCG 
Gillian Gibson - Acting Director of Public Health 
Dr Ian Pattison - Chair, Sunderland CCG 
Ken Bremner - Sunderland Partnership 
   
In Attendance:   
   
Liz Highmore - DIAG 
John Mooney - University of Sunderland 
Victoria French - Assistant Head of Community Services, Sport 

and Leisure 
Karen Graham  - Office of the Chief Executive, Sunderland City 

Council 
Gillian Kelly - Governance Services, Sunderland City Council 
 
 
HW14. Apologies 
 
Apologies for absence were received from Councillors Kelly, Leadbitter and Miller 
and Kevin Morris and Dr McBride.   
 
 
HW15. Declarations of Interest 
 
There were no declarations of interest. 
 
 
HW16. Minutes 
 
The minutes of the meeting of the Health and Wellbeing Board held on 29 May 2015 
were agreed as a correct record. 
 
 
   



HW17. Feedback from Advisory Boards 
 
Adults Partnership Board 
 
Karen Graham informed the Board that the Adults Partnership Board had met on 7 
July 2015 and the main issues concerned had been: - 
 

 Health and Wellbeing Board Peer Challenge Feedback 

 Winter Monies Evaluation 

 Age Friendly Update  
 
Dave Gallagher highlighted that the winter monies project was part of a wider CCG 
sponsored scheme which was being looked at for next year. 
 
RESOLVED that: - 
 
(i) the Health and Wellbeing Board receive an annual report from the Adults 

Partnership Board; and 
 

(ii) opportunities for continuation funding for the winter health programme, 
particularly through social prescribing, be explored. 

 
NHS Provider Forum 
 
Ken Bremner informed the Board that the NHS Provider Forum had met on 1 July 
2015 and the main issues concerned had been the engagement event and Vanguard 
status.  
 
Ken highlighted that there had been some confusion about the different initiatives 
which were going on and where partners should be in relation to these. It was 
planned to hold an additional engagement event later in the year to provide 
information about funding and gathering views on policy changes. 
 
With regard to the Vanguard status, Dave Gallagher advised that this was a delivery 
mechanism and the Sunderland Integrated Community Services Provider Board was 
a subset of that work. He commented that there would be some merit in looking at 
the plethora of different structures in place and the Chair added that there was a 
need to have an understanding of what was happening.  
 
The Chair also highlighted the devolution agreement in Manchester and queried 
whether partners would be interested in that sort of arrangement in the North East. 
Ken noted that the role that health services were to play in the devolution set up was 
not really clear and the powers may not be as local as was originally envisaged. 
 
Neil Revely commented that the engagement and link to communication needed to 
be broader across the city and that messages had to be transmitted as a system. 
Groups such as the Provider Board, the Transformation Board, CCG and the 
Integration Board needed to be aligned. 
 
Ken advised that the Provider Forum had discussed the metrics that the Health and 
Wellbeing Board should be looking for and Karen Graham added that she was 



carrying out a mapping exercise for the Integration Board with the aim of clarifying 
where everything was positioned within the system. This work would be brought 
back to the Health and Wellbeing Board and its advisory groups. 
 
Gillian Gibson highlighted that the ‘All Together Sunderland’ approach had been 
adopted but there was not a lot of structure and process around this at the moment. 
Neil noted that this approach would avoid duplicating work and help the overarching 
communications across the city to be better coordinated and to have a single 
strategic approach as far as possible.  
 
It was suggested that Phil Spooner could be invited to one of the Board development 
sessions and for communication leads to be involved to explain what they wanted 
from the All Together Sunderland approach.  Ken advised that this had been the 
impetus behind the Provider Forum’s proposal for a Chief Executive level meeting, to 
enable them to have an oversight of the system which had been created.  
 
Accordingly the Board RESOLVED that: - 
 
(i) the dissemination and development role identified in the development session 

in relation to the policy changes arising from the Better Care Fund and the 
Care Act be addressed by the Health and Wellbeing Board; 
 

(ii) reports be received from the Integrated Community Services Provider Board 
on the benefits from the Vanguard status; and 
 

(iii) it be noted that a Chief Executive level meeting was to be arranged to 
consider risk and structures in relation to the Vanguard and to receive an 
update on the discussions. 

     
 
HW18. Update from the Health and Social Care Integration Board 
 
Dr Pattison advised that the Health and Social Care Integration Board had met on 25 
June 2015 and highlighted that the minutes of the previous meeting which had taken 
place on 14 May were attached for the information of Board members. 
 
Dr Pattison outlined the seven pools which made up the Better Care Fund: - 
 
Pool 1 - Community Integrated Teams, including Recovery at Home 
Pool 2 - Mental Health Community Services 
Pool 3 - Carers Services 
Pool 4 - Learning Disability Services 
Pool 5 - Community Packages (including CHC) 
Pool 6 - Equipment Services 
Pool 7 - Disabled Facility Grant 
 
It was noted that the benefits of working more closely together had already been 
seen with regard to community packages and partners were confident that they 
would get what they wanted to be delivered. There was a total of over £150m spread 
over the seven pools and there was a need to capture the reporting on each pool. 
Neil added that there had been discussions about how services were or could be 



integrated in general terms, not in relation to the Better Care Fund, and how this 
could achieve better outcomes for the city. 
 
The Chair asked if there was some disjointedness with the work and Dr Pattison 
stated that this was more about getting to know each other. There was a willingness 
to come together but there had been some practical issues between the local 
authority and the CCG such as different contracting periods and procedures. It was 
noted that there had been a focus on finance in the early days of the Better Care 
Fund but it was the intention to bring performance and monitoring into this. Dr 
Pattison also said that he hoped to see more real financial information coming 
through, not just projections. 
 
RESOLVED that the feedback from the Health and Social Care Integration Board be 
noted.     
 
 
HW19. Health and Wellbeing Peer Review 
 
The Assistant Chief Executive submitted a report advising of the outcome of the 
Local Government Association Health and Wellbeing Peer Review follow up which 
took place in April 2015. 
 
The original peer review had taken place in March 2014 and presented a number of 
recommendations from which an implementation plan had been prepared and was 
brought to the Health and Wellbeing Board on a six monthly basis. The peer review 
team had returned in April 2015 to take stock of progress against the plan and had 
considered a number of topics including health and social care integration, the role of 
the Board’s advisory groups and the role of the Council’s Public Health team.  
 
The letter from the team providing feedback was attached as an Appendix to the 
report and the main issues arising were as follows: - 
 

 In terms of integration, the Accelerated Solutions Event was impressive but more 
needed to be done to communicate to the health sector the progress being made 
in respect of integrated commissioning and integrated locality working. The Board 
should be clear about the outcomes of integration and articulate these to local 
people and further relationships with providers need to be reviewed based on the 
impact of the Better Care Fund and the Vanguard to ensure that the best was 
made of future opportunities. 

 The future role of the Adults Partnership Board and Children’s Trust needed to be 
considered. 

 The Board should ensure that a coherent set of action plans be developed for 
their recently agreed priorities and that these were implemented quickly. 

 The Public Health team was in a transition period due to the departure of the 
Director of Public Health and this afforded the opportunity to strengthen the team 
and the role of public health more generally. 

 In terms of community engagement, there was evidence of strong relationships 
and lots of activity at local level, however there was an opportunity to join up 
activity across partners and make best use of diminishing resources. 

 



Karen Graham advised that she was working with Gillian Gibson to develop action 
plans quickly to make sure that the momentum was there. With regard to the role of 
advisory groups, there was an opportunity to look more closely at the role of the 
Adults Partnership Board and Children’s Trust and how they could be working more 
actively. There was an event to be held for the Children’s Trust in August and a 
report would be presented to the Adults Partnership Board in September. It was 
highlighted that there was a need to make sure that the Health and Wellbeing Board 
did not forget about health inequalities and prevention. 
 
The Board RESOLVED that: - 
 
(i) a revised action plan be developed based on the overall findings of the LGA 

Peer Review; and 
 

(ii) six monthly updates on progress against the action plan be received. 
 
 
HW20. Active Sunderland Board  
 
The Executive Director of People Services submitted a report advising the Health 
and Wellbeing Board of the establishment of the Active Sunderland Board, whose 
aim it would be to drive forward participation levels in physical activity and sport. 
 
In November 2014, a direction of travel was agreed for the city with regard to a 
joined up approach to improve levels of physical activity and a move towards an 
increasingly active Sunderland. The new approach aims: - 
 

 to impact on the greatest number of people (children and adults) 

 to enable children and young people to have the best start in life 

 to support people in families and communities that are benefitting least from the 
opportunities that being active brings 

 to provide access to all our infrastructure, green and blue space as well as sport 
and leisure facilities, including pathways to sporting excellence. 

 
The approach would provide a clear direction and identify a new joined up approach 
to an Active Sunderland; develop shared priority outcomes for partners and city 
residents; create ‘All together an Active Sunderland’ – a city where everyone is as 
active as they can be; and target a reduction in levels of inactivity. 
 
Victoria French, Assistant Head of Community Services, was in attendance to 
present the report. She advised that a new strategic group was to be established 
called the Active Sunderland Board and that this group would provide the necessary 
leadership to empower a thriving city partnership, where enabling people to be 
physically active would become everyone’s business. The priorities of the Board 
would be aligned to the Health and Wellbeing Board’s priority of reducing inactivity. 
 
Membership of the Active Sunderland Board would include local authority 
representatives from the Council’s Cabinet, Sport and Leisure and Education 
services, Tyne and Wear Sport, Sunderland AFC Foundation, Sunderland Cultural 
Partnership, Everyone Active, Sunderland AFC, Sunderland College, Sunderland 
University, Public Health and the NHS - NTW. It was recommended that the 



reporting arrangements for the Active Sunderland Board should be through the 
Health and Wellbeing Board. 
 
An initial workshop had been convened to commence development of the Board and 
to seek partner’s views and Neil Revely commented that all sessions with partners 
had been vibrant and that there was strong buy-in across the city and from national 
bodies such as Sport England. As a Community Leadership Council, it was the 
authority’s role to stimulate and facilitate active citizens, and a fairly broad 
consensus had been reached which would give vibrancy to plans to create active 
citizens. 
 
Liz Highmore commented that DIAG had received a presentation from an officer 
from sport and leisure but it had not been clear what provision was available for 
disabled people in the city. Victoria stated that there was a lot on offer but it was not 
always easy for customers to access this information. This issue would be picked up 
at the Active Sunderland Board as partners could help ensure that facilities were 
publicised to all groups. 
 
Dave Gallagher stated that it was good to see mental wellness involved in this 
approach through NTW but highlighted the need to be joined up in the 
commissioning of services. Victoria referred to scientific evidence about the impact 
of activity on health and Neil added that it had been found that young people had an 
additional 8% attainment in Maths and English if they were active, linking Active 
Sunderland to the Education and Skills Strategy. He stated that there would be a 
strategic commissioning and community leadership approach to how this was driven 
forward. 
 
Victoria highlighted that discussions with schools were now based on attainment and 
conversations were ongoing about how the excellent facilities in schools could be 
made available to the wider community. This was moving in the right direction and 
support would be provided on issues such as pricing strategy.   
 
Neil noted that there would be discussions about the frequency of the reporting from 
the Active Sunderland Board to the Health and Wellbeing Board as the proposed 
quarterly arrangement would not fit with the existing Board timetable.  
 
Having considered the report, the Board RESOLVED that: - 
 
(i) the content of the report be noted for information;  

 
(ii) the Active Sunderland Board and its membership be formally established; and 

 
(iii) regular updates be received from the Active Sunderland Board. 
 
 
HW21. Update on Health Harms of Alcohol and Licensing Policy  
  Consultation 
 
The Acting Director of Public Health submitted a report providing the Board Members 
with an update on the hidden harms of alcohol in Sunderland and to make Members 



aware of the Statement of Licensing Policy consultation which was open until 16 
August 2015. 
 
Gillian Gibson reminded Board Members that Sunderland had signed up the Alcohol 
Declaration and had previously discussed issues in the city which were related to 
excessive alcohol consumption and the costs which resulted from alcohol related 
problems. There was now an opportunity to look at the Council’s licensing policy as 
this was currently under review and open to comments from partners until 16 August 
2015. 
 
Gillian introduced John Mooney, Senior Lecturer in Public Health from the University 
of Sunderland who was working with the Public Health team in the local authority. 
John delivered a presentation to the Board on the options around Local Alcohol 
Policy and examples of good practice in Statements of Licensing Policy. 
 
John advised that the rationale for a pro-active approach to alcohol licensing in 
Sunderland was due to the very high rates of hospital admissions for alcohol related 
disease, the substantial cost burden across the NHS, crime and licensing, social 
services and the workplace, the five Public Health outcomes related to alcohol harms 
and an opportunity to reduce consumption by acting through the licensing process to 
influence price and availability. The four licensing objectives were: - 
 

 The prevention of crime and disorder 

 The maintenance of public safety 

 The prevention of public nuisance 

 The protection of children from harm 
 
Three licensing policy options were outlined to the Board; Cumulative Impact Policy, 
Reducing the Strength Programme and specified/ agreed licensing conditions. John 
highlighted that other local authorities had dealt with challenges in a number of ways 
including more creative use of licensing objectives to accommodate a health 
perspective, collaboration with police partners in embracing the wider concept of 
alcohol harms and using in-house legal expertise to deal with resistance from the 
industry lobby. 
 
Suggested ways forward for the Statement of Licensing Policy were: - 
 

 Use of the Statement of Licensing Policy to commit to exploring ways of tackling 
adverse drinking environments and licensing practices; 

 Arrange for ease of information exchange between police, NHS and local council 
Public Health Teams; and 

 Emphasise the potential health and economic benefits of a more pro-active 
approach to excess availability, in both on trade and off trade sectors. 

 
The Chair noted that currently local authorities tended to remove personal licenses 
rather than premise licenses and that this was not effective. John Mooney advised 
that in other areas, Police did undertake compulsory reviews of premises so that a 
challenge to a license would apply whoever held the license. 
 
It was noted that minimum unit pricing was one way of addressing alcohol related 
problems and John commented that this policy would usually impact on the off trade 



and lead to a decrease in consumption, followed 18 months to two years later with a 
reduction in liver cirrhosis disease. 
 
The Chair advised that he was the Alcohol Champion for the North East as part of 
his role as the chair of the Association of North East Councils and he felt that it was 
important for local authorities to work together on this as it was very difficult to run 
big campaigns individually. Alcohol needed to be pushed as part of the main Health 
and Wellbeing Strategy in the context of people making better decisions about their 
health.  
 
Dr Pattison commented that as GP, he felt that the situation was getting worse and 
not better. Drinking culture had changed and the patients with the biggest problems 
were those who stayed at home drinking. He added that he would like to see alcohol 
treated in the same way as cigarettes and that there was a normalisation of alcohol 
in society. 
 
It was suggested that licensed premises should be encouraged to improve the range 
and quality of the non-alcoholic drinks on offer and that prices should be lowered. It 
was also felt that the hard sell for alcohol in supermarkets should not be accepted 
and that minimum unit pricing would demonstrate to the alcohol trade that the 
Government was serious about tackling the problem. 
 
Karen Graham asked if John felt that the reviewed Statement of Licensing Policy 
was proactive and John said that there were a few areas which could be developed 
including the exclusion of consideration of a late night levy or Cumulative Impact 
Zone. He suggested that the statement could say that the local authority was 
prepared to explore any initiatives to determine what was right for Sunderland. 
 
Councillor Speding commented that it had to be the Licensing Authority which was 
strong and had to address the whole system. Gillian Gibson acknowledged that this 
would not be straightforward, and may be high risk, but if a stand was not made, and 
then the culture would not change. 
 
Alcohol was a whole community issue and it was suggested that the Council’s 
Licensing Officer could be invited to the Board to provide some ideas about what it 
would be possible to do under the existing licensing regulations. Neil Revely 
commented that he supported any recommendation which would give the licensing 
authority additional tools and allow the Licensing Committee to use these for the 
benefit of the health and wellbeing of the people of Sunderland.  
 
Turning to the consultation on the Statement of Licensing Policy, Gillian suggested 
that she would pull something together on behalf of the Board which would reflect 
the discussions which had taken place at the meeting and the will of the Board to 
change things in a sensible way.   
 
Following a full discussion, the Board RESOLVED that: - 
 
(i) the review of the Statement of Licensing Policy be noted; and 

 
(ii) any comments on the revised Statement of Licensing Policy be forwarded to 

Public Protection and Regulatory Services by 16 August 2015. 



HW22. Integrated Wellness – the Live Life Well Service 
 
The Acting Director of Public Health submitted a report providing an update 
regarding the development of the Integrated Wellness Service, now known as the 
Live Life Well Service, in the context of Sunderland being a healthy place being 
identified as one of the Board’s priorities. 
 
Gillian Gibson reported that the integrated wellness model had been developed over 
the last two years and following a large amount of engagement work with 
communities, groups and stakeholders, Public Health had developed a model which 
was re-named the ‘Live Life Well Service’ and began service delivery in April 2015. 
 
The new model would deliver an approach taking into account the health needs of 
the whole population whilst also being personalised to individual needs. This was a 
tiered approach as many people did not need services but wanted to maintain 
healthy choices in their lives. The Live Life Well service worked city wide and on 
area based priorities with a lead for each locality area and priority Public Health 
areas. 
 
Gillian highlighted that the service needed to join up with work on integration and to 
highlight any key assets which could be promoted within the service, for example 
activities for disabled people. If any particular organisations wanted to make links, 
then Public Health could ensure that they were supported. As a new service it would 
learn and move on through feedback. 
 
It was confirmed that GPs should pass on the new 0800 number for the service to 
patients and that it was hoped to develop an extensive marketing campaign moving 
forward. 
 
The Board RESOLVED that: - 
 
(i) partners identify key assets within their services which the Live Life Well 

service could promote or work with; 
 

(ii) the members of the Health and Wellbeing Board identify any issues within 
their local organisations which the Live Life Well service could help to 
address; and 
 

(iii) feedback regarding the Live Life Well service be forwarded to Public Health in 
order to continue to influence the delivery of the service.   

 
   
HW23.  Health and Wellbeing Forward Plan and Board Timetable 
 
The Head of Strategy and Performance submitted a report presenting the Board 
forward plan for 2015/2016. 
 
Karen Graham requested that Board Members let her know if they had any items for 
future meetings and advised that she had circulated a blank forward plan to the 
Board and asked that it be populated. 
 



The Board RESOLVED that: - 
 
(i) consideration be given to topics for in depth closed partnership sessions for 

2015/2016; and 
 

(ii) the forward plan be noted and requests for any additional topics be passed to 
Karen Graham. 

 
 
HW24. Date and Time of Next Meeting 
 
The next meeting of the Board will be held on Friday 18 September 2015 at 12noon 
 
 
(Signed) P WATSON 
  Chair 


