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Meeting of the Governing Body 

 
To be held on Tuesday 29 March 2016 1.15-3.45pm 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  26 

January 2016 
1.20-1.30 Enclosure 

    
5. Matters arising from the minutes and action log 

 
1.30-1.50 Enclosure 

    
6. Notification of Items of Any other business   
    
7. 
 
 
 
 

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

 
1.50-2.00 
 
 
 

 

    
8. 
 

Items of Quality and Safety 
 

  
 

8.1 
 
 
 
 
8.2 
 
 
 

Report from the Quality, Safety and Risk 
Committee Minutes from 12 January and 9 
February 2016 
A Sullivan 
 
Medicines Optimisation quarterly report and 
update on shared care 
Jackie Gillespie 
 

2.00-2.15 
 
 
 
 
2.15-2.25 

Enclosure 
 
 
 
 
Enclosure 

9 
 
9.1 
 
 
 

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

 
 
2.25-2.35 
 
 
 

 
 

Enclosure 
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9.2 
 
 
9.3 
 
 
9.4 
 
 
9.5 
 
 
9.6 
 
 
9.7 
 
 
9.8 
 

Approval of Budgets 2016/17 
D Chandler 
 
Sustainability Plan 
D Chandler 
 
CCG Operational Plan refresh 2016/17 
D Burnicle 
 
SCCG Assurance Report 
D Burnicle 
 
Outcome of GP Elections 
D Cornell 
 
Equality Delivery System (EDS2) update 
D Cornell 
 
Health and Safety Strategy 
D Cornell 
 

2.35-2.45 
 
 
2.45-2.55 
 
 
2.55-3.05 
 
 
3.05-3.15 
 
 
3.15-3.25 
 
 
3.25-3.35 
 
 
3.35-3.45 

Enclosure 
 
 

Enclosure 
 
 

Enclosure 
 
 

Enclosure 
 
 
Verbal 
 
 
Enclosure 
 
 
Enclosure 

10 Items for Information Only 
 

  

10.1 
 
 

Chief Officers Report 
D Gallagher 

3.45 Verbal 

10.2 
 
 
 
10.3 
 
 
10.4 

Confirmed minutes of the Executive Committee 
meetings held on 5 January 2016 and 2 February 
2016 
 
Confirmed minutes of the Audit Committee 
meeting held on 12 November 2015 
 
Confirmed minutes of the Health and Wellbeing 
Board meeting held on 15 January 2016 

 Enclosures 
 
 
 
Enclosure 
 
 
Enclosure 

    
11 Any other business   
    
12 Date of next meeting   
    
 Tuesday 24 May 2016, 1.15-3.45pm. Venue tbc   
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GOVERNING BODY 

Minutes of the meeting held on Tuesday 26 January 2016, 1.15-3.45pm in Bede 

Tower, Burdon Road, Sunderland, SR2 7EA. 

Minutes 

 

Present: Dr Ian Pattison, Chair  

                                    Prof Mike Bramble, Secondary Care Clinician 

                                    Mr David Chandler, Chief Finance Officer 

                                    Dr Henry Choi, Elected GP Member 

                                    Mrs Ann Fox, Director of Nursing, Quality and Safety 

                                    Mr David Gallagher, Chief Officer 

                                    Dr Jackie Gillespie, Elected GP Member    

Dr Fadi Khalil, Interim Appointed GP Member (from item 

2016/12) 

 Mrs Aileen Sullivan, Lay Member, Patient and Public 

Involvement 

 Mrs Pat Taylor, Lay member for Audit and Vice Chair 

 Dr Val Taylor, Elected GP Member   

 

In Attendance: Dr Claire Bradford, Medical Director 

 Mrs Debbie Burnicle, Deputy Chief Officer 

 Gillian Gibson, Director of Public Health, Sunderland City 

Council  

 Mr Eric Harrison, Interim Lead Practice Manager 

 Mr Chris Macklin, Lay Member, Primary Care Commissioning 

 Mr Neil Revely, Executive Director of Peoples Services, 

Sunderland City Council 

 Mrs Jan Thwaites, minutes 
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2016/01            Welcome and Introductions 

 Dr Pattison welcomed everyone to the meeting and introduced Mr 

Eric Harrison, Interim Lead Practice Manager. 

  
2016/02 Apologies for absence 
  
 Apologies for absence were received from Dr Tracey Lucas. Dr Fadi 

Khalil would be attending later. Dr Pattison confirmed that the 
meeting was quorate. 

 
2016/03 Declaration of Interest 

 There were no declarations of interest. Dr Pattison asked that during 
the course of the meeting if any interests became apparent that they 
be raised for the relevant item. 

 

2016/04 Minutes of the meeting held on 24 November 2015 

 It was confirmed that an explanation on the reasoning behind Mrs 

Sullivan being in the chair at the previous meeting should be 

included in the minutes. The following supplementary information 

would be added as an addendum to the minutes: 

 Mrs Sullivan welcomed everyone to the meeting and explained that 

she had been asked to chair the meeting today as Dr Pattison was 

unable to attend and the vice chair was on annual leave and the 

clinical vice chair was unwell. 

 It was also added that on commencement the meeting was quorate. 

 2015/149 SCCG Financial report – Mr Macklin noted it was good to 

see positive movement on prescribing. This combined with 

consistent reporting of the overall financial position was exactly what 

NHSE and others would be looking for. Linking years to the Q1 

assurance framework Mr Macklin said it would be helpful to 

understand what it would take for Sunderland to move from a good 

rating to an outstanding rating. 

 2015/150 SCCG Assurance Report – Dr Taylor questioned the 4th 

paragraph in the report to which Mrs Burnicle replied that the less 

than expected referred to the additional activity we were expecting 

as a result of relocating the Grindon Lane Urgent Care Centre to 

Pallion. 
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A small number of typographical errors were raised; these would be 

amended on the original minutes. 

 Subject to those amendments being made the governing body 

ACCEPTED the minutes as an accurate record of the meeting. 

2016/05 Matters arising from the minutes and action log 

                          There were no matters arising from the minutes. 

2016/06            Action Log 

 2015/42 Perfect week – Mrs Fox had proposed to share the report 

and the suite of slides with the governing body as there had been an 

inability to schedule in a development session due to competing 

priorities. Mrs Fox confirmed that the information had been shared 

via the urgent care board and was aware that the governing body 

had wanted to get into the detail of the report. 

 Mrs Taylor noted her disappointment over not having the report 

information covered at a development session and also noted that 

there had been a lot of learning that should have been shared. 

 Dr Pattison pointed out that some issues which happened during and 

after the perfect week had increased the performance in City 

Hospitals Sunderland (CHS) in areas where they had been 

struggling, he asked were these areas still benefiting from that week. 

Mrs Fox confirmed that there had been an increase in performance 

although the whole system was still under pressure in terms of 

achieving. CHS had sustained overall improvement whilst the 95% is 

still a challenge for everyone.  

 Professor Bramble considered that it would be good to see one year 

on if the improvement had continued. Mr Gallagher noted how the 

impact of issues such as this was fed back in the assurance reports. 

A piece of work was required to look at how best to link back from 

the CCG various structures so that we can all be aware of things that 

are going on when needed. Mr Gallagher was happy to take this 

away and give it some thought. 

 2015/94 Quality Safety and Risk Committee end of year report – 

Mrs Sullivan explained this item was from a question asked by Dr 

Choi concerning NICE guidelines, as the PCT used to disseminate 

these to all practices. In essence this was going to the February 

governing body development session which was about quality in the 

primary care sector.  
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Action: This item would be left on the action log until after the 

February governing body development session. 

 2015/16 Safeguarding Annual Report – Mrs Fox confirmed the 

sessional arrangements for safeguarding named GPs and 

designated doctors was 2 for adults and 3 for children. 

 2015/152 Governing Body Assurance Framework 2015/16 – Due 

to the issue of quoracy at the previous meeting it was agreed to ask 

for ratification at this meeting. Mrs Taylor noted her concerns that the 

governing body were being asked to ratify a paper when they had 

not been present at the previous meeting and if a similar situation 

occurred in future further thought would have to be given as to the 

way in which this would be managed. Mr Gallagher confirmed that all 

members had had sight of the papers from the previous meeting.  

Ms Cornell explained that the framework was presented to the 

governing body as an update and did not require a specific decision. 

 2015/153 Risk Appetite 2015/16 - Due to the issue of quoracy at 

the previous meeting it was agreed to ask for ratification at this 

meeting. The report was ratified. 

 2015/154 Core Standards for Emergency Preparedness, 

Resilience and Response and Business Continuity Plan – Mr 

Gallagher confirmed through chairs action that the documentation 

had been signed off. 

 2015/155 Audit Committee Terms of Reference – the terms of 

reference were approved noting that an audit panel had been 

established. 

 Dr Pattison observed that there was not a GP presence on the audit 

committee which would help with succession planning and reflect the 

clinically led nature of the CCG. Mrs Taylor stated that this could 

only be a lay member committee and that all GPs were elected. Dr 

Pattison advised that other CCGs had GP representation and 

advised that positive reflection on this going forward be given by 

audit committee taking on board that other CCGs do have GP 

representation. 

 Items 2015/42, 2015/115, 2015/116, 2015/152, 2015/153, 2015/154 

and 2015/155 were complete and would be removed from the action 

log. 
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2016/07 Notification of items of any other business 

 There were no notifications of any other business.  

2016/08     Question Time 

 There were no questions from members of the public present. 

  

2016/09 Patient Story  

Mrs Fox presented 2 short video clips filmed from a child’s 
perspective when having to attend hospital. 
 
Children and their families have told CHSFT how anxious coming 
into hospital can be, either as an outpatient or an inpatient.  After 
being approached by a young patient who wanted to film her own 
experience, the City Hospitals trust decided to produce two short 
films to give children an idea of what they can expect and that 
hospital is a safe and child-friendly place.  Both films are narrated by 
patients and were unscripted as CHSFT wanted the children to 
describe their experience in their own words.   

 
One film shows children attending the Niall Quinn Children’s 
Outpatient Department where the child is weighed, seen by a doctor 
and has a blood test – as they know this is something which can 
upset both the parents and the child. 

 
The second film shows a child attending a pre-assessment clinic 
where they are given the "Magic Dream Ticket” on which to note the 
dream they will ask the anaesthetist to give to them when they are 
asleep during their operation.  This ticket is taken with them when 
they go for surgery.  The film then follows the child on the day of 
admission showing preparations for their operation and the journey 
to and from theatre. 

 
 Both videos were shown at the CHSFT September PCPEC meeting, 

and are available on the Trust’s website and YouTube channel. 

 Mrs Sullivan noted that from a patient’s perspective generally there 

was a lot more we could do to support the patient.  

 

2016/10 Report from the Quality, Safety and Risk Committee minutes 

from 10 November meeting. 

 The purpose of the report was to highlight key points, risks and 

assurances from the quality, safety and risk committee held on 10 

November 2015. 
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 Mrs Sullivan raised the following key points: 

 In relation to the patient and public involvement action plan a lot of 

work had been undertaken; recognition for this work was given to Ms 

Cornell and Mrs Latta from the communications team in North East 

Commissioning Support (NECS). 

 The 1st PPI annual report had been completed, it was explained that 

the recording system used previously had not been as robust as it 

could have been and therefore not all PPI activities had been 

recorded appropriately. 

 In regard to the Safeguarding highlight report it was noted that 

following the Ofsted inspection the improvement board had overseen 

activity via the children’s services learning and improvement plan. 

The multi-agency looked after partnership (MALAP) had been re-

established. The rapid process improvement workshop (RPIW) 

scheduled for December had been postponed until spring 2016. Mrs 

Fox noted that a meeting had taken place and an action plan had 

been developed. 

 The number of overdue risks on the risk register had increased; this 

had been highlighted to the relevant lead person to be actioned. The 

governing body can be assured that robust processes have been put 

in place. 

 In regard to the CCG assurance report, this would be covered in item 

9.2. 

 The serious incident management policy had been updated to reflect 

the national serious incident and never event framework. 

 Mrs Sullivan apologised that the recommendation section on the 

front sheet of the report was incorrect. This should state “The 

Governing Body is asked to receive the summary and confirmed minutes 

for assurance”.  

 Action: The correct recommendation to be amended and replaced on 

the CCG website. 

The governing body RECEIVED the summary and confirmed 

minutes for assurance. 
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2016/11 Report from the Quality, Safety and Risk Committee minutes 

from 8 December 2015 meeting.  

 The purpose of the report was to highlight key points, risks and 

assurances from the quality, safety and risk committee held on 8 

December 2015. 

 Mrs Sullivan raised the following key points: 

 The serious incident risk management system (SIRMS) had been re-

launched across GP member practices in Sunderland with the aim of 

increasing incident reporting in primary care. A communications 

strategy had been developed to re-launch the system at the Time in 

Time Out session in December 2015. Incident reporting rates would 

be monitored by the SIRMS user group. 

 Mrs Sullivan asked Ms Cornell to describe what work the 

communications and engagement steering group was involved in 

and what functions it undertook.  

 When first formed the group membership included internal CCG staff 

and members of the communications team from NECS. In the last 18 

months it had been extended to other organisations and was now a 

multi-agency group working under the “All together Sunderland” 

banner with representation from the local authority, City Hospitals 

Sunderland (CHS) and Healthwatch. The group also encompass the 

integrated teams work from vanguard.  

 On the Patient Public Involvement (PPI) side they recognised that 

the work was moving more to a communications focus, to balance 

this out they had established an operational engagement group with 

wide representation from across the city. 

 In relation to quality in care homes we continue to keep careful 

monitoring processes in place.  

 Clinical quality assurance visits - actions highlighted on the visit were 

acted upon on the same day which gives the CCG quite valuable 

information about patient and public involvement and indeed quality. 

 It was confirmed that the prescribing expenditure for the year to date 

was on track to make QIPP savings. Work was ongoing with City 

Hospitals Sunderland (CHS) in regard to the joint formulary. 

 In regard to the CCG assurance report, this would be covered in item 

9.2. 
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 Dr Taylor questioned the reporting system in care homes that feed 

into the CCG. Mrs Fox noted that there was an opportunity to 

explore joint working arrangements. 

 Mrs Burnicle asked in relation to the work on SIRMS and the video 

that was used at the recent Time in Time out session what the 

practices had thought about this reporting tool. Mrs Burnicle also 

asked if it would be helpful to upload this to the CCG web site.  Dr 

Choi noted that the 2 sessions held on how to meet the CQC 

inspectors were having an impact in these regards. 

 Professor Bramble highlighted the regular target failures and asked 

what the main issues for NEAS were. Was it the hospital not being 

able to clear patients through A&E quickly or rural district issues. He 

was aware that Jeremy Hunt had extended times for London 

ambulance services so they can reach their targets. What is it that 

we or NEAS have to do to achieve the targets. 

 Mrs Fox explained that it was multi factorial issues and if it was 

known what would deliver the targets it would have been done. 

Handover delays and diverts in some parts of the system also 

contribute. These are challenging times for all ambulance trusts, 

there were likely to be changes from a workforce development point 

of view to make the paramedic training a 3 year programme which 

would extend the problem but in the longer term if equipped with 

additional skills and competencies they would be able to treat more 

patients at home than they currently can. Mrs Fox was not aware of 

the London issue but was aware that the trusts were to be given a 

further 60 seconds to triage calls before dispatching an ambulance. 

 Mrs Burnicle confirmed that from a Sunderland perspective we are 

achieving the target but the provider is not across their wider area. 

 Mr Gallagher stated that there were 4 lead commissioners involved 

with NEAS across the North East; this needed a specific quality 

surveillance group approach.  

 Dr Taylor pointed out that in relation to SIRMS feedback to practices 

would be a good driver. Mrs Fox noted that she was working closely 

with the practice manager forums 

 Mrs Taylor noted the need to be mindful of media coverage in 

relation to the proposal to combined 999 call centres, this could 

mean potentially that one ambulance service could cover 3 areas 

and to ensure that health was not lost in this. Mr Gallagher noted 

that NEAS were participating positively in these conversations. 
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 Dr Bradford explained that the medicines team reported back to 

practices regularly on prescription incidents, some were fed back to 

NHS England to triangulate information. 

 Dr Pattison noted a common theme in relation to communication with 

general practices. The CCG produced a newsletter but this could be 

an opportunity to make communications easier, for instance if there 

was a portal where all information was stored. In response Mr 

Gallagher explained that this was in the process of being developed. 

 The governing body RECEIVED the summary and confirmed 

minutes for assurance. 

 

2016/12 Safeguarding Children Learning and Improvement Action Plans 

 The purpose of the report was to advise the governing body of the 

key actions to be taken by safeguarding children’s lead health 

professionals to support the local authority improvement plan and 

the Sunderland safeguarding children board Ofsted action plan. 

 Mrs Fox explained that it was important to share with the governing 

body what we were doing in our role as a partner in terms of 

supporting and contributing to the improvements that had to be 

made. We should also be assured of the work our health colleagues 

are also undertaking and discharging their responsibilities for the 

work that they have to undertake. Mrs Fox asked if the governing 

body were happy with the governance approach outlined in section 3 

of the report. The CCG gained assurance from health colleagues 

through the joint strategy safeguarding group and through the 

quality, safety and risk committee. 

 Mrs Fox explained that the action plan had been to the Health and 

Wellbeing Board in terms of the SSCB action plan which was 

integrated in the overall action plan focussed on children’s services.  

 Action: Dr Pattison asked that an update be brought to the 

governing body. 

 Action: Numbering in section 3 of the report to be corrected. 

 Mr Gallagher confirmed that section 3.2 referred to the safeguarding 

board itself and its governance arrangements. He questioned how 

much information would go back to individual organisations and if 

minutes could be shared. 
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 Mr Revely confirmed the reporting responsibilities; in addition to this 

he confirmed the commissioner had an overarching improvement 

plan.  Dr Pattison asked who was ultimately responsible for the 

action plan; Mr Revely noted that it was the Chair of the LSCB. Dr 

Pattison noted that this may be a discussion to have at a later date. 

 Mrs Taylor drew attention to a recent announcement whereupon a 

number of children’s services had certain conditions imposed upon 

them she asked whether or not the recent announcement had 

changed anything.  

 Mr Revely agreed that for completeness the announcement had not 

meant any changes for Sunderland.   

 Dr Khalil joined the meeting at this point 2.15pm. 

 The governing body NOTED the actions advised in the plans for 

Health Safeguarding Lead Professionals to progress and agree the 

governance arrangements outlined within the CCG. 

 

2016/13 Quality Action Plan 

 The quality action plan had been developed originally as a Francis 2 

action plan. The plan had since been amended to incorporate further 

recommendations from other reports. The plan reflected progress 

against the recommendations and highlighted outstanding actions. 

 Mrs Fox noted this was used as a mechanism to track the additional 

work that came through. This report is the latest update and had 

been presented to the QSRC to demonstrate what had been 

updated and what had been completed, this ensured that the 

governing body had sight of how the business was carried out in 

terms of monitoring quality and safety. 

 Action: The quality action plan to be brought back to the 

governing body 6 monthly. 

 The governing body NOTED the issues, assurance and risks 

identified in the quality action plan. 

 

2016/14 SCCG Financial Report – Month 8 2015/16 

 The report presented the governing body with a summary of the 

financial position as at month 8. 
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 Mr Chandler raised the following key points: 

 The CCG is on target to achieve all of its key financial targets. 

 There was agreement with NHS England to increase our 

accumulative surplus from £16.1m to £18.1m and the CCG is on 

track to deliver its target. 

 The running cost budget was forecast to have a £166k underspend 

plus £200k for the quality premium. 

 Acute contracting were £1.9m over year to date which was 

approximately 1.2% of the budget, this related to 2 main contracts; 

Sunderland and Gateshead. 

 Prescribing was reporting an under spend of £394k based on month 

6 data with the lowest cost growth in the North East. 

 In relation to pooled budgets the forecast liability for the CCG was 

£2,336k. There were continuing pressures around Continuing 

Healthcare (CHC) packages of care and section 117s. 

 In terms of forecast out turn acute was forecast to be £3m over, 

prescribing an under spend of £726k and that position continues to 

improve. 

 The Better care fund (BCF) budget was stabilising at around £2.3m 

overspend in terms of the CCG share. 

 Key risks were identified as acute over performance, BCF and 

prescribing. 

 Mr Chandler confirmed that the CCG were in the process of 

negotiating on a year-end agreement with Gateshead Foundation 

Trust. Also in regard to the BCF the CCG were having a discussion 

to agree a year end agreement if possible. 

 In terms of contingencies, funds had been released into non 

recurrent schemes. 

 In relation to section 117 client packages there may be a change to 

guidance from April 2016 on the basis of either residency or GP 

practice registration. In the meantime the impact for the CCG had 

agreed an additional charge of £119k. This would result in a regional 

risk share with other CCGs. 

In terms of allocations some of the key points from NHSE: 

From a national perspective there would be £18.36bn total cash  
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growth nationally over the next 5 years. This would mean that the 

CCG growth in 2016/17 is 3.05% and 2.6% over 5 years. 

A pace of change policy was approved so that CCGs over target by 

10% would receive effectively flat cash allocations. 

A national sustainability fund of £1.8bn would be created to be used 

non-recurrently to access & support funds in 2016/17. 

A national vanguard transformation fund had been created worth 

£339m. The sustainability fund and the vanguard fund would be 

merged in 2017/18. 

CCGs were expected to draw down excess cumulative surplus 

above 1% over the next 3 years. 

From a local perspective because Sunderland’s distance from target 

is greater than 10% we would get the lowest possible growth in 

allocation.  In cash terms we would see an allocation in 2016/17 of 

£6m; this is in relation to the NHS pension changes, national 

insurance contributions and also covers GP IT. 

There will be some small allocation increases over the next 3 years. 

In 2020/21 there is an allocation of £6.5m in relation to 7 day working 

across the NHS. 

Primary care allocations increase by between 2 and 3% over the 

next 5 years although we are unaware of how much the inflation 

pressures would be on PMS/GMS contracts going forward. 

The predicted impact to the CCG from the reduction in allocation 

growth would result in a requirement to identify an additional £20m of 

efficiencies over the next 3 years. 

Mrs Taylor questioned the accuracy in relation to page 13 item 19 

was it correct that the additional £2m surplus the CCG has been 

asked to generate in 2015/16 must be drawdown over the next 2 

years, what about the remainder of that surplus. Mr Chandler 

responded that every CCG was expected to have a 1% cumulative 

surplus, anything above that the CCG was expected to draw down 

over the next 3 years. 

Mrs Taylor noted that the governing body should be aware that the 

distance from target situation is worse than previously thought; we 

need to understand how to get in a better position.  

Mr Macklin noted it was clear that we need to understand as the 

formula was meant to reflect need, if we can demonstrate any 
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inconsistencies in counting there may be a chance that this may be 

reflected in allocations in years 4 and 5. 

Mr Chandler noted that the CCG would work with NHSE to get into 

the detail and aim to influence a change if appropriate. 

Mr Macklin further commented that NHSE were keen for 

organisations to get back into balance.  

Dr Taylor commented on the uplift in the pension changes and the 

issue of 3.3% increase for all staff in national insurance. This would 

be an issue for all organisations including providers, the implications 

need to be understood. Mr Chandler noted that organisations 

including ours would need to fully understand the implications for 

their workforce bills. 

Mr Revely explained this was an issue for the whole economy and 

needs to be looked at as a whole system.  

Mrs Taylor noted the change in numbers and asked if the governing 

body needed a discussion as part of a development session to 

discuss the CCG and partner financial position. Mr Gallagher noted 

that the governing body had been aware of the financial constraints 

and reduced growth and had a plan for this which would need to be 

revisited. The CCG would work with partners to develop a 

sustainable transformation plan to look at all finances.  

Mrs Taylor asked that the governing body take note that the position 

at month 8 and the update at month 9 were incredibly strong and the 

finance team be congratulated on this. 

 The governing body NOTED the financial position of the CCG as at 

30th November 2015, NOTED the revised 2015/16 forecast outturn 

for the CCG, NOTED the participation of Sunderland CCG in the 

regional CCG risk share for sc117 clients and NOTED the update 

provided on CCG allocations. 

2016/15 SCCG Assurance Report 

 The purpose of the report was to provide the governing body with the 

current position against the CCG assurance framework requirements 

and delivery against the CCG operational plan for 2015/16. 

 Mrs Burnicle raised the following key points: 

 In relation to the constitution indicators the referrals to treatment 

(RTT) pathways were above standard. 
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Pressures remain in orthopaedics which remained under the 92% 

standard; the CCG had been notified that City Hospitals Sunderland 

(CHS) would not deliver on this target until the end of the financial 

year. 

In relation to A&E performance, after a delivered 2 quarters so far in 

q3 CHS have delivered 93.12% which meant that the year to date 

position was below the 95% target at 94.55%. The q4 current 

position was under 90%. The year to date was just under 94% 

although it was noted the performance had improved from the same 

time last year despite more patient activity and CHS have seemingly 

sustained their perfect week work. 

Northern Doctors Urgent Care (NDUC) continued to deliver a year to 

date figure of close to 95% activity, this helps with the quality 

premium and overall system.  

In relation to the health outcomes section of the report Mrs Burnicle 

highlighted healthcare associated infections (HCAI) performance had 

improved. 

In relation to medicines management we are looking at the lowest 

rate of cost growth across the region and were on target to achieve 

forecast savings. 

Mrs Burnicle noted the work being carried out in regard to mental 

health patients ensuring they receive the same constitutional rights 

as everyone else and do not wait in A&E any longer than other 

patients. It was helpful to see the work that has been carried out and 

it was clear that clinical responsibility was being handed over at the 

correct time from A&E to the Rapid Access Interface Discharge 

(RAID) team and not causing any delays. The delays were due to 

the physical health needs being addressed within the timeframe. 

Mrs Burnicle stated that despite the increase in non-elective patient 

activity this was beginning to plateau. With the mobilisation of the 

integrated teams and recovery at home it was anticipated from the 

latest data that almost all localities were beginning to see movement 

in the right direction. 

On the quality premium Mrs Burnicle gave assurance where there 

were any risks lead managers were aware and were trying to 

mitigate these becoming a reality wherever possible. 

Mrs Taylor noted her concern over the significant lower financial 

figures in the quality premium. Mrs Burnicle responded that there 
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could be improvement and that caution was being exercised at the 

moment on the estimates of achievement. 

Dr Pattison questioned the rating increase in the number of 

outpatient attendances in relation to radiology which wasn’t included 

within the initial trajectory. Mr Gallagher explained that it concerned 

radiology activity and was not about how x-ray numbers were being 

reported. 

In terms of the transformation programmes and the value proposition 

there was an opportunity to bid for more funds from the national care 

models transformation fund. The CCG were exploring a further 

£2.5m which would bring the total up to £9m for local developments 

in 2016/17. 

In regard to the out of hospital board and the “All together 

Sunderland” brand, the social media and web site were live and in 

use, with 35 engagement programmes across the city in community 

centres which run until the end of March 2016. There is a celebration 

event arranged for 25 February. The out of hospital transformation is 

branded as “All Together Better – better health and care for 

Sunderland”. 

Information governance work was ongoing to enable the appropriate 

governance and sharing of patient’s information, a workaround had 

been found in relation to the EMIS system.  There may still be the 

need for a public consultation to inform patients on the information 

we need to share. A session is to be held at the January Time in 

time out event to update practices on the benefits and safeguards. 

Dr Khalil commended on the work that the recovery at home team 

undertake. 

In relation to enhanced primary care the focus was on the 12% of 

patients with Long Term Conditions (LTC) whom accounted for 36% 

of the health and social care spend in the city. This programme 

covers a number of developments including the GP Alliance working 

with practices to align a single practice to each care home as well as 

providing post discharge clinics in localities.  

The surge protocol which described what to do in a surge situation 

was presented and signed off by all partners at the Urgent Care 

board. Mrs Burnicle noted that over the winter period when 

pressures had occurred the pre work that was carried out enabled a 

smooth management process. CHS appreciated the fantastic 

response they had received from the silver command team.  
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In relation to the urgent care centres more work and progress was 

required to ensure the plans for the emergency department to act as 

the big front door (with GP streaming being at the front for most 

people other than real emergencies) become a reality in the new 

build. 

Mrs Burnicle explained that in relation to transforming care for 

people with learning difficulties Sunderland had submitted its 

transformation plan. Unfortunately the funding for minor alterations 

were viewed as capital. Sunderland had received funding for the 

sensory training and due to internal slippage had been able to fund 

the advocacy group and some of the minor alterations. 

Mr Gallagher sought clarification on the issue of ongoing solutions to 

the IT/ telephone for the integrated teams. Dr Khalil noted this 

related to LA systems. Mrs Burnicle also highlighted there had been 

some issues raised by patients not being able to contact the district 

nursing teams, this was being looked into as a matter of urgency as 

the teams were now co-located. 

Mr Revely referred back to previous agenda items and the whole 

system approach that was required linked to the financial situation 

and the recovery at home and integrated teams how as a whole 

system we ensure the investment supports the efficiencies we are 

required to make. One of the objectives of the better care fund was 

to protect social care. Mrs Burnicle noted that the partnership had 

made sure this was part of the value proposition application for 

funding support in 2016/17 although this would not be a permanent 

support. 

Mrs Taylor enquired as to the tender waiver and how much it was 

worth and what the due process was to approve this. Mrs Burnicle 

noted appropriate legal advice had been taken, it was worth 

approximately £1m and most of the resource goes to the GPs for the 

extra time and commitment they are required to see patients, with a 

management fee only paid to the GP Alliance to co-ordinate the GP 

input across practices. Mr Gallagher confirmed the process was that 

an application for tender waiver would come to himself for sign off 

and then formally to the audit committee after the event. Dr Khalil 

confirmed that all of the practices had now signed up.   

Action: The completed tender waiver to be formally presented 

to the Audit Committee for completeness. 

The governing body NOTED the position and progress to date 

against the CCG assurance framework and operational plan 
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2015/16, NOTED the use of proxy measures within the outcome 

measures domain where published data is annual and NOTED the 

predicted CCG quality premium relating to 2015/16. 

2016/16 Information Governance Strategy 

   The purpose of the report was to provide the governing body with the 

updated strategy for information governance following revised 

national guidelines and legislative changes. 

 The strategy had been presented to the executive committee at its 

meeting on 1 December 2015 and approved for submission to the 

governing body for formal ratification. 

 Mrs Taylor noted a reminder should be sent out in regard to the 

Information Governance toolkit requirement that all members of staff 

should complete their mandatory training. Mr Gallagher agreed that 

the CCG needed to ensure that all training was completed including 

the governing body members. Dr Bradford confirmed that the 

business intelligence team were in the process of ensuring all 

general practice training was complete. 

 Action: An email to be forwarded to all staff to remind them of 

the requirement and timescale for completion of IG training. 

 The governing body APPROVED the updated information 

governance strategy. 

2016/17 Decision Making Framework for Individual Funding Requests 

 The purpose of the report was to clarify the decision making 

framework of delegated authority which support the individual 

funding request (IFR) process. 

Dr Bradford presented the report to the governing body noting the 

changes in section 8 of the document. 

Mrs Taylor highlighted the differing fonts throughout the document 

and queried the question mark at the end of item 8.7. Dr Bradford 

noted the comment and would ask for the document to be proof read 

and the version control to be updated. 

Action: The document to be proof read before publication. 

Subject to the amendments above the governing body RATIFIED the 

proposed amendments to the decision making framework. 
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2016/18 Patient and Public Involvement Strategy 

 The purpose of the report was to provide the governing body with a 

refresh of the patient and public involvement strategy for 2015/16. 

 Ms Cornell presented the strategy to the governing body explaining 

that the PPI strategy was in place. Benchmarking activity had been 

undertaken to consider the strategy and operational delivery to 

assess assurance against NHS England’s transforming participation 

document. The updating of the document set out how it supported 

the CCG s strategic ambitions of “Better Health for Sunderland”. 

 The main changes to the strategy were the approach around 

engagement which had been developed and also the pipeline 

process which was about being reactive and forward planning in 

relation to the PPI agenda. 

 An Engagement operational sub group had been set up to support 

this work.  

 Mrs Sullivan noted 2 new documents had been produced by NHSE 

one for CCGs with full delegation responsibility and another entitled 

statement of arrangements and guidance on PPI in commissioning. 

 The governing body APPROVED the refreshed patient and public 

involvement strategy 2015/16. 

  

2016/19 Chief Officers Report 

 Mr Gallagher gave his verbal report 

 In relation to the sustainability and transformation plan discussions 

were ongoing with NHSE. Whereas Sunderland has its plan a 

strategic piece of work would be developed with acute care and 

mental health trusts over Sunderland and South Tyneside .This 

would feed into a Tyne and Wear plan. 

 He explained that there was Cumbria and the North East then 3 

planning footprints for County Durham and Tees which is now the 

better care programme, 1 for Cumbria and then Northumberland 

Tyne and Wear footprint – within this the focus would be on 

Sunderland South Tyneside, Gateshead/Newcastle, Northumbria 

and North Tyneside. There was a need for the Sunderland planning 

work to feed into this. 
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 A discussion had been undertaken at the transformation board to 

start the discussion with 2 of the Foundation Trusts and the 2 CCG 

Chief Officers, Monitor and NHSE to get into the detail. Once this 

has been done they would share what it would mean and how it 

would fit into programme board. 

 Linked with that there had been discussion concerning the health 

commission part of the devolution bid. Duncan Selbie for Public 

Health England met Local Authority leaders and the Cumbria and 

North East NHS Leadership Forum. The forum comprised of Tim 

Rideout’s team, CCG Chief Officers and the acute chief executives. 

Duncan has asked to meet 3 times over the coming months to 

progress a proposal for health and would look to engage all 

stakeholders. 

 Mr Gallagher congratulated Mrs Gibson on her successful 

application to become the Director of Public Health for Sunderland 

City Council. He also commented that he had met up with Nonnie 

Crawford to present her with a leaving present from all at Sunderland 

CCG. 

 Mr Gallagher confirmed that the Health and Wellbeing Board had 

agreed to sign up to the North East declaration on alcohol. Mr 

Gallagher and Dr Pattison would add their signatures to the 

document on behalf of the CCG. 

 

2016/20 Confirmed minutes of the Executive Committee meeting held on 

3 November 2015 

 The minutes of the meeting held on 3 November 2015 were 

RECEIVED for information. 

2016/21 Confirmed minutes of the Executive Committee meeting held on 

1 December 2015 

 The minutes of the meeting held on 1 December 2015 were 

RECEIVED for information. 

2016/22 Confirmed minutes of the Health and Wellbeing Board meeting 

held on 20 November 2015 

 The minutes of the meeting held on 20 November 2015 were 

RECEIVED for information. 

2016/23 Any other business 



NHS Official                                                        Item: 4 

Page 20 of 20 
 

 There being no further business the meeting closed at 3.40pm. 

2016/24 Date of next meeting 

 Tuesday 29 March 2016, Bede Tower, Burdon Road, Sunderland. 
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NHS SCCG Governing Body Action Log      

 NHS Sunderland CCG Governing Body Action Log 29 March 2016  
 

Minute Reference Action Point Lead Timescale 

2015/94 Quality Safety and Risk 

Committee End of Year Review 

 

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

A Sullivan 23 February 2016 
Governing Body 
development session 

2016/10 Report from the Quality, 

Safety and Risk Committee minutes 10 

November 2015 

The recommendation on the front sheet of the 

document to be amended to read “The governing 

body is asked to receive the summary and 

confirmed minutes for assurance”. Mrs Thwaites to 

upload the amended document to the CCG web 

site. 

J Thwaites Completed 

2016/12 Safeguarding children 

learning and improvement action 

plans 

An update of the action plan to be returned to the 

governing body once complete. A development 

session on safeguarding improvement and the 

children’s services proposals has been arranged for 

31 May 2016. 

 

A Fox 31 January 2017 

2016/12 Safeguarding children 

learning and improvement action 

plans 

The numbering in section 3 of the action plan to be 

corrected 

A Fox Following the meeting 

2016/13 Quality action plan The quality action plan to be brought to the 

governing body in 6 months 

A Fox 26 July 2016 

2016/15 SCCG Assurance Report The tender waiver agreement to be presented to 

the Audit Committee to be formally received. 

D Cornell If complete by 12 April 
2016 
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 2016/16 Information Governance 

Strategy 

An email to be forwarded to all staff to remind them 

of the requirement and timescale for completion of 

IG training 

D Cornell Completed 

2016/17 Decision making framework 

for individual funding requests 

The document to  be proof read before publication C Bradford Following the meeting 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY MEETING 

 
29th March 2016 

Report Title: 
Minutes of the Quality, Safety and Risk 
Committee held on 12 January 2016   

Purpose of report 

The purpose of the report is to highlight the key points, risks and assurances the minutes from the 
Quality, Safety and Risk Committee (QSRC) held on the 12th January 2016. 

Key points, risks and assurances 

 
Quality Action plan 
 

 The Quality Action Plan was originally developed as a Francis 2 Action Plan which has since 
been amended to incorporate the recommendations of other national reports which relate to 
quality of care.  

 The report reflects progress against the recommendations within the national reports by 
highlighting outstanding actions only or those completed since the last update.   

 
Key points 
 

 A new action has been added in relation to the implementation of the Guidance for 
Commissioning Excellent Nutrition and Hydration 2015-2018.   
 

 Another action has been added relating to the Independent review of deaths of people with a 
Learning Disability or Mental Health problem in contact with Southern Health NHS Foundation 
Trust April 2011 to March 2015.  There were 9 specific recommendations for commissioners.  

 

 Action 7: Although a Patient and Public Involvement action plan and bi-monthly highlight reports 
are received by QSRC, the patient engagement strategy will now be evaluated at the end of 
2015/16.  

 

 Five actions remain on the action plan. Some actions will continue to be integral part of the 
quality team’s work, therefore will not have an absolute completion date.  

 

Risk: Delay in receiving assurance that City Hospitals Sunderland Foundation Trust (CHSFT) has 
a robust complaints process in place. (Action 2). 
 
Mitigating Actions:  Sunderland Clinical Commissioning Group (SCCG) has requested more 
detailed information for future reports on complaints to the Quality Review Group (QRG) meetings.  
 

Assurances:  
Action 5, regarding Business Intelligence Reporting Tool (BIRT) - data is now received from all 
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providers in the same format and is therefore complete.  
 

Safeguarding Highlight Report  
 
Key points: 
 

 Following on from the Ofsted inspection the Head of Safeguarding has developed a Health 
Action plan with key actions for health leads to support the Children’s Services Learning and 
Improvement Plan and the Sunderland Safeguarding Children Board (SSCB) Ofsted.  This will 
be monitored by the Joint Strategic Safeguarding Group. 

 

 The Multi Agency Looked After Partnership (MALAP) was re-established in November and now 
meets monthly. 

 

 A Looked After Children (LAC) Development Day will be taking place in January 2016 to review 
the current arrangements for the provision of the LAC health service.  

 

 Operational arrangements have been established to map and track current intelligence on a 
number of young people in relation to Child Sexual Exploitation, this has now developed into a 
criminal investigation due to a number of disclosures of abuse by young people. 

 

 Fixed term funding has been agreed for CHSFT to fund a dedicated Safeguarding Adults 
function 

 

 The locality GP Safeguarding Briefing sessions commenced in November. 
 

 The Serious Crime Act (2015) sets out the duty to report Female Genital Mutilation (FGM) for 
Hospital and GP Services. 

 

 The Prevent Duty introduced in July 2015 Places statutory responsibilities on specified 
Authorities. 

 
Risk: The efficiency of the current LAC model of service delivery. 
 
Mitigating Actions: Development day planned for January 22nd January 2016. 
 
Risk: Identification of a number of vulnerable young people who are potentially at risk of Child 
Sexual Exploitation (CSE) within Sunderland  
 
Mitigating Actions: Operational arrangements have been established to oversee 
tracking/mapping exercise in phase one of this operation. Safeguarding Children Lead Nurse & 
administrative support has been agreed to support arrangements in order to complete the 
tracking/mapping exercise of potential perpetrators and potential victims  
 
Risk: Capacity within CHSFT to manage safeguarding and related functions following changes in 
Legislation and Case Law. 
 
Mitigating Action: Funding agreed for CHSFT to fund a dedicated Safeguarding Adults function 
 
Risk: Impact of number of Statutory Reviews 
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Mitigating Actions: Non-recurrent monies provided to providers to support them in undertaking 
reviews.  Additional staff recruited into SCCG Safeguarding Team 
 
Assurances: Ongoing monitoring and governance via the Joint Strategic Safeguarding Group and 
all statutory partnerships. 
 
Safeguarding Children Learning and Improvement Action Plans 
 
Key actions are to be taken by Safeguarding Children Lead Health Professionals to support both 
the Local Authority Improvement Plan and the SSCB Ofsted Action Plan. 
 
These action plans have been developed from the recommendations made by Ofsted following 
their report into the Inspection of services for: 
1.  Children who need help and protection 
2.  Children looked after and achieving     
     Permanence 
2.1  Adoption performance 
2.2  Experiences and progress of care leavers 
3. Leadership, management and governance 
 
The inspection also looked at the arrangements established by the SSCB to evaluate the 
effectiveness of what is done by the authority and board partners to safeguard and promote the 
welfare of children. 
 
The inspection took place between 11th May 2015 and 4th June 2015.  The report was published on 
20th July 2015 and found all areas inspected INADEQUATE. 
 
In total there were 27 recommendations made to the Local Authority and 7 recommendations to 
the SSCB.  These action plans are being monitored regularly by the Safeguarding Children 
Improvement Board and the SSCB. 
 
Key points: 
 
The following are the key recommendations requiring wider partner support to the Local Authority in 
progressing the overarching Learning and Improvement Plan: 
 

 Support the SSCB in producing an Early Help Strategy and ensuring the early help offer 
and referral pathways are understood across the health economy 

 Support the SSCB in implementing a tool to identify and assess the risk of domestic abuse 
on children which informs the development of strategy and services for families affected by 
domestic abuse 

 To develop a health passport which enables care leavers to have access to their health 
history 

 Support the SSCB in developing and implementation of a multi-agency strategic plan to 
shape services in Sunderland for children and ensure robust governance arrangements are 
in place to drive forward the strategic plan 
 

All partners will contribute to the progression of the SSCB Ofsted Action Plan.  The 7 
recommendations are: 
 

1. Ensure full board approval of agreed priorities and action planning. 
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2. Ensure that the board is able to effectively monitor the quality and impact of services for 
children across the partnership. 

3. Accelerate implementation of an early help strategy, ensuring that it is consistent with the 
“multi-agency threshold guidance” document and then monitor its effectiveness. 

4. Review multi-agency training to ensure it supports and promotes front line practice and is 
able to respond to demand following the imminent publication of a high number of Serious 
Reviews (SCRs); then ensure lessons are learnt and improvements embedded. 

5. Agree with partner local authorities on Child Death Overview Panel (CDOP), a coordinated 
response to the high number of SCRs awaiting publication. 

6. Ensure that the multi-agency arrangements for the oversight of children missing and at risk 
of sexual exploitation or trafficking are driven by effective information sharing, performance 
monitoring, action planning and are strategically coordinated and monitored by the board. 

7. Review the resources available to undertaken the governance of Multi-Agency Looked After 
Partnership (MALAP) to ensure a sufficient focus. 

 
Risk: There is a risk that there will be increased statutory intervention if the overarching 
improvements are not implemented at an appropriate pace and children are not seen to be safe in 
Sunderland. 
 
There is a risk that children will not be appropriately or adequately protected from harm if partner 
agencies do not improve their safeguarding practice. 
 
Mitigating Actions: The overarching Learning and Improvement Plan is being monitored by a 
monthly Improvement Board attended by Chief Officers from the CCG and health providers.   
 
The SSCB Action Plan is being monitored by the SSCB Executive Group. 
 
The Joint Strategic Safeguarding Group and Designated Professionals will monitor the progress of 
all health related improvement activity.   
 
All SSCB sub-committees have representatives from the CCG and health providers are compliant 
with their s11 Children Act 2004 responsibilities. 
 
Integrated Quality Report 
 
City Hospitals Sunderland NHS Foundation Trust (CHSFT) 
 
Risk: Serious Incidents (SIs): 4 SIs were reported during the month of October 2015. In September 
2015 there were 12 SI reports overdue; this was a slight improvement from July’s position of 16 
overdue reports. There was only 1 out of the 3 72 hour reports received within the timescale (33%) 
and 3 of the 8 Root Cause Analysis (RCA) reports received within 60 day deadline. 
 
Mitigating Actions: Performance related activity is monitored through the CCG SI panel and the 
Quality Review Group (QRG). The Trust Patient Safety and Risk Team continue to work with 
Directorates to ensure they are able to meet the deadlines for RCA investigation. A member of the 
Trust attends the CCG SI Panel. CHSFT Rapid Review Group (RRG) meets weekly to review 
incidents from near misses to SIs and also investigation reports and action plans to ensure key 
learning messages are cascade to front line staff in a timely manner.  
 
Risk: Friends & Family Test (FFT) The overall inpatient response rate in September was 17.7%, 
significantly short of the 30% internal target. This is a gradual decrease from August at 18.4% and 
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July at 20.3%. Low response rates are attributed, in the main, to those areas where data collection 
has been introduced more recently and therefore processes are not yet embedded; these are 
paediatrics, day cases and ambulatory care. A&E FFT now includes children and Pallion Urgent 
Care Centre; response rates in these cohorts have also been comparatively low. A&E achieved 
34.3% response rate in August. The overall aggregate response rate was 22% against a 20% 
internal target set by CHSFT.  
 
Mitigating Actions: The percentage of responders who recommend the inpatient services 
continues to be positive at 97.4%, and the inpatient score has consistently been higher than 
national and local averages since. The percentage of responders who recommend the Trust 
remains at 96.8%, and the A&E score has consistently been higher than national and local 
average. FFT is also discussed at the QRG.  
 
Risk: Complaints: There were 53 formal complaints received in September 2015 compared to a 
year to date monthly average of 51. Over the past 12 months 30% of complaints have been 
resolved within the Trust standard of 25 working days. The Trust currently has 174 unresolved 
complaints (191 in August) with 63 of those outstanding over 90 working days (66 in August). 
Three very complex complaints have been returned from an independent reviewer, and the nature 
of the draft response is currently being discussed by CHSFT. The highest number of complaints 
relates to aspects of care (27) which is a consistent trend, this includes complaints about medical 
care (8), nursing care (4), end of life care (4), in comparison to August 2015, the highest number of 
complaints relate to aspects of care (29), medical care (12), nursing care (7), General Internal 
Medicine (6) and Rehabilitation & Elderly Medicine (6). Since April 2015 the Trust have received 6 
requests from the Ombudsman for information which CHSFT are awaiting decisions.  
  
Mitigating Actions: CHSFT are aware that delays in response times to complaints impacts on 
their reputation and remains an area of concern.  They are in the process of reviewing the way they 
monitor response times as the 25 day response times is no longer specified within the national 
guidance, the response time is now to be agreed with the complainant and NHS provider. Work is 
on-going with the Directorates to address the backlog and CHSFT has been requested to provide 
more detailed information for future reports to the QRG.  
 
Risk: Safety Thermometer: Results from October 2015 the % of harm free care delivered was 
93.17% compared to 92.57% delivered in September, a slight reduction from the 93.04% which 
was delivered in August 
 
Mitigating Action: Safety Thermometer will continue to be reviewed regularly at the QRG. 
 
Risks: Nursing & Midwifery Workforce:  As required nationally, all NHS Trusts provides a 
summary of planned and actual nursing and midwifery staffing on a shift by shift basis.  
In August 2015 the overall Trust fill rates for CHSFT dropped slightly to 92% from 93% in July 
whilst Sunderland Eye Infirmary remained at 96%. A number of reasons have been highlighted by 
CHSFT why the 100% fill rate has not been achieved: 
 

 Vacancies, either as a result of increases in ward staff levels which have not yet been recruited 
to or staff leaving. 

 Maternity leave, sickness and other leave that cannot be back filled by temporary staff. 

 Reduced bed occupancy, resulting in reduced staffing numbers on some shifts or staff being 
moved to other wards. 

 Additional beds or wards opened in response to surges in activity 
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In August the number of incident forms submitted relating to nursing and midwifery staffing was 
higher than in July, with 67 forms submitted compared to 53 in July however these were not 
isolated just to ward areas. 
 
There were also 14 incident forms submitted by 8 wards when registered nursing staffing levels 
was below “trigger” numbers, usually as a result of short term sickness, or duty matron moving staff 
in accordance with the CHSFT Nurse Staffing Escalation Plan.Trigger numbers and increased 
patient acuity, meaning that the planned staffing was not sufficient to meet all patient needs that 
shift. NICE Safer Staffing Guidance requires any shortfall of Registered Nurse (RGN) of more than 
8 hours or 25% of planned numbers is to be reported as “red flags”. 
 
Mitigating Actions: CHSFT have acknowledged that staffing numbers alone are not an indicator 
of adequate staffing, therefore contingency plans have been implemented. Currently the matron’s 
team closely monitors staffing levels across all wards on each shift and meet to discuss staffing 
issues at least three times per day, in conjunction with walking the wards to assess levels of 
complexity. Each ward has an agreed staffing level “trigger” which if not achieved, results in 
implementation of the Nurse Staffing Escalation Plan. This includes moving staff from other areas. 
Should staff remain concerned or mitigating action is unable to be taken to address the levels of 
nursing, staff or matrons will complete an incident form. A summary of staffing incidents is also 
included within the Exception Report section of the monthly staffing compliance report referenced 
above, which was received at the QRG in November 2015. To be noted that Nursing shortage has 
been reported as a national concern. CHSFT are considering a recruitment drive abroad to address 
this issue.  
 
Assurances 
 
National Reporting and Learning System (NRLS): Slight decrease in no harm/near misses 
incidents reported in September, 1,323 following the increase noted in August to 1,358, however 
overall CHSFT have improved reporting of incidents from  the lowest level of 25% to top 25% 
highest reporters which is to be commended.   
 
Mortality: Case notes are reviewed by Mortality Review Panel (MRP) for deaths in August were 
(108) 89.2%. Departmental review requests by MRP in August were 6. Outstanding Departmental 
returns on the 10th September were 10. Clinical Governance Leads & Clinical Directors continue to 
attend the MRP to experience and see at first hand the mortality review process in action. The rate 
of departmental returns continues to improve following clearer guidance regarding expectations. 
The MRP continues to sustain a high proportion of reviews of qualifying cases. Regionally several 
Trusts have been unable to maintain high levels of reviews and have resorted to sampling and 
randomisation techniques. 
 
South Tyneside NHS Foundation Trust (STFT) 
 
Risk: Serious Incidents: There were 30 SIs reported in quarter 2, this is a reduction on quarter 1 
when 47 were reported. Pressure ulcers and slips/trips/falls were 28 of the cases reported, this 
reflects previous months. There were 18 pressure ulcers reported, 16 of these occurred in the 
community setting.  
 
Mitigating Actions: SI investigations are monitored by the Trust’s Safer Care Panel on a monthly 
basis where the group identifies themes and learning outcomes following investigations. Feedback 
and changes to practice are identified and shared; in quarter 2 these included improved use of the 
SSKIN bundle, improved risk assessments for falls and improved documentation. 
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Risk: Serious Incidents: Delays in receiving RCAs and information requested following Serious 
Incident Panels (up to the 17 November) there were 10 RCA reports outstanding and 22 requests 
for further information outstanding.  
 
Mitigating Actions: Compliance to SI reporting times and outstanding RCAs/further information 
requests are monitored through the SI Panel, QRG and the NECS Clinical Quality Manager meets 
with STFT on a monthly basis to discuss case management. A detailed report was requested at the 
December QRG, showing the number of outstanding RCAs, the length of time outstanding and an 
action plan to address improvements. 
 
Risk: Mortality: The Summary Hospital level Mortality Indicator (SHMI) and Hospital Standardised 
Mortality Ratio (HSMR), remain outliers on the NHS England dashboard, the HSMR has increased 
slightly in November to 124.3 (Oct 123.7) and the SHMI decreased to 113.7 (Oct 118.5).  
 
Mitigating Actions: The Trust reported that the coding issues for St Benedict’s Hospice have now 

been resolved and this is reflected in the SHMI which has improved (this issue was recognised by 
North East Quality Observatory System (NEQOS)). The Trust now has a full complement of 
palliative care doctors and it is expected that the rates will further improve. The mortality review 
group continues to meet weekly and undertakes peer review regionally and identifies lessons 
learned.   
 
Risk: Safer Staffing: Fill rate analysis for September 2015 indicates that 6 areas experienced 
staffing numbers below the 80% minimum threshold these were: Special Care Baby Unit, Ward 7, 
Ward 8 (Stroke Unit), St Benedict’s inpatient Unit, Maternity Delivery Suite and Elmville Respite 
Unit this is 2 more than in the July report.  
 
Mitigating Actions: Detailed Open and Honest Care reports are presented and monitored at the 
QRG bimonthly. Reasons and mitigating actions have been given that all wards were safely staffed 
with local escalation and monitoring of safety, quality and patient experience indicators. The Trust 
has recruited to a number of vacancies both locally and nationally, with staff to commence in 2016.  
 
Risk: Complaints: The total number of complaints reported increased in quarter 2 to 55 from 42 in 
quarter 1. 50% of the complainants received a response within 25 days; this was a decrease from 
quarter 1 when 73% achieved this standard. Themes and trends continue to be issues raised with 
regards to medical care and nursing care, and Accident and Emergency received the greatest 
number of complaints. 
 
Mitigating actions: The progress of each report is monitored weekly through the Trust complaints 
situation report; this is closely in liaison with respective Divisions. Following a complaint actions are 
identified to improve patient care going forward. Themes and trends are identified and cascaded to 
the wider team as part of the lessons learnt exercise. 
 
Risk: Care Quality Commission (CQC) Report: The report from the visit in May 2015 was 
published on 1 December 2015; overall the Trust was rated as “requires improvement”. Of the 5 
questions asked within the inspection 4 were rated as requiring improvement and the other one 
was rated as being “outstanding” for “services at this Trust are caring”.  
 
For South Tyneside General Hospital the overall rating was “requires improvement” which included 
one overall rating of “good” for being caring, with end of life care being considered as “outstanding”. 
There were 21 requirements that the Trust must comply with.  
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Mitigating Actions: The report was discussed at the STFT QRG in December and although the 
Trust is preparing a formal action plan in response to the published report, it was agreed that an 
Exec to Exec meeting be held to review the action plan and impact.  The Trust expects CQC to 
sign off the action plan, which will then be shared with the QRG.  
 
Assurances  
 
CQC Report: Overall the STFT Community Services were rated as good, with 3 outstanding areas, 
2 in Community Health services for children and end of life care for being caring, and one in well-
led for Community Dental Services.  Being caring was also rated as outstanding in community 
health services for adults report, but this was not reflected in the overall report.  
 
Patient Experience: The Summary of Survey Scores for patient satisfaction for Community 
patients (October 2015) showed a high level of average scores with 6 out the 7 questions scoring 
100%.The comments patients/service users made were all very positive.  
 
National Reporting Learning System: The report published in September 2015 for the period 
October 2014 to 31 March 2015 showed STFT to be in the upper 50% of reporters when compared 
to other similar Trusts. They reported 54.3% of the incidents as no harm compared to the national 
average of 74.3% and 39.3% as low harm compared to national average of 21.9%.   
 
Northumberland Tyne and Wear NHS Foundation Trust (NTW) 
 
Risk:  Currently there are 13 SI reports overdue for NTW in total, 4 of which are related to SCCG. 
There has been an increase in SI’s in the second quarter of 2015, and this is the highest figure for 
this quarter in the last 5 years, this has been viewed with caution by NTW, the rationale given at the 
QRG in November was that a number of unexpected deaths of which there were 40 still remain 
reported as causes unknown, therefore may return when the investigations are completed as 
natural causes, this considered, the figure above may reduce over time. This will be reviewed again 
at the next QRG.  
 
Mitigation Actions: From April 2015 this year, the Trust has been implementing a web based 
incident reporting system, which allows a more responsive way of managing both SI’s and all 
incidents reported. Also from April 2015, the Trust has implemented systems to comply with the 
new SI framework. The Trust has now fully rolled out its web based reporting system, with the last 
community service going live in October 2015.  
 
Risk: FFT: The Trust received a total of 782 responses in quarter 1 and 2 2015; (414 in quarter 1 
and 368 in quarter 2) across all Trust services in 2015. There was an 11% reduction in the total 
number of responses received from quarter 1 to quarter 2. In quarter 1 78% of respondents 
indicated they would recommend the service they received to their friends and family (rating of 
extremely likely or likely). This increased to 80% in quarter 2. These statistics show a small 
improvement in quarter 2 on quarter 1, although performance seems consistent.  
 
Mitigation Actions: In an effort to counter declining response rates various strategies are being 
undertaken by NTW to raise awareness of the FFT for Service Users among staff, e.g. NTW have 
altered the FFT Webpage advert to say ‘Tell us how we did!’, as general feedback indicated that 
service users viewed the FFT to be completed by friends and family only and not as an individual 
Service User.  
 



    

9 

 

Risk: Complaints: NTW received 41 complaints during September 2015 in comparison to 31 
reported complaints in June 2015; this is an increase of 10%.  
 
Mitigation Action:  23 complaints of the 41 complaints were completed within the time scale and a 
100% recorded in relation to compliance rate in responding to complaints within the agreed 
timeframe however SCCG have requested more detail on how this timescale was achieved for the 
next QRG.  
 
Risk: Safer Staffing: In September 2015 there were 13 Wards where qualified staff fill rates were 
under 90% and 18 under 80%. Further 2 wards had unqualified staff under 90% and 3 under 80%.  
 
Mitigation Actions: Reason for staffing variance relate to changes in the qualified staffing ratio 
which has resulted in vacancies and supplementing staffing with unqualified staff. Also following 
the Trusts annual review of skill mix on inpatient wards they have altered their budgets to reflect an 
increase in the ratio of registered staff on a number of wards to enhance care provision. Workforce 
will continue to be monitored through the QRG.  
 
Risks: Safety Thermometer: There were five new Venous Thromboembolism (VTE) recorded and 
one old. However as highlighted within the report 3 new VTEs classed as other had been recorded 
in error.  
 
Mitigating actions:  In quarter 2 NTW have reported lower level of harms than the national 
average.  Although the figures on the national website show as 96.47% in August, when you 
remove the three recording errors (as detailed in VTE section of the report) then the correct 
percentage of “No harms” would be 99.97% which is above the national average.  
 
North East Ambulance Service NHS Foundation Trust (NEAS)  
 
Risk: SI Performance: There were 4 SIs reported in quarter 2, 1 of these was a SCCG resident 
and a treatment delay. Delayed ambulance responses and issues with triage are the main themes 
of these cases. Submission of RCA Reports within timescales continues to be a challenge for the 
Trust, with none of the RCAs submitted within national timescale of 60 days since February 2015 
and there were 6 outstanding RCA reports in November 2015.  
 
Mitigating actions: A new SI process and policy is currently being developed and improvements 
anticipated as the Operational Managers are now involved with undertaking the RCAs. A Rapid 
Review Group has also been established to provide further assurance regarding their processes 
and ensure themes, trends and learning outcomes are disseminated across the Trust. Performance 
also continues to be monitored through the QRG and CCG SI Panels. 
 
Risk: Emergency Care performance: Improvements were seen during the early part of 2015/16, 
with all three national targets, being achieved in quarter 1. However the Trust did not achieve 
Response time 1 (R1), R2 or R19 targets in quarter 2. 
 
Mitigating actions: There has been regional escalation of NEAS response times (an extraordinary 
performance and quality meeting took place in November 2015) and a recovery plan formulated. A 
quality impact assessment was requested from NEAS about the removal of third party providers. 
Ambulance disposition times for individual CCGs were also requested. As previously reported a 
number of actions have been taken to improve performance, including the ‘perfect day’ and ‘perfect 
week’ initiatives. Pressures on A&E handover times in some Trusts have also been a contributory 
factor on NEAS performance targets.  
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Risk: Workforce Recruitment: There continues to be a shortfall in staffing levels, the NEAS 
October workforce report reported 119 paramedics (core) vacancies and 88 Emergency care staff  
(this does not take into account planned take up of positions from student cohort and other 
qualified paramedics awaiting a start date.)  
 
Mitigating actions: The Trust continues to pursue opportunities locally, nationally and 
internationally for recruitment of staff. The contact centre staff levels are now at the full 
establishment levels. The Trust stated that vacancy levels are reducing and planning is in place to 
recruit student paramedics, a relocation package is in place for candidates from Ireland and 
discussions on going for Polish candidates. Advanced Technicians will take up lead clinician posts 
in December 2015 which will improve how the Trust utilise their advanced clinical skills  Active 
recruitment of clinicians to support the development of the Clinical Hub is taking place.  
 
Risk: Workforce sickness absence: The absence rate in September 2015 slightly increased to 
6.46% compared to 6.49% in August 2015. The highest level of sickness is within the Emergency 
Care Service. The main reasons for absence continue to be anxiety; stress, depression and 
musculoskeletal reasons. 
  
Mitigating Actions: These are the key areas to be tackled by a Task and Finish Group which has 
been established to review 4 key areas, Policy review; Fitness tests; Support packages and Review 
of non-medical absences.  A new absence policy will be in place by end January 2016 along with a 
range of other support to help managers proactively address sickness absence and support 
employees to stay at work including Post Traumatic Stress awareness training.  
 
Risk: Patient Experience: Friends and Family Test: In October 2015 - 85% of Patient Transport 
Service (PTS) patients would recommend NEAS (national average 89%). 92% of See and Treat 
patients would recommend NEAS (national average 95%).The response rates are very low (rates 
not provided).  
 
Mitigating Actions: Within the PTS service placing tablets onto vehicles has allowed feedback 
data to be increased and obtained from a wider geographical area. Several new tablets have been 
placed in vehicles across the patch in late September and more will be rolled out in late October 
which should help to balance the number of responses from different parts of the region. Work 
continues to improve response rates. The free text comments enable NEAS to identify strengths 
and areas for improvement that can be used to develop actions for service improvement. 
 
Risk: Complaints: The overall position of complaints received against the same period in 
2014/2015 is currently very positive with a 24.51% decrease YTD. Delays in the completion of 
investigation reports relating to complaints is of concern especially when extensions have not been 
agreed with the complainant (this reduced form 82.5% in April 2015 to 65.3% in August 2015). The 
main risks emerging from the data indicates that ambulance delays remain the highest cause of 
complaints, followed by quality of care and staff attitude. June and August now including 
complaints against red response times as well as green calls.  
 
Mitigating Actions: The Trust report that learning from complaints and incidents requires further 
development and this will be taking place, this will be monitored and further information requested 
to be presented at future QRG meetings. 
 
Risk: Care Quality Commission Report: There is no change to the CQC website; it continues to 
show that there is an enforcement action in place with regards to staffing and an improvement 
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notice with regards to the quality and suitability of management. 
 
Mitigating actions: CQC has accepted the Trust’s latest action plan. There are 2 outstanding 
areas, one relating to delayed full implementation of Emergency Care Clinical Managers (ECCM) 
due to gaps in the workforce, and the other relating to Electronic Staff Record data cleansing. The 
CQC plan to undertake a further visit to the Trust in quarter 4 (2015 -16) as part of their routine 
inspection programme. 
 
Assurances 
 
Projects and Pilots - The Trust is currently developing several projects and initiatives to develop 
existing services, these are:  

 Cardiac Arrest Car  

 Teesside Physician Response Unit 

 North Critical Care Response Unit 

 British Association of Intermediate Care Scheme  (BASICS) 

 

Spire Washington Hospital (SWH)  
 
Please note as a company Spire’s year runs from January to December. July to Sept is Q3. 
 
Risk: Serious Incidents: No SIs were reported to Sunderland CCG in quarter 3. There were 2 
significant events reported in August 2015 both involved patients with post-surgery complications 
and they were private patients who were then transferred to NHS Foundation Trusts.  
 
Mitigating actions: SWH undertakes RCAs for all SIs and recommendations and lessons learned 
are shared with the relevant staff as stated within Spire’s corporate policy. 
 
Risk: Slips/Trips/Falls: by inpatients per 1000 bed days falls remains an outlier when compared to 
other hospitals in the Spire corporate group. They have reduced in quarter 3 (July 2015 - 
September 2015) to 4.61% compared to 5.01 Quarter 2.  
 
Mitigating Actions: Falls prevention is a priority for 2015/16 for all staff; an action plan is in place 
for preventable measures. No trends have been identified; the hospital has a spot contract for 
Muscular Skeletal (MSK) work which has meant a cohort of patients who are at greater risk of falls 
due to mobility and comorbidities.  
 
Risk: Level 2 Complaints: SWH is an outlier in quarter 3 for the % of level 1 complaints escalating 
to level 2, (YTD) when compared to other Hospitals in the group. They had 11 complaints reported 
(0.08% of all patients attending the Hospital). 
 
Mitigating actions: The number in quarter 3 has reduced from quarter 2 when 14 were reported. 
Actions are taken in all cases and appropriate lessons learned. Previously identified trends of 
complaints relating to Consultants are seen again this quarter; the common themes are outcome of 
surgery and disappointment with the outcome of their consultation. This will be discussed further at 
the QRG. 
 
Risk: Safeguarding Adult and Children: Training compliance for Level 2 is at 86% in quarter 3 
(compared to 78% in quarter 2).  
 



    

12 

 

 
Mitigating Actions: SWH has developed strong links with CHSFT adults and children boards for 
the provision of Level 2 and 3 training. Training compliance has improved since Quarter 1.  The 
training is recorded on year to date from January to December unlike other organisations who 
record on a 12 month rolling program.   
 
Assurances 
 
CQC Inspection: SWH was inspected in August and the report was published in November 2015. 
The overall rating was “good” and the report reads very positively.  The 3 areas inspected were 
Surgery, Outpatients and Diagnostic Imaging and Termination of pregnancy and all were rated as 
“good”.  The report comments on the outstanding leadership of the services and how 
approachable, available and visible the leaders are within the hospital. Within the surgical area they 
received an outstanding rating for the well-led category.  
 
Safety Thermometer:  SWH achieved 100% compliance for harm free care and across all 4 
domains in quarter 2. 
 
BUPA Breast Accreditation: SWH maintained their accreditation as a breast care centre. 
  
Surgical Site Infections (SSIs): Spire reported 2 cases of SSIs in quarter 3 which is a reduction of 
the previous 2 quarters when 12 and 13 were reported. Investigations are ongoing for the cases 
from previous quarters. 
 
Patient Temperature: SWH achieved 100% in quarter 2 for pre and intra-operative patient 
temperature to be above 36 degrees. Ward staff are proactive in ensuring optimum temperature for 
patient prior to surgery. Care pathways audited on monthly basis by resuscitation lead with 
immediate feedback to relevant depts.  
 
Patient Experience: Of all the patients who are discharged from Spire in quarter 3 99% 
recommend the service to friends and family. The quality of food has improved over the last 2 
quarters (p44 Quarter 3 Clinical Governance Report)  
 
Northern Doctors Urgent Care (NDUC)   
 
Risk: Serious Incidents: There was one SI reported in quarter 2 which was the temporary closure 
of the Washington and Houghton Urgent Care Centre’s (UCCs), they were closed as a patient 
presented claiming she had Clostridium Difficile (C. Diff). This was actioned without discussion or 
notification to the CCG. 
 
Mitigating Actions: Houghton UCC was closed to prevent the patient from re-entering. There was 
no clinical breaches occurred during closure as no patients were booked in. A comprehensive RCA 
will be submitted to the CCG SI panel. 
 
Risk: Untoward Incidents: The number of incidents reported in quarter 2 increased to 29 from 10 
in quarter 1. 11 were “Out of Scopes” this refers to solicitors requesting details of notes/ medical 
records for incidents which occurred prior to NDUC taking over the Urgent Care Centres.  
Mitigating Actions: All staff involved in an incident or complaint are spoken with individually to 
ensure high standards of care continue to be provided. 
 
Risk: Complaints: There was an increase in complaints received in quarter 2 when 8 were 
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received compared to 4 in quarter 1. 
  
Mitigating actions: All complaints are detailed in the quality report for the QRG and discussed. 
They are all investigated and regarded as an opportunity to review performance, consider any 
lessons learnt and identify improvements to patient care and service delivery. 
 
Assurances 
Lessons Learned: An analysis of the trends and themes of complaints and incidents with regard to 
aspects of care has taken place and has shown that poor communication is an issue. Teaching 
session where customer care will be re-iterated are planned to ensure the numbers of complaints is 
reduced.  
 
Patient Experience: Friends and Family Test Results from Washington UCC for September 2015; 
94% were extremely likely or likely to recommend the service to friends and family.  
 
Breach Review:  Performance within the Urgent Care Centres continues to be of a high standard 
with >99% of patients being seen, treated and discharged within the 4 hour time frame. 
 
Clinical Quality Assurance Visits 
 
Key points 
 
NTW: The initial environment of Clearbrook Unit had a welcoming feel, bright, airy and clean, 
providing a relaxing environment for service users, carers and staff. It is clear to see how the unit 
design promotes and enhances emotional health and wellbeing with the availability of different 
environments/ facilities and activities available for services users both on and off the unit.  
 
NEAS: NEAS service currently employs 306 call takers, many of whom are part time and 25 team 
leaders. At the present time they have full establishment. Attrition is higher than other areas of the 
NHS as often call takers join for a specific period in their career e.g. while studying or balancing 
work with carer responsibilities. Further reasons given for this were the unsocial hours, demanding 
nature of the work and call handlers becoming so skilled that they move into alternative roles within 
the organisation (e.g. technician). 

 
Risk: NTW no risks identified.  
 
Risk: NEAS no risks identified. 
 
NHS Continuing Health Care (CHC) 
 
Risk: Individual case management for complex cases. 
 
Mitigating Actions: Undertaken by Local Authority Social workers with advice and support from 
health colleagues. 
 
Risk: Delayed discharges from hospital. 
 
Mitigating Actions: Local Agreements are in place to reduce risk of this. 
 
Risk: Ensure compliance with the CHC national process. 
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Mitigating Actions: 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. 
 
Risk: Retrospective review CHC shutdown 2004-2012. 
 
Mitigating Actions:  Action plan developed and additional funding provided for staffing to ensure 
deadline of September 2016 is complied with and the CCG are not placed in a difficult financial 
position. 

Transforming Care (TC) 
 
Key points 
 
This report provides further information on a new initiative named “Fast Track”. Also information on 
Care & Treatment Reviews (CTRs). 
 
Risk: The CCG is not seen to be responding fully to the TC agenda. The numbers of hospital 
admissions of people with learning disabilities and/or autism increase to an unacceptable level. 
Patients are delayed from being discharged. 
 
Mitigating Actions: 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. 
 
Assurances: The Committee receives regular reports on CCG progress on TC. The CCG 
commissioner works very closely in partnership with the City Council and with NTW and has well 
established links with the Area Team. Sunderland learning disabilities community health services 
are well developed. 
 
Quality in Primary Care 
 
Risk: There is only limited information on quality in primary medical services available so full 
assurance cannot be provided.  
 
Mitigating Actions: NHS England has forwarded a draft report from the information that it holds or 
has access to on general practices in Sunderland.  
 
An initial workshop was held within the CCG to review the types of data available currently and to 
discuss at what level quality in primary medical services should be reported.  A further Governing 
Body workshop is being planned in February 2016.  
 
NHS England is currently developing a dashboard to be able to present more detailed complaints 
data to CCGs. 
 
CCG Assurance Framework Update 
 
Key Points  
 

 Accident and Emergency four hour wait performance at City Hospitals Sunderland NHS 
Foundation Trust (CHSFT) achieved quarter one and quarter two for the first time in a number 
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of years but now face pressures into quarter three. 

 Improvements in Cancer performance particularly around two week wait for breast symptoms 
whilst performance in upper and lower GI is deteriorating.  CHS NHSFT are also experiencing 
pressures in 62 day cancer performance. 
 

Risk:  Accident and Emergency four hour waits at CHSFT due to quarter three and the year to date 
performance deteriorating.   
 
Mitigating Actions: Despite CHSFT achieving the Four Hour Wait target for quarters one and two 
performance has deteriorated in quarter 3.  Weekly surge meetings are now in place between the 
CCG, CHS and key partners where key actions are agreed to improve system wide performance 
this is supported by additional winter monies.  CHSFT also continue internally to embed the 
learning from the Perfect Week.  
 
Risk: Referral to treatment (RTT) at CHSFT, particularly Orthopaedics and gastroenterology 
 
Mitigating Actions: Dedicated clinically led meetings between the CCG and CHSFT relating to 
gastroenterology are in place and specific actions were agreed and are being implemented to 
improve performance.  Routine demand is now back to manageable levels and additional capacity 
in the system is being used.  The Contracting Team will be writing to CHSFT to understand the 
reasons why Orthopaedics will not now deliver in January 2015 and potentially utilise contract 
sanctions. 
 
Risk: Cancer including two week wait (2WW) and 62 days, particularly Urology and Breast 
 
Mitigating Actions:  Interim solutions are in place at Gateshead Health Foundation Trust (GHFT) 
for breast care services. A new model has now being drawn up which was supported by significant 
patient engagement and premises for the new services are in the process of being identified.  
Performance for August 15 and September 15 is now above the standard for breast services. 
 
Risk:  Ambulance response calls, particularly Red 1 Category A Calls at NEAS are under the 
required national targets. 
 
Mitigating Actions: Regional escalation of NEAS response times and implementation of a 
recovery plan to improve response times at NEAS.  An escalation meeting has been scheduled 
which will discuss the actions being taken to improve performance.   
 
Risk: Healthcare Acquired Infections (HCAI) in both CHSFT and the community, particularly C. 
Difficile. 
 
Mitigating Actions: Increased clinical discussions around C. Difficile in the community and 
hospital setting via the HCAI improvement group including implementation of recovery plans.  
Issues identified with testing at GHFT have been identified and actions have been agreed to 
address this.  RCA’s undertaken on all cases to identify cause and any lessons learnt. 
 
Risk: 6 week diagnostics due to under performances in July 15 to September 15 
 
Mitigating Actions: Recovery plans in place for diagnostics at GHFT for ultrasound and echo 
which improvements are already being seen.  Endoscopy pressures supported by the clinical work 
related to RTT performance.  A clinical Session took place at the last Time In Time Out session. 
 



    

16 

 

 
Assurances:  
 
Improving Access to Psychological Therapy (IAPT): Access and recovery performance 
continues to improve and be above the national standard. 
 
Monthly performance meetings: These are in place with providers which are a formal sub-group 
of the contract review group which reviews provider performance and actions plans put in place to 
mitigate performance risk. 
 
Monthly reports: to Executive Committee and bi-monthly reports to Governing Body. 
 
Monthly provider management meeting which provides a forum to escalate performance risks and 
issues with Providers. 
 

Recommendation/Action Required 

 
The Governing Body is asked to receive the summary 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 all that apply) 

CO1: Ensure the CCG meets its 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:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

N/A 

Are the identified risks on the risk register?  

 
A&E performance 
C difficile 
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Care home concerns 

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

N/A 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

No 

Has there been appropriate 
clinical engagement?  

Yes. Clinicians at QRG meetings 

Any current or expected 
impact on patient 
outcomes/experience? 

Yes 

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

Yes. Engagement with provider organisations, Sunderland City 
Council and NHS England  
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Quality Safety and Risk Committee  
Minutes of the meeting held on 12 January 2016  

Joseph Swan Suite, Pemberton House  
 

Present:  
Mrs Aileen Sullivan, SCCG Lay Member for Patient Public Involvement (Chair)  
Dr Claire Bradford, SCCG Medical Director  
Professor Mike Bramble, SCCG Secondary Care Clinician, CCG Governing Body 
Member  
Dr Henry Choi, SCCG Clinical Effectiveness Lead (arrived at 14:40, left at 16:10) 
Ms Deborah Cornell, SCCG Head of Corporate Affairs  
Mrs Ann Fox, SCCG Director of Nursing Quality and Safety  
Mrs Gillian Gibson, Director of Public Health, Sunderland Council  
Ms Sue Goulding, SCCG Head of Quality and Patient Safety 
Mrs Julie Whitehouse, SCCG Patient Experience Officer  
 
In Attendance 
Mrs Amanda McEwan, NECS Clinical Quality Manager 
Mr Lee Cooper, NHS SCCG (for items 6.4 & 6.5) 
Mrs Eleanor Hardy, NHS SCCG PA (minutes) 
 
  
2016/01 Welcome and Introductions 
Mrs 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. Mrs Sullivan questioned was there any objections 
to the meeting being recorded. All present confirmed there were no objections.  
 
 
2016/02 Apologies for Absence 
 
Apologies received from:  
 
Mr David Gallagher, SCCG Chief Officer  
Mrs Deanna Lagun, SCCG Head of Safeguarding  
Dr Kerry Benton, SCCG GP Representative  
Mrs Janet Farline, SCCG Clinical Quality Officer  
Dr Jackie Gillespie, SCCG Medicines Management Elected GP  
Dr Zahra Irannejad, SCCG Chief Pharmacist  
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Mrs Carol Lancaster, SCCG Clinical Quality Officer  
Mr Scott Watson, SCCG Head of Contracting, Performance and Business Intelligence  
 
 
2016/03 Declarations of Interest 
 
There were no declarations of interest. Mrs 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. 
 
 
2016/04 Minutes of the previous meeting held on 8 December 2015 – enclosure  
 
The minutes of the meeting held on 8 December 2015 were confirmed as a true record 
of the meeting.  
 
 
2016/05 Matters arising  
 
Mrs Cornell referred to page 3 of the minutes 2015/244 and advised the committee that 
SIRMS would be re-launched at the CCG time in time out session on 13 January 2016 
 
 
2016/06 Action Log – enclosure  
  
All actions were discussed and updated on the action log.  Actions1, 8, 12, 14 and 16 
were closed and would be removed from the action log.  
 
 
2016/07 Summary sheet – enclosure  
         
Mrs 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 8 December 2015 and approval of the cover sheet prior to their 
submission to the governing body meeting on 26 January 2016. 
 
Mrs Goulding invited questions from the committee.  
 
Mrs Fox advised that as an outcome of the risk register workshop held on 17 December 
2015, some of the risks had been changed to issues and that this would be reflected in 
the summary sheet going forward.   
 
Mrs Sullivan noted that in regards to medicines optimisation the summary sheet showed 
key points rather than risks and questioned whether this was correct.  Dr Bradford 
advised this was because the format of the report was still in development.  Key points, 
risks and assurances would be clearer on future report cover sheets.  
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The quality safety and risk committee RECEIVED the summary sheet and minutes and 
APPROVED both for submission to the governing body meeting on 26 January 2016. 
 
PATIENT SAFETY 
 
2016/08 Quality Action Plan – enclosure 
 
Mrs Goulding presented the quality action plan to the committee.  Mrs Goulding advised 
that the quality action plan was originally developed as a Francis 2 action plan in 
response to Robert Francis QC report published in February 2013 which made 290 
recommendations for action, 16 of which related directly to commissioners.  
 
The plan had since been amended to incorporate the recommendations of other 
national reports which relate to quality of care. (Keogh, Berwick, Clwyd & Hart and Hard 
Truths: The Journey to Putting Patients First). The report reflected progress against the 
recommendations within the national reports by highlighting outstanding actions only or 
those completed since the last update.   
 
Key points: 

 A new action had been added in relation to the implementation of the guidance 

for commissioning excellent nutrition and hydration 2015-2018.   

 Another action had been added relating to the Independent review of deaths of 

people with a learning disability or mental health problem in contact with 

Southern Health NHS Foundation Trust April 2011 to March 2015.  There were 9 

specific recommendations for commissioners.  

 Action 7: Although a patient and public involvement action plan and bi-monthly 

highlight reports were received by the committee, the patient engagement 

strategy would now be evaluated at the end of 2015/16.  

 Five actions remained on the action plan.Some actions would continue to be an 

integral part of the quality team’s work, therefore did not have an absolute 

completion date. Following a conversation with internal audit Mrs Goulding had 

agreed that a target for completion date would be included for these five actions.   

 
Mrs Goulding advised the committee that internal audit had also asked whether the 
Willis report around nurse education had been considered.  Mrs Goulding had advised 
that most of the recommendations within the Willis report were not for the CCG to 
action. Internal audit had also suggested that the CCG quality team considered the 
Freedom to act paper published in February 2016 to be included in the quality action 
plan.  
 
Risk: Delay in receiving assurance that City Hospitals Sunderland NHS Foundation 
Trust had a robust complaints process in place. (Action 2) 
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Mitigating Actions:  SCCG had requested more detailed information for future reports 
on complaints to the quality review group meetings.  
 
Assurances:  
Action 5, regarding BIRT - data was now received from all providers in the same format 
and was therefore completed.  
 
Mrs Goulding invited questions from the committee.  
 
 
Mrs Fox noted that good progress had been made and advised that a significant 
number of recommendations made had been put into the governance process.  
 
Professor Bramble referred to the 9 recommendations for commissioners in regards to 
the Independent review of deaths of people with a learning disability or mental health 
problem in contact with Southern Health NHS Foundation Trust April 2011 to March 
2015 and questioned if it was known whether there had been any poor outcomes in 
regards to this. Mrs Fox advised that the learning disability network was undertaking a 
research project around mortality review which would support fact finding and 
assurance.  It was noted that the CCG needed formal assurance regarding this from 
Northumberland Tyne and Wear Foundation Trust and NTW would be asked to 
benchmark themselves against the recommendations and report into the QRG. 
 
Mrs Sullivan referred to action 2 provider complaints and questioned was slow progress 
being made.  Mrs Goulding confirmed this was the case and was because the 
information the CCG was receiving in monthly reports was not providing as much detail  
particularly themes and trends as was previously received in the City Hospitals 
Sunderland (CHS) quarterly report. Mrs Fox advised she would raise this issue at CHS 
quality review group on 15 January 2016 then make a decision as to whether a 
representative from CHS would be invited to deliver a presentation at a future quality 
safety and risk committee.  
Action: Mrs Fox  
 
The quality safety and risk committee RECEIVED the report and NOTED the new 
actions and the progress made on the actions identified in the quality action plan 
 
 
2016/09 Safeguarding Highlight Report  
Mrs Brock presented the safeguarding highlight report to the committee.  The purpose 
of the report was to advise the committee of key safeguarding activity, associated risks 
and mitigating actions. 
 
Mrs Brock advised that following on from the Ofsted inspection the head of 
safeguarding had developed a health action plan with key actions for health leads to 
support the children’s services learning and improvement plan and the Sunderland 
Safeguarding Children Board (SSCB) Ofsted.  This would be monitored by the joint 
strategic safeguarding group. 
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The Multi Agency Looked After Partnership (MALAP) had been re-established in 
November and now met monthly. 
 
A Looked After Children (LAC) development day would be taking place in January to 
review the current arrangements for the provision of the LAC health service.  
 
Operational arrangements had been established to map and track current intelligence 
on a number of young people in relation to child sexual exploitation, this had now 
developed into a criminal investigation due to a number of disclosures of abuse by 
young people. 
 
Fixed term funding had been agreed for City Hospitals Foundation Trust to support a 
dedicated safeguarding adults function. 
 
The locality GP safeguarding briefing sessions commenced in November. 
 
The Serious Crime Act (2015) set out the duty to report female genital mutilation (FGM) 
for hospital and GP services. 
 
The Prevent Duty introduced in July 2015 placed statutory responsibilities on specified 
authorities, which included NHS trusts to prevent people who were vulnerable being 
drawn into terrorism.  
 
The Law Commission review consultation on the proposed protective care scheme 
which would replace the Deprivation of Liberty Safeguards closed in November 2015.    
 
Appendix 1 of the report provided an update to the committee regarding reviews that 
had been commissioned by any of the 3 statutory partnerships. 
 
Risk: 
The efficiency of the current LAC model of service delivery. 
Mitigating Actions: 
Development day planned for January 22nd January 2016. 
 
Risk: 
Identification of a number of vulnerable young people who were potentially at risk of 
child sexual exploitation (CSE) within Sunderland  
Mitigating Actions: 
Operation Neptune had been established to oversee tracking/mapping exercise in 
phase one of this operation. 
 
Safeguarding Children Lead Nurse & administrative support had been agreed to support 
Operation Neptune in order to complete the tracking/mapping exercise of potential 
perpetrators and potential victims  
 
Risk: 
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Capacity within City Hospitals Sunderland to manage safeguarding and related 
functions following changes in legislation and case law. 
Mitigating Actions: 
Funding agreed for City Hospitals Sunderland to fund a dedicated Safeguarding Adults 
function 
 
Risk: 
Impact of number of Statutory Reviews 
Mitigating Actions: 
Non-recurrent monies provided to providers to support them in undertaking reviews.  
Additional staff recruited into CCG Safeguarding Team 
 
Assurances: 
Ongoing monitoring and governance via the Joint Strategic Safeguarding Group and all 
statutory partnerships 
 
Mrs Brock invited questions from the committee. 
 
Professor Bramble questioned whether there had been a good uptake by GPs in 
regards to the GP safeguarding sessions.  Mrs Brock confirmed there had been, with 10 
GPs attending the safeguarding session held on 2 December 2016 and hopefully 
numbers would gradually increase. Professor Bramble questioned whether localities 
had a GP to take on the designated safeguarding role.  Mrs Brock advised that lead 
GPs had been identified within general practices.  
 
Mrs Sullivan questioned whether practice nurses attended the safeguarding sessions.  
Mrs Brock confirmed they did; health visitors also received this training via the 
Sunderland safeguarding children board and South Tyneside Foundation Trust. 
 
The quality safety and risk committee RECEIVED the report and NOTED the assurance 
provided 
 
 
2016/10 Safeguarding Children Learning and Improvement Action Plans  
Mrs Brock presented the safeguarding children learning and improvements action plans 
report to the committee. The purpose of the report was to advise the committee of the 
key actions to be taken by Safeguarding Children Lead Health Professionals to support 
both the Local Authority Improvement Plan and the Sunderland Safeguarding Children 
Board (SSCB) Ofsted Action Plan. 
 
These action plans had been developed from the recommendations made by Ofsted 
following their report into the Inspection of services for: 
 
1.  Children who need help and protection 
 
2.  Children looked after and achieving permanence 
     2.1  Adoption performance 
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     2.2  Experiences and progress of care Leavers 
 
3. Leadership, management and governance 
 
The inspection had also looked at the arrangements established by the SSCB to 
evaluate the effectiveness of what was done by the authority and board partners to 
safeguard and promote the welfare of children. 
 
The inspection had taken place between 11th May 2015 and 4th June 2015.  The report 
had been published on 20th July 2015 and had found all areas inspected 
INADEQUATE. 
 
In total there were 27 recommendations made to the Local Authority and 7 
recommendations to the SSCB.  These action plans were being monitored regularly by 
the Safeguarding Children Improvement Board and the SSCB. 
 
Key points: 
 
The following were the key recommendations requiring wider partner support to the 
Local Authority in progressing the overarching Learning and Improvement Plan: 
 

 Support the SSCB in producing an Early Help Strategy and ensuring the early 

help offer and referral pathways are understood across the health economy 

 Support the SSCB in implementing a tool to identify and assess the risk of 

domestic abuse on children which would inform the development of strategy and 

services for families affected by domestic abuse 

 To develop a health passport which would enable care leavers to have access to 

their health history 

 Support the SSCB in developing and implementation of a multi-agency strategic 

plan to shape services in Sunderland for children and ensure robust governance 

arrangements were in place to drive forward the strategic plan 

 
All partners would contribute to the progression of the SSCB Ofsted Action Plan.  The 7 
recommendations were: 
 

8. Ensure full board approval of agreed priorities and action planning. 

9. Ensure that the board was able to effectively monitor the quality and impact of 

services for children across the partnership. 
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10. Accelerate implementation of an early help strategy, ensuring that it was 

consistent with the “multi-agency threshold guidance” document and then 

monitor its effectiveness. 

11. Review multi-agency training to ensure it supported and promoted front line 

practice and was able to respond to demand following the imminent publication 

of a high number of Serious Case Reviews (SCRs); then ensure lessons were 

learnt and improvements embedded. 

12. Agree with partner local authorities on Child Death Overview Panel (CDOP), a 

coordinated response to the high number of SCRs awaiting publication. 

13. Ensure that the multi-agency arrangements for the oversight of children missing 

and at risk of sexual exploitation or trafficking are driven by effective information 

sharing, performance monitoring, action planning and are strategically 

coordinated and monitored by the board. 

14. Review the resources available to undertake the governance of Multi-Agency 

Looked After Partnership (MALAP) to ensure a sufficient focus. 

 
Risk:  
There was a risk that there would be increased statutory intervention if the overarching 
improvements were not implemented at an appropriate pace and children were not seen 
to be safe in Sunderland. 
 
There was a risk that children would not be appropriately or adequately protected from 
harm if partner agencies did not improve their safeguarding practice. 
 
Mitigating Actions & Assurance: 
 
The overarching Learning and Improvement Plan was being monitored by a monthly 
Improvement Board attended by chief officers from the CCG and health providers.   
 
The SSCB Action Plan was being monitored by the SSCB Executive Group. 
 
The Joint Strategic Safeguarding Group and Designated Professionals would monitor 
the progress of all health related improvement activity.   
 
All SSCB sub-committees had representatives from the CCG and health providers were 
compliant with their s11 Children Act 2004 responsibilities. 
 
Mrs Brock invited questions from the committee.  
 
Mrs Sullivan referred to the further changes announced by the government and 
questioned what this would mean for Sunderland.  Mrs Fox advised that in Sunderland, 
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reporting to the  Minister via a Childrens Commissioner was already in place and from a 
health perspective it was recognised what work needed to be done following the Ofsted 
visit.  The CCG was working with its partners to support delivery of the required 
improvements. 
 
Mrs Sullivan referred to page 3 of the report cover sheet, “increased statutory 
interventions” and questioned what this meant for the CCG.  Mrs Fox advised that this 
was being managed by the children’s improvement board.  In February 2016 the board 
would look at the improvements demonstrated as a result of the action plans and 
translated into evidence.  From July 2016 there could be a revisit by the Ofsted and if 
full progress was not being made sanctions and interventions could be implemented.  
 
Mrs Fox advised that there it had been decided that a separate children’s directorate 
was to be established in the Council and posts were currently being recruited to for this.  
The improvement board (of which the CCG chief officer was a member) continued to 
report directly to the children’s minister.  
 
Mrs Sullivan questioned whether risk 672 was the only safeguarding risk on the CCG 
risk register.  Mrs Fox advised that this risk was around the CCG’s position as a partner 
of the SSCB. Mrs Fox advised that this report would be presented to the governing body 
to ensure they were sighted on what the priorities for health were.  
 
Mrs Sullivan questioned whether there was anything else that this committee should be 
sighted on.  Mrs Brock advised that the CCG safeguarding team’s workload was very 
heavy and would increase if the cases currently being scoped matched the criteria for 
serious case review. Mrs Fox advised that the CCG’s focus was to support the 
partnership to work effectively particularly regarding  looked after children and young 
people with high risk taking behaviours in the city.  The joint commissioning and 
children’s commissioning strategy would be focussed upon how services are shaped to 
support high risk taking children, and how this would be managed collectively.  The 
strategy would also look at what wrap around support  could be given to carers and it 
was acknowledged that this was a significant challenge.  
 
The quality safety and risk committee RECEIVED the report and NOTED the actions 
advised within the plans 
 
 
 
QUALITY IN COMMISSIONED SERVICES  
 
2016/11 Integrated Quality Report - enclosure  
Mrs McEwan presented the integrated report and delivered a high level presentation to 
the committee – presentation available upon request.  The purpose of the report and 
presentation was to highlight any risks and provide assurance to the committee in 
relation to the quality of the Clinical Commissioning Group’s (CCGs) commissioned 
services. The reporting period was quarter 2 2015-2016 (July –September) except when 
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this information had been unavailable and then the last month of data provided in the 
reports by the trust had been used. 
 
City Hospitals Sunderland NHS Foundation Trust (CHSFT) 
 
Risk: Serious Incidents (SIs): 4 SIs had been reported during the month of October 
2015. In September 2015 there were 12 SI reports overdue; this was a slight 
improvement from July’s position of 16 overdue reports. There was only 1 out of the 3 
72 hour reports received within the timescale (33%) and 3 of the 8 Root Cause Analysis 
(RCA) reports received within 60 day deadline. (Refer to Quality, Risk & Assurance 
Reports, August, September & October, 2015 and CHSFT Ongoing SIs NECS Nov & 
the Rapid Review Group Report Sept 15). 
 
Mitigating Actions: Performance related activity was monitored through the CCG SI 
panel and the quality review group (QRG). The Trust patient safety and risk team 
continued to work with directorates to ensure they were able to meet the deadlines for 
RCA investigation. A member of the Trust attends the CCG SI Panel. CHSFT Rapid 
Review Group (RRG) meets weekly to review incidents from near misses to SIs and 
also investigation reports and action plans to ensure key learning messages were 
cascade to front line staff in a timely manner.  
 
Risk: Friends & Family Test (FFT) The overall inpatient response rate in September 
was 17.7%, significantly short of the 30% internal target. This was a gradual decrease 
from August at 18.4% and July at 20.3%. Low response rates were attributed, in the 
main, to those areas where data collection had been introduced more recently and 
therefore processes were not yet embedded; these were paediatrics, day cases and 
ambulatory care. A&E FFT now included children and Pallion Urgent Care Centre; 
response rates in these cohorts had also been comparatively low. A&E achieved 34.3% 
response rate in August. The overall aggregate response rate was 22% against a 20% 
internal target set by CHSFT. (Refer to Quality, Risk & Assurance Report, August, 
September and October, 2015).  
 
Mitigating Actions: The percentage of responders who recommended the inpatient 
services continued to be positive at 97.4%, and the inpatient score had consistently 
been higher than national and local averages since. The percentage of responders who 
recommended the Trust remained at 96.8%, and the A&E score had consistently been 
higher than national and local average. FFT was also discussed at the QRG.  
 
Risk: Complaints: There were 53 formal complaints received in September 2015 
compared to a year to date monthly average of 51. Over the past 12 months 30% of 
complaints had been resolved within the Trust standard of 25 working days. The Trust 
currently had 174 unresolved complaints (191 in August) with 63 of those outstanding 
over 90 working days (66 in August). Three very complex complaints had been returned 
from an independent reviewer, and the nature of the draft response was currently being 
discussed by CHSFT. The highest number of complaints related to aspects of care (27) 
which was a consistent trend, this included complaints about medical care (8), nursing 
care (4), end of life care (4), in comparison to August 2015, the highest number of 
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complaints related to aspects of care (29), medical care (12), nursing care (7), General 
Internal Medicine (6) and Rehabilitation & Elderly Medicine (6). Since April 2015 the 
Trust had received 6 requests from the Ombudsman for information which CHSFT were 
awaiting decisions. (Refer to Quality, Risk & Assurance Report, August, September & 
October 2015 and Complaints Report October 2015). 
  
Mitigating Actions: CHSFT were aware that delays in response times to complaints 
impacted on their reputation and remained an area of concern.  They were in the 
process of reviewing the way they monitor response times as the 25 day response 
times was no longer specified within the national guidance, the response time was now 
to be agreed with the complainant and NHS provider. Work was on-going with the 
directorates to address the backlog and CHSFT had been requested to provide more 
detailed information for future reports to the QRG.  
 
Risk: Safety Thermometer: Results from October 2015 the % of harm free care 
delivered was 93.17% compared to 92.57% delivered in September, a slight reduction 
from the 93.04% which was delivered in August. (Refer to Quality, Risk & Assurance 
Report, August, September & October 2015).  
 
Mitigating Action: Safety Thermometer would continue to be reviewed regularly at the 
QRG. 
 
Risks: Nursing & Midwifery Workforce:  As required nationally, all NHS Trusts 
provided a summary of planned and actual nursing and midwifery staffing on a shift by 
shift basis. In August 2015 the overall Trust fill rates for CHSFT dropped slightly to 92% 
from 93% in July, whilst Sunderland Eye Infirmary remained at 96%. A number of 
reasons had been highlighted by CHSFT why the 100% fill rate had not been achieved: 

 Vacancies, either as a result of increases in ward staff levels which had not yet been 

recruited to or staff leaving. 

 Maternity leave, sickness and other leave that could not be back filled by temporary 

staff. 

 Reduced bed occupancy, resulting in reduced staffing numbers on some shifts or 

staff being moved to other wards. 

 Additional beds or wards opened in response to surges in activity 

 
In August the number of incident forms submitted relating to nursing and midwifery 
staffing was higher than in July, with 67 forms submitted compared to 53 in July 
however these were not isolated just to ward areas. 
 
There were also 14 incident forms submitted by 8 wards when registered nursing 
staffing levels was below “trigger” numbers, usually as a result of short term sickness, or 
duty matron moving staff in accordance with the CHSFT Nurse Staffing Escalation 
Plan.Trigger numbers and increased patient acuity, meaning that the planned staffing 
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was not sufficient to meet all patient needs that shift. NICE Safer Staffing Guidance 
requires any shortfall of Registered Nurse (RGN) of more than 8 hours or 25% of 
planned numbers is to be reported as “red flags”. (Refer to Nursing & Midwifery 
Workforce Assurance Report: August monthly staffing compliance report). 
 
Mitigating Actions: CHSFT had acknowledged that staffing numbers alone were not 
an indicator of adequate staffing, therefore contingency plans had been implemented. 
Currently the matron’s team closely monitored staffing levels across all wards on each 
shift and meet to discuss staffing issues at least three times per day, in conjunction with 
walking the wards to assess levels of complexity. Each ward had an agreed staffing 
level “trigger” which if not achieved, resulted in implementation of the Nurse Staffing 
Escalation Plan. This included moving staff from other areas. Should staff remain 
concerned or mitigating action was unable to be taken to address the levels of nursing, 
staff or matrons would complete an incident form. A summary of staffing incidents was 
also included within the exception report section of the monthly staffing compliance 
report referenced above, which had been received at the QRG in November 2015. To 
be noted that nursing shortage had been reported as a national concern. CHSFT were 
considering a recruitment drive abroad to address this issue.  
 
Assurances 
 
National Reporting and Learning System (NRLS): Slight decrease in no harm/near 
misses incidents reported in September, 1,323 following the increase noted in August to 
1,358, however overall CHSFT had improved reporting of incidents from  the lowest 
level of 25% to top 25% highest reporters which was to be commended. (Refer to NRLS 
October 2014- March 2015 Report).  
 
Mortality case notes reviewed by Mortality Review Panel (MRP) for deaths in August 
were (108) 89.2%. Departmental review requests by MRP in August were 6. 
Outstanding Departmental returns on the 10th September were 10. Clinical Governance 
Leads & Clinical Directors continued to attend the MRP to experience and see at first 
hand the mortality review process in action. The rate of departmental returns continued 
to improve following clearer guidance regarding expectations. The MRP continued to 
sustain a high proportion of reviews of qualifying cases. Regionally several Trusts had 
been unable to maintain high levels of reviews and had resorted to sampling and 
randomisation techniques. (Refer to Quality, Risk & Assurance Report, October 2015). 
 
South Tyneside NHS Foundation Trust (STFT) 
 
Risk: Serious Incidents: There were 30 SIs reported in quarter 2, this was a reduction 
on quarter 1 when 47 had been reported. Pressure ulcers and slips/trips/falls were 28 of 
the cases reported, this reflected previous months. There were 18 pressure ulcers 
reported, 16 of these occurred in the community setting. (Refer to Datixweb Quarterly – 
Analysis Report 2015/16 Q2, SI Reporting Summary to Sept 2015). 
 
Mitigating Actions: SI investigations were monitored by the Trust’s Safer Care Panel 
on a monthly basis where the group identified themes and learning outcomes following 
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investigations. Feedback and changes to practice were identified and shared; in quarter 
2 these included improved use of the SKINN bundle, improved risk assessments for 
falls and improved documentation. 
 
Risk: Serious Incidents: Delays in receiving RCAs and information requested 
following Serious Incident Panels (up to the 17 November) there were 10 RCA reports 
outstanding and 22 requests for further information outstanding. (Refer to SIs STFT 
NECS) 
 
Mitigating Actions: Compliance to SI reporting times and outstanding RCAs/further 
information requests were monitored through the SI Panel, QRG and the NECS Clinical 
Quality Manager meets with STFT on a monthly basis to discuss case management. A 
detailed report was requested at the December QRG, showing the number of 
outstanding RCAs, the length of time outstanding and an action plan to address 
improvements. 
 
Risk: Mortality: The Summary Hospital level Mortality Indicator (SHMI) and Hospital 
Standardised Mortality Ratio (HSMR), remained outliers on the NHS England 
dashboard, the HSMR had increased slightly in November to 124.3 (Oct 123.7) and the 
SHMI decreased to 113.7 (Oct 118.5). (unable to share source document)  
 
Mitigating Actions: The Trust reported that the coding issues for St Benedict’s Hospice 
had now been resolved and this was reflected in the SHMI which had improved (this 
issue was recognised by North East Quality Observatory System (NEQOS)). The Trust 
now had a full complement of palliative care doctors and it was expected that the rates 
would further improve. The mortality review group continued to meet weekly and 
undertakes peer review regionally and identifies lessons learned.   
 
Risk: Safer Staffing: Fill rate analysis for September 2015 indicated that 6 areas 
experienced staffing numbers below the 80% minimum threshold these were: Special 
Care Baby Unit, Ward 7, Ward 8 (Stroke Unit), St Benedict’s inpatient Unit, Maternity 
Delivery Suite and Elmville Respite Unit this was 2 more than in the July report (Refer to 
Open and Honest Care for Sept 2015: staffing levels). 
 
Mitigating Actions: Detailed Open and Honest Care reports were presented and 
monitored at the QRG bimonthly. Reasons and mitigating actions had been given that 
all wards were safely staffed with local escalation and monitoring of safety, quality and 
patient experience indicators. The Trust had recruited to a number of vacancies both 
locally and nationally, with staff to commence in 2016.  
 
Risk: Complaints: The total number of complaints reported increased in quarter 2 to 55 
from 42 in quarter 1. 50% of the complainants received a response within 25 days; this 
was a decrease from quarter 1 when 73% achieved this standard. Themes and trends 
continued to be issues raised with regards to medical care and nursing care, and 
Accident and Emergency received the greatest number of complaints. (Refer to 
Datixweb Quarterly – Analysis Report 2015/16 Q2). 
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Mitigating actions: The progress of each report was monitored weekly through the 
Trust complaints situation report; this was closely in liaison with respective divisions. 
Following a complaint actions were identified to improve patient care going forward. 
Themes and trends were identified and cascaded to the wider team as part of the 
lessons learnt exercise. 
 
Risk: Care Quality Commission (CQC) Report: The report from the visit in May 2015 
was published on 1 December 2015; overall the Trust was rated as “requires 
improvement”. Of the 5 questions asked within the inspection 4 were rated as requiring 
improvement and the other one was rated as being “outstanding” for “services at this 
Trust are caring”.  
 
For South Tyneside General Hospital the overall rating was “requires improvement” 
which included one overall rating of “good” for being caring, with end of life care being 
considered as “outstanding”. There were 21 requirements that the Trust must comply 
with. (Refer to CQC South Tyneside FT Quality Report)  
 
Mitigating Actions: The report was discussed at the STFT QRG in December and 
although the Trust was preparing a formal action plan in response to the published 
report, it was agreed that an Exec to Exec meeting be held to review the action plan and 
impact.  The Trust expected the CQC to sign off the action plan, which would then be 
shared with the QRG.  
 
Assurances  
 
CQC Report: 
Overall the STFT Community Services were rated as good, with 3 outstanding areas, 2 
in Community Health services for children and end of life care for being caring, and one 
in well-led for Community Dental Services.  Being caring was also rated as outstanding 
in community health services for adults report, but this was not reflected in the overall 
report. (Refer to CQC STFT Quality Report and CQC STFT Community health services 
for adults Quality Report)  
 
Patient Experience: The Summary of Survey Scores for patient satisfaction for 
Community patients (October 2015) showed a high level of average scores with 6 out 
the 7 questions scoring 100%.The comments patients/service users made were all very 
positive (Refer to Open and Honest care: Overall Community Results Oct 2015). 
 
National Reporting Learning System: The report published in September 2015 for the 
period October 2014 to 31 March 2015 showed STFT to be in the upper 50% of 
reporters when compared to other similar Trusts. They reported 54.3% of the incidents 
as no harm compared to the national average of 74.3% and 39.3% as low harm 
compared to national average of 21.9%. (Refer to NRLS October 2014- March 2015 
Report).  
 
Northumberland Tyne and Wear NHS Foundation Trust (NTW) 
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Risk:  Currently there were 13 SI reports overdue for NTW in total, 4 of which were 
related to SCCG. There has been an increase in SI’s in the second quarter of 2015, and 
this was the highest figure for this quarter in the last 5 years, this had been viewed with 
caution by NTW, the rationale given at the QRG in November was that a number of 
unexpected deaths of which there were 40 still remained reported as causes unknown, 
therefore may return when the investigations are completed as natural causes, this 
considered, the figure above may reduce over time. This would be reviewed again at 
the next QRG. (Refer to NTW Safety Report, July-September 2015). 
 
Mitigation Actions: From April 2015 this year, the Trust had been implementing a web 
based incident reporting system, which allowed a more responsive way of managing 
both SI’s and all incidents reported. Also from April 2015, the Trust had implemented 
systems to comply with the new SI framework. The Trust had now fully rolled out its web 
based reporting system, with the last community service going live in October 2015. 
(Refer to NTW Safety Report, July-September 2015). 
 
Risk: FFT: The Trust received a total of 782 responses in quarter 1 and 2 2015; (414 in 
quarter 1 and 368 in quarter 2) across all Trust services in 2015. There was an 11% 
reduction in the total number of responses received from quarter 1 to quarter 2. In 
quarter 1 78% of respondents indicated they would recommend the service they 
received to their friends and family (rating of extremely likely or likely). This increased to 
80% in quarter 2. These statistics showed a small improvement in quarter 2 on quarter 
1, although performance seemed consistent. (Refer to Service User and Carer 
Experience 6 Month Summary Report (Quarters 1&2 2015/16). 
 
Mitigation Actions: In an effort to counter declining response rates various strategies 
were being undertaken by NTW to raise awareness of the FFT for Service Users among 
staff, e.g. NTW had altered the FFT Webpage advert to say ‘Tell us how we did!’, as 
general feedback indicated that service users viewed the FFT to be completed by 
friends and family only and not as an individual Service User.  
 
Risk: Complaints: NTW received 41 complaints during September 2015 in comparison 
to 31 reported complaints in June 2015; this was an increase of 10%. (Refer to 
Complaints Report, September 2015). 
 
Mitigation Action:  23 complaints of the 41 complaints were completed within the time 
scale and a 100% recorded in relation to compliance rate in responding to complaints 
within the agreed timeframe however SCCG had requested more detail on how this 
timescale was achieved for the next QRG.  
 
Risk: Safer Staffing: In September 2015 there were 13 Wards where qualified staff fill 
rates were under 90% and 18 under 80%. Further 2 wards had unqualified staff under 
90% and 3 under 80%. (Refer to Safer Staffing- September Exception Report). 
 
Mitigation Actions: Reason for staffing variance relate to changes in the qualified 
staffing ratio which had resulted in vacancies and supplementing staffing with 
unqualified staff. Also following the Trusts annual review of skill mix on inpatient wards 
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they had altered their budgets to reflect an increase in the ratio of registered staff on a 
number of wards to enhance care provision. Workforce would continue to be monitored 
through the QRG.  
 
Risks: Safety Thermometer: There were five new Venous Thromboembolism (VTE) 
recorded and one old. However as highlighted within the report 3 new VTEs classed as 
other had been recorded in error. (Refer to Safety Thermometer Report for Quarter 2, 
July to September 2015.). 
 
Mitigating actions:  In quarter 2 NTW had reported lower level of harms than the 
national average.  Although the figures on the national website showed as 96.47% in 
August, when you remove the three recording errors (as detailed in VTE section of the 
report) then the correct percentage of “No harms” would be 99.97% which was above 
the national average.  
 
 
North East Ambulance Service NHS Foundation Trust (NEAS)  
 
Risk: SI Performance: There were 4 SIs reported in quarter 2, 1 of these was a SCCG 
resident and a treatment delay. Delayed ambulance responses and issues with triage 
were the main themes of these cases. Submission of RCA Reports within timescales 
continued to be a challenge for the Trust, with none of the RCAs submitted within 
national timescale of 60 days since February 2015 and there were 6 outstanding RCA 
reports in November 2015 (Refer to NECS: SI Sunderland CCG Nov 15). 
 
Mitigating actions: A new SI process and policy was currently being developed and 
improvements anticipated as the operational managers were now involved with 
undertaking the RCAs. A Rapid Review Group had also been established to provide 
further assurance regarding their processes and ensure themes, trends and learning 
outcomes were disseminated across the Trust. Performance also continued to be 
monitored through the QRG and CCG SI Panels. 
 
Risk: Emergency Care performance: Improvements were seen during the early part 
of 2015/16, with all three national targets, being achieved in quarter 1. However the 
Trust did not achieve Response time 1 (R1), R2 or R19 targets in quarter 2. 
(Refer to Performance Report October 2015)   
 
Mitigating actions: There has been regional escalation of NEAS response times (an 
extraordinary performance and quality meeting had taken place in November 2015) and 
a recovery plan formulated. A quality impact assessment was requested from NEAS 
about the removal of third party providers. Ambulance disposition times for individual 
CCGs were also requested. As previously reported a number of actions had been taken 
to improve performance, including the ‘perfect day’ and ‘perfect week’ initiatives. 
Pressures on A&E handover times in some Trusts had also been a contributory factor 
on NEAS performance targets.  
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Risk: Workforce Recruitment: There continued to be a shortfall in staffing levels, the 
NEAS October workforce report reported 119 paramedics (core) vacancies and 88 
Emergency care staff  (this does not take into account planned take up of positions from 
student cohort and other qualified paramedics awaiting a start date.) (Refer to NEAS: 
workforce metrics report Sep 2015) 
 
Mitigating actions: The Trust continued to pursue opportunities locally, nationally and 
internationally for recruitment of staff. The contact centre staff levels were now at the full 
establishment levels. The Trust stated that vacancy levels were reducing and planning 
was in place to recruit student paramedics, a relocation package was in place for 
candidates from Ireland and discussions on going for Polish candidates. Advanced 
Technicians would take up lead clinician posts in December 2015 which would improve 
how the Trust utilised their advanced clinical skills.  Active recruitment of clinicians to 
support the development of the Clinical Hub was taking place.  
 
Risk: Workforce sickness absence: The absence rate in September 2015 slightly 
increased to 6.46% compared to 6.49% in August 2015. The highest level of sickness 
was within the Emergency Care Service. The main reasons for absence continued to be 
anxiety; stress, depression and musculoskeletal reasons. (Refer to NEAS workforce 
metrics report September 2015).  
 
Mitigating Actions: These were the key areas to be tackled by a Task and Finish 
Group which had been established to review 4 key areas, Policy review; Fitness tests; 
Support packages and Review of non-medical absences.  A new absence policy woud 
be in place by end January 2016 along with a range of other support to help managers 
proactively address sickness absence and support employees to stay at work including 
Post Traumatic Stress awareness training.  
 
Risk: Patient Experience: Friends and Family Test: In October 2015 - 85% of Patient 
Transport Service (PTS) patients would recommend NEAS (national average 89%). 
92% of See and Treat patients would recommend NEAS (national average 95%).The 
response rates were very low (rates not provided). (Refer to NEAS FFT Feedback 
October 2015.) 
 
Mitigating Actions: Within the PTS service placing tablets onto vehicles had allowed 
feedback data to be increased and obtained from a wider geographical area. Several 
new tablets had been placed in vehicles across the patch in late September and more 
would be rolled out in late October which should help to balance the number of 
responses from different parts of the region. Work continued to improve response rates. 
The free text comments enable NEAS to identify strengths and areas for improvement 
that could be used to develop actions for service improvement. 
 
Risk: Complaints: The overall position of complaints received against the same period 
in 2014/2015 was currently very positive with a 24.51% decrease YTD. Delays in the 
completion of investigation reports relating to complaints was of concern especially 
when extensions had not been agreed with the complainant (this reduced form 82.5% in 
April 2015 to 65.3% in August 2015). The main risks emerging from the data indicated 
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that ambulance delays remained the highest cause of complaints, followed by quality of 
care and staff attitude. June and August now including complaints against red response 
times as well as green calls. (Refer to NEAS: Quality Governance Report September 
2015) 
 
Mitigating Actions: The Trust report that learning from complaints and incidents 
required further development and this would be taking place, this would be monitored 
and further information requested to be presented at future QRG meetings. 
 
Risk: Care Quality Commission Report: There was no change to the CQC website; it 
continued to show that there was an enforcement action in place with regards to staffing 
and an improvement notice with regards to the quality and suitability of management. 
 
Mitigating actions: CQC had accepted the Trust’s latest action plan. There were 2 
outstanding areas, one relating to delayed full implementation of Emergency Care 
Clinical Managers (ECCM) due to gaps in the workforce, and the other relating to 
Electronic Staff Record data cleansing. The CQC planned to undertake a further visit to 
the Trust in quarter 4 (2015 -16) as part of their routine inspection programme. 
 
Assurances 
 
Projects and Pilots - The Trust was currently developing several projects and 
initiatives to develop existing services, these are:  

 Cardiac Arrest Car  

 Teesside Physician Response Unit 

 North Critical Care Response Unit 

 British Association of Intermediate Care Scheme  (BASICS) 

 
Spire Washington Hospital (SWH)  
 
It was noted that as a company Spire’s year run from January to December. July to 
Sept was Q3. 
 
Risk: Serious Incidents: No SIs were reported to Sunderland CCG in quarter 3. There 
were 2 significant events reported in August 2015 both involved patients with post-
surgery complications and they were private patients who were then transferred to NHS 
Foundation Trusts. (Refer to Spire Clinical Governance Report Q3 July –September 
2015) 
 
Mitigating actions: SWH undertook RCAs for all SIs and recommendations and 
lessons learned were shared with the relevant staff as stated within Spire’s corporate 
policy. 
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Risk: Slips/Trips/Falls: by inpatients per 1000 bed days falls remained an outlier when 
compared to other hospitals in the Spire corporate group. They had reduced in quarter 3 
(July 2015 - September 2015) to 4.61% compared to 5.01 Quarter 2. (Refer to Spire 
Clinical Governance Report Q3 July –September 2015) 
 
Mitigating Actions: Falls prevention was a priority for 2015/16 for all staff.  An action 
plan was in place for preventable measures. No trends had been identified; the hospital 
had a spot contract for Muscular Skeletal (MSK) work which had meant a cohort of 
patients who were at greater risk of falls due to mobility and comorbidities.  
 
Risk: Level 2 Complaints: SWH was an outlier in quarter 3 for the % of level 1 
complaints escalating to level 2, (YTD) when compared to other Hospitals in the group. 
They had 11 complaints reported (0.08% of all patients attending the Hospital) (Refer to 
Spire Clinical Governance Report Q3 July –September 2015) 
 
Mitigating actions: The number in quarter 3 had reduced from quarter 2 when 14 had 
been reported. Actions were taken in all cases and appropriate lessons learned. 
Previously identified trends of complaints relating to Consultants were seen again this 
quarter; the common themes were outcome of surgery and disappointment with the 
outcome of their consultation. This would be discussed further at the QRG. 
 
Risk: Safeguarding Adult and Children: Training compliance for Level 2 is at 86% in 
quarter 3 (compared to 78% in quarter 2). (Refer to Spire Clinical Governance Report 
Q3 July –September 2015) 
 
Mitigating Actions: SWH had developed strong links with CHSFT adults and children 
boards for the provision of Level 2 and 3 training. Training compliance had improved 
since Quarter 1.  The training was recorded on year to date from January to December 
unlike other organisations who record on a 12 month rolling program.   
 
Assurances 
 
Care Quality Commission (CQC) Inspection: SWH was inspected in August and the 
report was published in November 2015. The overall rating was “good” and the report 
reads very positively.  The 3 areas inspected were Surgery, Outpatients and Diagnostic 
Imaging and Termination of pregnancy and all were rated as “good”.  The report 
commented on the outstanding leadership of the services and how approachable, 
available and visible the leaders were within the hospital. Within the surgical area they 
received an outstanding rating for the well-led category. (Refer to CQC Spire 
Washington Hospital report)  
 
Safety Thermometer:  The Spire achieved 100% compliance for harm free care and 
across all 4 domains in quarter 2. 
 
 
BUPA Breast Accreditation: The Spire maintained their accreditation as a breast care 
centre. 
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Surgical Site Infections (SSIs): The Spire reported 2 cases of SIs in quarter 3 which is 
a reduction of the previous 2 quarters when 12 and 13 were reported. Investigations 
were ongoing for the cases from previous quarters. 
 
Patient temperature: SWH achieved 100% in quarter 2 for pre and intra-operative 
patient temperature to be above 36 degrees. Ward staff were proactive in ensuring 
optimum temperature for patient prior to surgery. Care pathways audited on monthly 
basis by resuscitation lead with immediate feedback to relevant depts.  
 
Patient Experience: Of all the patients who were discharged from Spire in quarter 3 
99% recommend the service to friends and family. The quality of food had improved 
over the last 2 quarters (p44 Quarter 3 Clinical Governance Report)  
 
Northern Doctors Urgent Care (NDUC)   
 
Risk: Serious Incidents: There was one SI reported in quarter 2 which was the 
temporary closure of the Washington and Houghton Urgent Care Centre’s (UCCs), they 
were closed as a patient presented claiming she had Clostridium Difficile (C. Diff). This 
was actioned without discussion or notification to the CCG. 
(Refer to NDUC Sunderland Q2 CQRM report). 
 
Mitigating Actions: Houghton UCC was closed to prevent the patient from re-entering. 
There was no clinical breaches occurred during closure as no patients were booked in. 
A comprehensive RCA will be submitted to the CCG SI panel. 
 
Risk: Untoward Incidents: The number of incidents reported in quarter 2 increased to 
29 from 10 in quarter 1. 11 were “Out of Scopes” this refered to solicitors requesting 
details of notes/ medical records for incidents which occurred prior to NDUC taking over 
the Urgent Care Centres. (Refer to NDUC Sunderland Q2 CQRM report). 
 
Mitigating Actions: All staff involved in an incident or complaint were spoken to 
individually to ensure high standards of care continued to be provided. 
 
Risk: Complaints: There was an increase in complaints received in quarter 2 when 8 
had been received compared to 4 in quarter 1. (Refer to NDUC Sunderland Q2 CQRM 
report). 
  
Mitigating actions: All complaints were detailed in the quality report for the QRG and 
discussed. They were all investigated and regarded as an opportunity to review 
performance, consider any lessons learnt and identify improvements to patient care and 
service delivery. 
 
Assurances 
 
Lessons Learned: An analysis of the trends and themes of complaints and incidents 
with regard to aspects of care had taken place and had shown that poor communication 
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was an issue. Teaching session where customer care would be re-iterated were 
planned to ensure the numbers of complaints was reduced.  
 
Patient Experience: Friends and Family Test Results from Washington UCC for 
September 2015; 94% were extremely likely or likely to recommend the service to 
friends and family.  
 
Breach Review:  Performance within the Urgent Care Centre’s continued to be of a 
high standard with >99% of patients being seen, treated and discharged within the 4 
hour time frame. 
 
Mrs McEwan invited questions from the committee. 
 
Mrs Sullivan questioned in regards to the number of SIs reported by CHS, were 
pressure ulcers a concern.  Ann Fox confirmed they were not; a significant amount of 
proactive work had being undertaken and this was starting to have an intervention.  
 
In regards to CHS days between incident and identification and reporting on STEIS, Dr 
Bradford noted it would be good to see the cumulative position. 
Action: S Goulding/A McEwan  
 
Mrs Fox requested that in terms of the national reporting and learning system (NRLS) in 
future reports it would be useful to know what the distribution of incidents were.  
Action: S Goulding/A McEwan  
 
Mrs Fox questioned whether CHS were still running a dual complaints system.  Mrs 
McEwan advised that they were and that most trusts ran a dual complaints system.  
 
It was noted that the duty of candour summary was an embedded document within the 
integrated quality report.  For future reports a summary figure would be included in the 
report and presentation.  
Action: S Goulding/A McEwan  
 
Ms Cornell referred to CHS not producing SI reports within the 72 hour timescale and 
also advised that the 3 day standard for complaints was not a trust standard (as it was 
referred to in the CHS report); it was in the NHS regulations that a complaint 
acknowledgement is expected to be reported within 3 days and any trust not adhering to 
this would be in breach of legislation.  
Action A Fox to pick up at next CHS QRG  
 
Mrs Sullivan questioned when nursing staff were moved to other wards in times of 
pressure, were there guidelines that staff were suitably qualified for that specialty.  Mrs 
Fox advised that the escalation plan did take skills and competence into account but 
that the risk assessment would be undertaken by the senior nurse at that point in time.  
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In regards to the number of SIs reported by South Tyneside Foundation Trust (STFT) 
Mrs Fox noted that it would be useful for this committee to have sight of the   number of 
Sunderland residents affected. 
Action: S Goulding/A McEwan     
 
Mrs Sullivan questioned in regards to STFT community services patient experience 
forms, was it the person that had given the care that gave out the forms for patients to 
complete.  
Action: A McEwan to follow up 
 
Mrs Fox advised in regards to STFTs CQC inspection, the improvement action plan 
would be submitted at the next STFT quality review group and STFT were reporting 
progress to the CQC.  Mrs Fox advised in her role of Director of Nursing Quality and 
Safety for South Tyneside CCG she had monthly meetings in her diary from February 
2016 onwards with the CQC inspector.  For the purpose of this committee, there was a 
significant amount of assurance around community services which had been rated as 
outstanding for caring and overall good.  
 
In regards to Northumberland Tyne and Wear Foundation Trust (NTWFT) complaints, 
Mrs Fox advised at the next NTW quality review group she would be questioning how 
many times the time frame had been negotiated. 
Action: Mrs Fox  
 
In regards to safer staffing at NTWFT, Mrs Fox advised that this could be challenging 
when the budget had been altered and could show an unfavorable result if the trust had 
not recruited to the establishment number. Mrs Fox advised that caution was needed in 
regards to the data and it was important to note that these wards had highlighted they 
needed additional staff and in the meantime any shortfall is covered by additional Health 
Care Assistant hours.  
  
In regards to North East Ambulance Service FT (NEASFT) SI reports Mrs Fox advised 
that at the quality review group meeting held on 11 January 2016, the board had 
challenged the submission of SI reports.  Assurance had been given that all SIs and 
incidents would be up to date by the end of January 2016.  
 
Mrs Fox advised that NEAS continued to have significant workforce/sickness pressures 
and that no improvement had been seen in regards to performance. Two extra contract 
and performances meetings had been held in regards to this issue and in line with how 
other FTs had been managed, tripartite meetings with the Trust, Monitor and CCGs 
were being proposed going forward.  NEAS had had some success in regards to 
recruitment and had further plans in place to address this in the longer term.  
 
In regards to Spire Hospital Washington, Ms Cornell questioned when reporting 
complaints were Spire reporting formal complaints only.  Mrs Goulding advised that 
level 1 complaints were formal and level 2 complaints were complaints not resolved at 
Spire Hospital Washington and were escalated to Spire head office then the 
ombudsman onwards. Ms Cornell noted that the CCG was only receiving formal 
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complaints but should also receive informal complaint and that if complaints were 
partially upheld an action plan should be put in place. 
Action: S Goulding to check with Spire Hospital Washington  
 
The quality safety and risk committee RECEIVED the report and NOTED the issues, 
assurance and risks identified 
 
 
2016/12 Clinical Quality Assurance Visit Report - enclosure  
Mrs McEwan presented the clinical quality assurance visit report to the committee.  The 
purpose of the report was to to highlight the key findings and any recommendations 
made, following the clinical quality assurance visit to Northumberland Tyne and Wear 
NHS Foundation Trust (NTW NHSFT) Clearbrook Unit on 16 November 2015 and North 
East Ambulance Service (NEAS) Call Centre on 30 November 2015. 
 
Key points: 
NTW NFSFT: The initial environment of Clearbrook unit had a welcoming feel, bright, 
airy and clean, providing a relaxing environment for service users, carers and staff. It 
was clear to see how the unit design promoted and enhanced emotional health and 
wellbeing with the availability of different environments/ facilities and activities available 
for services users both on and off the unit.  
 
NEAS: NEAS service currently employs 306 call takers, many of whom were part time 
and 25 team leaders. At the present time they had full establishment. Attrition is higher 
than other areas of the NHS as often call takers joined for a specific period in their 
career e.g. while studying or balancing work with carer responsibilities. Further reasons 
given for this were the unsocial hours, demanding nature of the work and call handlers 
becoming so skilled that they moved into alternative roles within the organisation (e.g. 
technician.) 
 
Risk:  
NTW no risks identified: NEAS no risks identified. 
 
The quality safety and risk committee RECEIVED the report and NOTED the contents 
and the assurance provided. 
 
 
2016/13 Development of CQUIN 2016/17  
Mrs Goulding advised the committee that to date, there was no guidance regarding the 
national indicators for 2016/17 and no further date as yet for future CQUIN guidance.  
 
2016/14 Continuing Health Care Report – enclosure  
Mr Cooper presented the continuing health care 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. 
 



    

41 

 

Risk:  
Individual case management for complex cases.  
Mitigating Action:  
Undertaken by Local Authority Social workers with advice and support from health 
colleagues. 
 
Risk:  
Delayed discharges from hospital. 
Mitigating Action: Local Agreements were in place to reduce this risk. 
 
Risk:  
Ensure compliance with the CHC national process. 
Mitigating Action:  
Strategic approach continued to improve processes to ensure compliance with the 
National CHC Framework and therefore reduced risks.  This was being delivered 
through a multi-agency strategic group, supported by a local operational group. 
 
Risk:  
Retrospective review CHC shutdown 2004-2012.   
Mitigating Action: Action plan developed and additional funding provided for staffing to 
ensure deadline of September 2016 is complied with and the CCG was not placed in a 
difficult financial position 
 
Mr Cooper highlighted the following key points from the report:  
 

 In November 2015, 90% of all requests had been undertaken within 28 days.  

The remaining 10% had been outside of South Tyneside Foundation Trust 

(STFT) control.  

 There remained some issues with the timescale for the CCGs decision making 

process which was currently outside of the 28 day timescale on a regular basis. 

RPIW events were planned in early 2016 to address this issue.  

 The backlog of cases had been split between the CCGs and all of the 

Sunderland CCG cases had been allocated to members of staff who would be 

working in the planned nurse assessment team and social work team.  This 

provided a tighter control for the CCG.  

 There had been 2 complaints to the CCG regarding restitution cases and 1 

ombudsman enquiry none of which had affected any care taking place and were 

about the process and disagreement to outcomes 

 There had been 6 home care issues over the Christmas/.New Year period with 

no further reported to date. A new contract for home care was now in place.  One 

of the provider’s that had originally advised they would be providing home care 

had handed back the hours. The local authority was seeking further providers for 

initial cover but would need to have an additional provider in place.  
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Mr Cooper invited questions from the committee.  
 
Mrs Fox advised there was an awareness of pressure in the system but this was not 
impacting on the flow process.  
 
Mrs Sullivan questioned in regards to the restitution cases being behind trajectory, how 
far behind was this.  Mrs Fox advised an update would be provided regarding this at the 
next committee meeting on 9 February 2016. Restitution cases were monitored by the 
executive committee as they were the historical cases for recompense.  
Action: A Fox  
 
The quality safety and risk committee RECEIVED the report and NOTED both progress 
and ongoing concerns 
 
 
2016/15 Transforming Care Report 
 
Mr Cooper presented the transforming care report to the committee.  The purpose of the 
report was to provide the committee with an update of recent developments around 
Transforming Care (TC) for people with learning disabilities and or autism.   
 
Key points: 
The report provided further information on a new initiative named “Fast Track” and also 
information on Care & Treatment Reviews (CTRs). 
 
Risks:  

 The CCG was not seen to be responding fully to the TC agenda.  

 Numbers of hospital admissions of people with learning disabilities and/or autism 

increased to an unacceptable level. 

 Patients delayed from being discharged. 

 
Mitigating Actions: 
NTW and City Council community services in Sunderland were focussed on avoiding 
hospital admissions and urgently planned for discharge should an individual have to be 
admitted. 
 
Assurances: 

 The Committee received regular reports on CCG progress on TC. 

 The CCG commissioner worked very closely in partnership with the City Council 

and with NTW and had well established links with the Area Team. 

 Sunderland learning disabilities community health services were well developed. 

 
Mr Cooper highlighted the following key points from the report:  
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 North East and Cumbria NHS England had allocated £400,000 to the CCG to 

assist with future service.  The CCG had confirmed that it could match fund the 

bids for 2015/16 and through 2016/17. 

 Mr Cooper had attended care and treatment reviews (CTRs) for 2 individuals 

which was a requirement from Northumberland Tyne and Wear Foundation Trust 

(NTWFT) 

 Mr Cooper advised that the guidance had changed in regards to intervention and 

support required to aim to prevent admitting a person into hospital unnecessarily.  

At the moment it was not yet known how many patients would require urgent 

review ; NTW would be looking at the top 10% of people from the risk register 

that would be the most vulnerable to potentially requiring hospital admission in an 

effort to determine impact of this approach and to instigate comprehensive 

support services.  

 
Mrs Fox advised there was a significant focus from NHS England around this 
improvement activity and a commitment around reducing the number of hospital beds.  
 
Mrs Sullivan referred to 2.7 and questioned whether the £250,000 sought by the CCG 
for housing adaptations was with Gentoo.  Mr Cooper advised there was a number of 
housing organisations on the provider list and that Gentoo was one of them.  
 
The quality safety and risk committee RECEIVED the report and NOTED the assurance 
provided 
 
 
2016/16 Independent review of Southern Health NHS Foundation Trust – Overview 
report - enclosure  
 
Mrs Goulding presented the overview report to the committee.  The report had been 
provided by North East Commissioning Services (NECS) for information to CCGs and 
had originated from questions raised following the death of a specific individual about 
the number of deaths within Southern Health NHS Foundation Trust. (SHNHSFT) It had 
been established that most of the deaths had been expected but 195 deaths had been 
reported as critical incidents.  Following publication of the report the secretary of state 
for health had announced 9 measures to address the local issues at SHNHSFT and the 
systematic issues raised. Mrs Goulding advised that this report had been shared with 
the committee for information and to advise that the report would be picked up at the 
quality review group meetings.  
 
Ms Cornell asked for clarification from an information governance perspective on 
whether this report was in the public domain.  Mrs Goulding confirmed that it was. 
 
The quality safety and risk committee RECEIVED the report for information  
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2016/17 Quality in Primary Care Medical Services  
 
Mrs Goulding presented the quality in primary medical services report to the committee.  
The purpose of the report was to provide an update to the committee on progress made 
to provide assurance on the quality of care in primary medical services (general 
practice.)   
 
Risk: Only limited information on quality in primary medical services was available so 
full assurance could not be provided.  
 
Mitigating Actions: 
NHS England had forwarded a draft report from the information that it held or had 
access to on general practices in Sunderland.  
 
An initial workshop had been held within the CCG to review the types of data available 
currently and to discuss at what level quality in primary medical services should be 
reviewed and reported.  A Governing Body workshop was being planned for February 
2016.  
 
NHS England was currently developing a dashboard to be able to present more detailed 
complaints data to CCGs.  
 
Mrs Goulding invited questions from the committee.  
 
Mrs Fox advised that the options within the report were not final and were a starting 
point to evoke further discussion and development. This would be discussed further at 
the next governing body development session in February 2016 to agree what the next 
steps would be.  
 
Professor Bramble noted that it would be helpful to see information on general practices 
that provided good assurance. Mrs Fox advised that the CCG as commissioners 
needed to be pragmatic in regards to what data it received and to look at the options 
available as to how that data would then be used to provide assurance and also 
improve quality (where that was needed) for patients.  
 
Mrs Gibson questioned whether the focus on quality in care had moved from secondary 
care providers to general practices and did the CCG have similar assurance around 
secondary care providers.  Mrs Fox advised the CCG had assurances from secondary 
care providers via the quality review groups.  In terms of assurance from general 
practices the CCG needed to establish what the assurance model for general practices 
would look like then put processes in place.  
 
Dr Choi referred to the two half day sessions held in October and November 2015 
around how to prepare general practices for CQC visits and noted it would have been 
more helpful if these workshops had been held earlier in the year.   
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The quality safety and risk committee RECEIVED the report and NOTED the progress 
towards providing assurance on the quality in primary medical services.    
 
 
 
GOVERNANCE 
 
2016/18 SCCG Risk Register Update - verbal   
 
Ms Cornell advised the committee that an informal; risk management workshop had 
been held on 17 December 2015 to look at what risks and issues were still relevant.  
 
Directors and senior leads had attended the workshop and had been split into individual 
groups.   The groups had gone through all risks on the register and overdue reviews 
had been picked. NECS had recommended that rather than review dates being entered 
manually, the person updating the review should pick 2 weekly/monthly/ bi-monthly from 
the drop down list on the risk register. In terms of risks there had been a significant 
number of changes made.   
 
Because of the Christmas/New Year period the risk register had not been available to 
submit to the committee but would be presented at the next committee on 9 February 
2016 and the changes made would be notable.  
 
 
Following this update the committee AGREED that action 10 on the action log could be 
closed.  
 
 
2016/19 Monthly CCG Assurance Exception Report – enclosure  
 
Mrs Sullivan advised the committee that Mr Watson had submitted apologies for this 
meeting therefore there was no one available to present this item to the committee.  If 
there were any questions raised these would be forwarded to Mr Watson for a 
response.  
 
The purpose of the report was to provide the committee with an exception report 
detailing the current under-performing measures which were part of the CCG assurance 
framework and provide assurance of the actions being taken where necessary.   
 
Key Points:  
Referral to treatment performance for the CCG remained above the national standard 
for incomplete pathways.  Despite short term issues in gastroenterology, performance 
was now improving and orthopaedics remained on trajectory to be above the standard 
but remained a high risk.  Orthopaedics recovery was now beginning to slow and CHS 
had confirmed that they would not be in a position to deliver 18 weeks until the end of 
the year. 
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Accident and Emergency four hour wait performance at City Hospitals Sunderland NHS 
Foundation Trust (CHS NHSFT) achieved quarter one and quarter two for the first time 
in a number of years but now faced pressures into quarter three. 
 
Improvements made in cancer performance particularly around two week wait for breast 
symptoms whilst performance in upper and lower GI was deteriorating.  CHS NHSFT 
were also experiencing pressures in 62 day cancer performance. 
 
Diagnostic performance is improving, particularly at Gateshead Health NHS FT (GH 
NHSFT) due to a recovery plan being in place to address performance issues.  
 
Improving Access to Psychological Therapies (IAPT) access and recovery performance 
continued to improve and be above the national standard. 
 
HCAI performance had improved in October and November 2015. 
 
Risk:  Accident and Emergency four hour waits at CHS NHSFT due to quarter three 
and the year to date performance deteriorating.   
Mitigating Actions: Despite CHS NHSFT achieving the four wait target for quarters 
one and two performance had deteriorated in quarter 3.  Weekly surge meetings were 
now in place between the CCG, CHS and key partners which would agree key actions 
needed to improve system wide performance which was supported by additional winter 
monies.  The weekly surge group continued to work on the improvement of flow 
throughout the system.  CHS also continued internally to embed the learning from the 
perfect week. 
 
Risk: Referral to treatment at CHS NHSFT, particularly orthopaedics and 
gastroenterology 
Mitigating Actions: Dedicated clinically led meetings between the CCG and CHS 
NHSFT relating to gastroenterology in place and specific actions agreed and were being 
implemented to improve performance.  Routine demand now back to manageable levels 
and additional capacity in the system was being used.  The CCG Contracting Team 
would be writing to CHS NHSFT to understand the reasons why Orthopaedics would 
not now deliver in January 2015 and potentially utilise contract sanctions. 
 
Risk: Cancer including two week wait (2WW) and 62 days, particularly urology and 
breast 
Mitigating Actions: An Interim solution was in place at GH NHSFT supported by 
significant patient engagement to define and develop the new model.  The new model 
was now being drawn up and premises for the new services were in the process of 
being identified.  Performance for August 15 and September 15 was now above the 
standard for breast services. 
 
Risk: Ambulance response calls, particularly red 1 category A calls. 
Mitigating Actions: Regional escalation of NEAS response times and implementation 
of a recovery plan to improve response times at NEAS.  An escalation meeting had 
been scheduled which would discuss the actions being taken to improve performance.   
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Risk: Healthcare acquired infections in both CHS NHSFT and the community, 
particularly C. difficile. 
Mitigating Actions: Increased clinical discussions around C. difficile in the community 
and hospital setting via the HCAI improvement group including implementation of 
recovery plans.  Issues identified with testing at GH NHSFT had been identified and 
actions had been agreed to address this.  Root cause analysis was undertaken on all 
cases to identify cause and any lessons learnt. 
 
Risk: 6 week diagnostics due to under performances in July 15 to September 15 
Mitigating Actions: Recovery plans in place for diagnostics at Gateshead Health NHS 
Foundation Trust (GH NHSFT) for ultrasound and echo which improvements were 
already being seen.  Endoscopy pressures supported by the clinical work related to RTT 
performance.  Clinical Session in place at the last TITO. 
 
Assurances:  
Monthly performance meetings in place with providers which were a formal sub-group of 
the contract review group which reviews provider performance and actions plans put in 
place to mitigate performance risk. 
 
Monthly reports to executive committee and bi-monthly reports to governing body. 
 
Monthly provider management meeting which provided a forum to escalate performance 
risks and issues with providers. 
 
Mrs Sullivan invited questions from the committee.  
 
Mrs Fox noted that the CCG assurance report was also submitted to the governing body 
and executive committee.  The report was submitted to this committee for a quality 
perspective on performance issues.  Mrs Fox proposed that this report was moved into 
the “for information” section of this committee’s cycle of business and agenda. If it was 
felt that if there were issues to be picked up this could be escalated and triangulated at 
the governing body meetings.  
 
Dr Bradford advised she would support this proposal.  
 
Mrs Sullivan noted she did not get this data as frequently as some of the committee 
members as she was not a member of the executive committee.  Questions from the 
executive committee would be around pressures whereas this committee would need to 
know if there had been any patient harm as a result of delays in pathways. This was 
supported by professor Bramble 
 
Mrs Fox suggested that incidents of patient harm could be added to the CCG assurance 
report cover sheet reporting on what the quality impact had been.  
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A general discussion was held around the CCG assurance report and it was agreed that 
Mrs Goulding would meet with Mr Thubron, Deputy Head of Contracting, Performance 
and Business Intelligence to agree the best way forward. 
Action: S Goulding/M Thubron  
 
 
2016/20 Cycle of Business - enclosure  
Mrs Sullivan presented the committee’s cycle of business and requested 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 
 
2016/21 Learning from incidents newsletter  
 
The quality safety and risk committee RECIEVED the newsletter for information.  
 
 
2016/22 Communication and Engagement Steering Group minutes, 6 November 
2015 
 
The quality safety and risk committee RECIEVED the report and NOTED the assurance 
provided. 
 
 
2016/23 South Tyneside Foundation Trust Quality Review Group minutes, 7 
October 2015 
 
The quality safety and risk committee RECIEVED the report and NOTED the assurance 
provided. 
 
 
2016/24 Notification of Additional Cancer Peer Review visit 2016 
 
The quality safety and risk committee RECIEVED the letter for information. 
 
 
ANY OTHER BUSINESS 
 
2016/25 
There was no other business discussed.  
 
 
2016/26 Date and time of next meeting 
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Tuesday 9 February 2016, 2pm - 5pm 
Joseph Swan Suite, Pemberton House  
 
 
 

Signed                                 
 
 
 
 
Date: 9 February 2016 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY MEETING  

 
29th March 2016 

Report Title: 
Minutes of the Quality, Safety and Risk 
Committee held on 9 February 2016   

Purpose of report 

The purpose of the report is to highlight the key points, risks and assurances the minutes from the 
Quality, Safety and Risk Committee (QSRC) held on the 9th February 2016. 

Key points, risks and assurances 
 

Patient and Public Involvement (PPP) Overview 
 

Key points 
A presentation was given to provide assurance to the committee on developments have been 
made to date in relation to PPI activities.  The presentation covered the following key areas:  
 

 An update on PPI activity since November 2015    

 What we had when Sunderland Clinical Commissioning Group  (SCCG) started 

 What we have now  

 What we are developing 

 Where the gaps are and plans for future action  
 

Key Risk: The main risk to effective engagement for SCCG is that of failing to successfully engage 
with our key stakeholders and Sunderland communities of interest. 
 
Mitigating action:  the CCG operational engagement sub-group with multi-agency representation 
to support a more joined-up approach across the city. 
 
Key Assurances 
The CCG has made significant developments in enhancing the range of involvement / engagement 
mechanisms available since its inception and many of the opportunities have evolved with the 
engagement of the public, patients, carers and communities of interest.   
 
Plans are in place to build upon developments to date and these are illustrated within the 
presentation. 
 
Specific current initiatives supporting effective engagement include:  

 Establishment of an operational Engagement Sub-group 

 Development of the patient group and locality group function 

 Healthnet – engaging with voluntary and community groups at grass roots level and 
constantly expanding My NHS membership. 
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Transforming Participation Action Plan Update 
 
Key Points  
Following the publication of the national document ‘Transforming Participation’ by NHS England, 
the CCG undertook an in-depth benchmarking exercise in Spring 2015 to review the CCG’s patient 
and public involvement activity and identify against the areas set out in the document. 
 
Following this a number of actions were identified to help the CCG improve and continue to 
develop its PPI agenda.    
 
The actions identified in the plan are listed under 3 key headings: 

1. Strategic engagement development 
2. Public participation – communities with influence and control 
3. Insight and feedback – understanding people’s experiences of care 

 
The action plan contains completed and part-completed activities for 2015 – 2016. As a live 
document activity is added as it is identified and some action will carry over into 2016 – 2017. The 
entire Plan will be refreshed for 2016 – 2017 and some activity listed in agenda item 5.1 ‘What are 
we developing’ will then be incorporated.  
 

Successful delivery of the plan rests upon the commitment from all partners and stakeholders to 
achieve the objectives and as such the CCG is actively engaging with engagement staff across 
Sunderland. 
 

Key risk: There is a risk that the CCG may not be meeting its statutory duties in relation to 
undertaking formal consultations as part of the commissioning function. 
 

Mitigating action: Training for key members of staff currently being arranged with the Consultation 
Institute (via NECS). Target date for completion is March 2016. 
 

Key assurances 
The CCG has an established communications and engagement steering group which meets on a 
monthly basis to review, amongst other things, progress against the plan and identify any areas to 
develop.  The membership of the group includes a number of key partners and stakeholders under 
the ‘all together Sunderland’ banner and enables the CCG to develop its PPI agenda in partnership 
across Sunderland. 
 

In addition, the CCG held its first meeting of the proposed operational engagement group (a 
proposed sub-group of the CESG) on 27 January 2016.  The meeting was well attended by a 
number of kay partners and stakeholders and some key actions were identified during the meeting.  
This included undertaking a review of existing groups to ensure there was no duplication in 
establishing the new operational group.  A further update will be brought back to the committee 
following this piece of work. 
 

Clinical Quality Assurance Visit Report Summary 
 

Spire Washington Hospital 
 

Key Points 
 

A written policy/procedure is available for staff to follow for transferring patients to Intensive 
Therapy Unit (ITU) at a local NHS Hospital if they are seriously ill post-operatively.  
 
Risk: Post-operative oxygen is not prescribed correctly as the policies outline. 
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Mitigating Action: Spire Washington Hospital has a policy for this and they will re audit the 
process in February 2016. 
 
Northern Doctors Urgent Care (NDUC)  
 

Houghton Urgent Care Centre (UCC):  
 

Key Points 
No signage for the UCC near the main entrance or above the entrance to the UCC and clinical 
rooms.  Friends and Family Test box and patient feedback forms displayed prominently on 
reception desk within UCC section of the building.  
 
NDUC to continue to try to recruit more GPs to fill the rota for cover at each UCC on each shift.  A 
taxi service can be provided to other UCCs if a patient needs to see a GP and there isn’t one on 
site. 
 

Washington (UCC) Urgent Care Centre 
 

Key Points 
 

Multiple service site so no patient call board in reception area to direct patients to clinical rooms, 
clinical staff come out to the reception area to call for their patient and escort them personally to 
their clinical room. 
 

Patients were being seen very quickly that afternoon – within 10 minutes of arrival at the UCC, but 
reported that the centre had been very busy the previous day.  
 

Signage above entrance to the UCC has not been updated to reflect new name and different 
provider.  
 
City Hospitals Sunderland NHS Foundation Trust (CHSFT) 
 

Urology D44/Outpatients/Day Unit 
 

Key points 

 Ward only recently moved to this area and so not yet settled 

 Very impressed by the Sister-in-charge  

 The facility appeared well run & co-ordinated and the staff were all friendly. All staff seemed 
to get on well and communication appeared good.  

 The Unit incorporated Out Patients (OP), Day case, Urology (cystoscopy, urodynamic) and 
lithotripsy all of which were specialist nurse led. This appeared to be modern services 
delivered in a modern and efficient way  

 All 3 patients spoken to stated that the food was poor. 
 

Quality Assurance and Monitoring Report in Relation to Care Homes in Sunderland 
 

Key Points 

 A new joint Clinical Quality Assessment Tool has been developed and is currently going 
through an approval process within Sunderland City Council led by the Head of Service for 
Integrated Commissioning, before consulting with providers and discuss the option of 
implementing a pilot. 
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 1 Home has been visited to offer support due to ongoing issues with the standard of care 
plans. 

 All homes have action plans in place to monitor progress within the home and are validated 
by either the Clinical Commissioning Group (CCG) or the Local Authority (LA) 

 There is currently one home with a voluntary suspension of placements. 

 1 Home had to evacuate all service users due to environmental risk and they continue to 
reside in an alternative home. Work from the provider is ongoing to make the environment 
safe for the service users to return. 

 1 Home is in the process of being sold to an identified alternative provider. No definite date 
for completion of the sale has been identified. No changes to service provision have 
occurred. 

 

Risk: Concerns in Care Homes as detailed in the report. 
 

Mitigating Actions:  

 Strategy meetings in place with the LA to address safeguarding issues.  

 Information sharing meetings between the LA and the Care Quality Commission (CQC) to 
discuss concerns in care homes.  

 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.  

 

Risk: Increase in the number of complaints and whistleblowing activity.  

 

Mitigating action: Increase in visits to services where complaints and whistleblowing has occurred 
to ensure the service is running effectively and safely.   
 
Assurance 

 The risks identified around the assurance of clinical care within Nursing Homes are detailed 
on the risk register. 

 Planned programme of unannounced audits using the Clinical Quality Assessment tool 
 
Quality Impact Assessment (QIA) Process  
 
Key point:  
A QIA process was already in place for commissioners to ensure providers had a robust process in 
place to consider the effect on quality of their cost improvement plans. 
 
Risk: 
The CCG was highlighted as having a risk that a similar process was not in place for the Quality, 
Innovation, Productivity and Prevention (QIPP) schemes.  
 
Mitigating Actions: 
A new process has been developed and introduced to ensure that the quality of care is not 
adversely affected by the implementation of individual QIPP schemes, by SCCG.  
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NHS Sunderland CCG Risk Register  
 
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.   The CCG has a service line 
agreement in place with the North of England Commissioning Support Service (NECS) to manage 
the registers on our behalf.   
 

Key assurances 
The risk management group held a workshop in December to undertake an in-depth review of all 
risks currently on the CCG’s register.  The session was attended by the directors and looked at the 
risks for relevancy and whether they reflected the current position of the CCG.  As a number of 
changes were made to the register, in particular to those risks were the risk had materialised and 
therefore were issues rather than risks.  These changes have been reflected in the closed risks 
report attached at appendix 4.   
 

In addition, 5 new risks were identified as a result of the workshop (references 1415, 1421, 1437, 
1467 and 1469) and these are included in the register attached at appendix 1.  
 

There were no risks overdue a review at the time of writing the report.  
 

SCCG Assurance Framework Update 
 

Risk:   CHSFT Four hour wait target at Urgent care, they achieved quarter one and quarter two for 
the first time in a number of years, but performance for quarter three failed the target with 
performance of 92.82%. The 2015/16 forecast outturn is expected to fail target with 93.46% against 
the 95% trajectory. 
 

Mitigating Actions:  Weekly surge meetings are now in place between the CCG, CHSFT and key 
partners, agreed key actions are agreed to improve system wide performance which is supported 
by additional winter monies. CHS also continue internally to embed the learning from the Perfect 
Week. 
 

Risk: Referral to treatment at CHSFT. The CCG remains above the national standard for 
incomplete pathways.  Despite short term issues in gastroenterology, performance is now 
improving due to the work carried out by South Tyneside Foundation Trust (STFT) on the backlog.   
Orthopaedics remains a significant pressure and remains a risk going into 2016/17 due to 
pressures in foot and ankle.  Respiratory Medicine also remains a concern due to consultant 
capacity. 
 

Mitigating Actions: Continued clinical and contractual discussions are taking place with key 
services such as Gastroenterology, Orthopaedics and Respiratory medicine to understand issues 
and actions being taken to address the performance risk.  Dedicated meeting in the process of 
being arranged with CHSFT as part of contract negotiations to understand capacity and demand 
for 2016/17 for these key specialties to understand collective actions that may need to take place. 
 

Risk: Cancer including two week wait (2WW) and 62 days, particularly Urology and Breast Care. 
 

Mitigating Actions: Continued improvements in performance for exhibited breast symptoms and 
cancer the CCG achieved all standards in November 15.  CCG commitment to support CHSFT 
service developments around Urology as part of contract negotiations such as one stop shops for 
urology.  Expected service to go live of May/June 16 for the one stop breast assessment service 
out of Grindon Lane.   
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Risk: North East Ambulance Service (NEAS) response times, particularly Red 1 Category A Calls 
continues to be a significant pressure across the patch and country and performance continues to 
deteriorate, particularly over the festive period. 
 

Mitigating Actions: Regional escalation of NEAS response times and implementation of a 
recovery plan to improve response times has taken place.  An extraordinary quality and 
performance meeting took place in December 2015 to understand the key issues affecting 
performance and actions that need to be taken to address performance issues.    
 

Risk: Healthcare Acquired Infections (HCAI) in both CHSFT and the community, particularly 
Clostridium Difficile (C Diff). 
 

Mitigating Actions: Increased clinical discussions around C. Diff in the community and hospital 
setting via the HCAI improvement group including implementation of recovery plans.  Issues 
identified with testing at Gateshead Health Foundation Trust (GHFT) have been identified and 
actions have been agreed to address this.  Root cause analysis is undertaken on all cases to 
identify cause and any lessons learnt. 
 

Assurances: 
 

 Continued improvements in Cancer performance: particularly around two week wait for 
breast symptoms and gastroenterology.  The CCG achieved all national standards for 
Cancer in November 2015. 

 Diagnostics: Has been removed from the as risk from report due to improvements in 
performance over the past three months.  The number of breaches continues to decrease 
and is now at a low level. 

 Monthly performance meetings in place with providers which are a formal sub-group of the 
contract review group which reviews provider performance and actions plans put in place to 
mitigate performance risk. 

 Monthly reports to Executive Committee and bi-monthly reports to Governing Body. 

 Monthly provider management meeting which provides a forum to escalate performance 
risks and issues with Providers. 

 
The minutes of the following meetings had been submitted to the committee for information:  
 
Joint SCCG/STCCG HCAI Improvement Group  
Pressure Ulcer Reduction Group  
Communications and Engagement Steering Group  
City Hospitals Sunderland Foundation Trust Quality Review Group  
North East Ambulance Service Foundation Trust Quality Review Group  
Northumberland Tyne and Wear Foundation Trust Quality Review Group 
Spire Washington Hospital Quality Review Group  
 

Recommendation/Action Required 

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

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

Report author 
Amanda Mcewan, Clinical Quality Manager/Sue 
Goulding, Head of Quality and Patient Safety  
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Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its 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:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

N/A 

Are the identified risks on the risk register?  

 
A&E performance 
C difficile 
Care home concerns 

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

N/A 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

No 

Has there been appropriate 
clinical engagement?  

Yes. Clinicians at QRG meetings 

Any current or expected 
impact on patient 
outcomes/experience? 

Yes 

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

Yes. Engagement with provider organisations, Sunderland City 
Council and NHS England  
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Quality Safety and Risk Committee  

Minutes of the meeting held on 9 February 2016  
Joseph Swan Suite, Pemberton House  

 
Present:  

Mrs Aileen Sullivan, SCCG Lay Member for Patient Public Involvement (Chair)  
Mrs Kathryn Bailey, Public Health Consultant (delegate for Gillian Gibson Director 
of Public Health) 
Dr Kerry Benton, SCCG GP Representative  
Dr Claire Bradford, SCCG Medical Director  
Dr Henry Choi, SCCG Clinical Effectiveness Lead (arrived at 14:30 left at 
16.10hrs) 
Ms Deborah Cornell, SCCG Head of Corporate Affairs  
Mrs Ann Fox, SCCG Director of Nursing Quality and Safety  
Dr Jackie Gillespie, SCCG Medicines Optimisation Elected GP (arrived at 14:30) 
Ms Sue Goulding, SCCG Head of Quality and Patient Safety 
Mrs Deanna Lagun, SCCG Head of Safeguarding  
Mrs Elizabeth Mallett (delegate for Dr Zahra Irannejad, SCCG Chief Pharmacist) 
Mrs Julie Whitehouse, SCCG Patient Experience Officer  

 
In Attendance 

Ms Caroline Latta, NECS Communications and Engagement Locality Manager (left 
at 15.15hrs) 
Mrs Amanda McEwan, NECS Clinical Quality Manager 
Mrs Eleanor Hardy, NHS SCCG PA (minutes) 

 
  
2016/27 Welcome and Introductions 
Mrs 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. Mrs Sullivan questioned was there any objections 
to the meeting being recorded. All present confirmed there were no objections.  
 
 
2016/28 Apologies for Absence 
 
Apologies received from:  
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Professor Mike Bramble, SCCG Secondary Care Clinician, CCG Governing Body 
Member  
Mr David Gallagher, SCCG Chief Officer  
Mrs Janet Farline, SCCG Clinical Quality Officer  
Dr Jackie Gillespie, SCCG Medicines Management Elected GP  
Dr Zahra Irannejad, SCCG Chief Pharmacist  
Mrs Carol Lancaster, SCCG Clinical Quality Officer  

 
Apologies noted from: 
 
Mr Scott Watson, SCCG Head of Contracting, Performance and Business 
Intelligence  
 

 
2016/29 Declarations of Interest 
 
There were no declarations of interest. Mrs 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. 
 
 
2016/30 Minutes of the previous meeting held on 12 January 2016 – enclosure  
 
Following an amendment to a typo on page 13 the minutes of the meeting held on 12 
January 2016 were confirmed as a true record of the meeting.  
 
 
2016/31 Matters arising  
 
Mrs Fox referred to page 13 of the minutes “South Tyneside Foundation Trust (STFT) 
CQC report” and updated the committee that she had met with the CQC hospital 
inspection manager in regards to the STFT improvement action plan and a formal 
arrangement had been agreed that this would be  managed together via the STFT 
quality review group.  
 
 
2016/32 Action Log – enclosure  
  
All actions were discussed and updated on the action log.  Actions 2, 7, 9, 19, 20 and 
22 were closed and would be removed from the action log.  
 
 
2016/33 Summary sheet – enclosure  
         
Mrs 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 
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(QSRC) held on 12 January 2016 and approval of the cover sheet prior to their 
submission to the governing body meeting on 23 February 2016. 
 
Mrs Goulding invited questions from the committee.  
 
Mrs Lagun requested that the wording on page 2, bullet point 4 of the summary sheet 
and page 4, paragraph 9 of the minutes of the meeting held on 12 January 2016 was 
amended to “operational arrangements” as both of these documents would be in the 
public domain.  
Action: S Goulding  
 
The quality safety and risk committee RECEIVED the summary sheet and minutes and 
APPROVED both for submission to the governing body meeting on 23 February 2016. 
 
 
PATIENT EXPERIENCE 
 
2016/34 PPI Highlight Report – enclosure 
 
Mrs Whitehouse presented the PPI highlight report to the committee and delivered a 
high level presentation.  The purpose of the report and presentation was to provide 
assurance to the committee on developments that had been made to date in relation to 

patient and public involvement (PPI) activities.  Presentation attached -

PPI Presentation

 
The presentation covered the following key areas:  
 
• An update on PPI activity since November 15    
• What we had when the CCG started? 
• What we have now  
• What we are developing 
• Where the gaps are and plans for future action  
 
Key Assurances 
The CCG had made significant developments in enhancing the range of involvement / 
engagement mechanisms available since its inception and many of the opportunities 
had evolved with the engagement of the public, patients, carers and communities of 
interest.   
 
Plans were in place to build upon developments to date and these were illustrated 
within the presentation. 
 
Specific current initiatives supporting effective engagement include:  
• establishment of an operational engagement sub-group 
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Mrs Cornell advised that the sub group had met on the 27 January 2016 and the 
meeting had been well attended with good representation from partners.  The view of 
the sub group had been that the sub group should be a strategic group rather than an 
operational group. There were a number of established engagement groups already in 
place and Mrs Whitehouse was looking at these groups to establish if these could be 
collated into one strategic group. Mrs Cornell advised she had also raised a question at 
the recent communications and engagement group as to whether the group should 
continue as it was or be split into two separate groups i.e. communications group and 
engagement group. Mrs Cornell would update on both of these issues at the next 
committee meeting on 8 March 2016. 
Action: Mrs Cornell  
 
• development of the patient group and locality group function 
• Healthnet – engaging with voluntary and community groups at grass roots level 

and constantly expanding My NHS membership. 
 
Key Risk 
The main risk to effective engagement for the CCG was that of failing to successfully 
engage with key stakeholders and Sunderland communities of interest. 
Mitigating action:  the CCG operational engagement sub-group with multi-agency 
representation to support a more joined-up approach across the city. 
 
Mrs Whitehouse invited questions from the committee.  
 
Mrs Sullivan questioned in regards to transforming participation, when the CCG were 
developing new contracts how did it assess that patients and the public were involved.  
Ms Latta advised that this would be put in at the planning stage of a project and a 
training package on aspects of patient and public involvement would soon be available 
for CCG staff working on projects to assist with this process. 
 
Mrs Fox referred to “more strategic use of patient opinion – contractual management of 
provider response to patient experience” and questioned what was meant by this. Mrs 
Whitehouse advised that one CCG had advised its providers that they had signed up to 
“Patient Opinion” and  had asked providers if they would help by also signing up to this 
so it could be looked at jointly then to include it as an enhanced section of patient 
experience within various quality monitoring.   Mrs Fox advised there had been nothing 
to signal that City Hopsitals Sunderland (CHS) was not responding to patient 
experience and that CHS had comprehensive patient experience groups internally. 
Summary detail of this would be received via the CHS quality review group. Mrs Fox’s 
view was that this would fit more in a stakeholder engagement group with CHS. A 
general discussion took place around different elements of this issue i.e. ensuring 
providers responded to patient experience and using the engagement element within 
provider contracts.  Ms Cornell advised the committee that she would be meeting with 
Mrs Goulding outside of this meeting to discuss this further with regard to all providers.   
Action: Ms Cornell and Mrs Goulding  
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The quality safety and risk committee RECEIVED the report and presentation for 
assurance purposes and NOTED the future planned improvements. 
 
 
2016/35 Transforming Participation Action Plan – enclosure  
 
Mrs Whitehouse presented the transforming participation action plan to the committee. 
The purpose of the report was to provide the committee with an update on progress 
made towards implementing the actions outlined in the transforming participation action 
plan. 
 
Mrs Whitehouse advised the committee that following the publication of the national 
document ‘Transforming Participation’ by NHS England, the CCG had undertaken an in-
depth benchmarking exercise in Spring 2015 to review the CCG’s patient and public 
involvement activity and identify against the areas set out in the document. 
 
Following this a number of actions had been identified to help the CCG improve and 
continue to develop its PPI agenda.   The actions identified in the plan are listed under 3 
key headings: 
 
1. Strategic engagement development 
2. Public participation – communities with influence and control 
3. Insight and feedback – understanding people’s experiences of care 
 
The action plan contained completed and part-completed activities for 2015 – 2016. As 
a live document activity was added as it was identified and some action would carry 
over into 2016 – 2017. The entire plan would be refreshed for 2016 – 2017 and some 
activity listed in agenda item 5.1 ‘What are we developing’ would then be incorporated.  
 
Successful delivery of the plan rested upon the commitment from all partners and 
stakeholders to achieve the objectives and as such the CCG was actively engaging with 
engagement staff across Sunderland. 
 
Key assurances 
The CCG had an established communications and engagement steering group which 
met on a monthly basis to review, amongst other things, progress against the plan and 
identify any areas to develop.  The membership of the group included a number of key 
partners and stakeholders under the ‘all together Sunderland’ banner and enabled the 
CCG to develop its PPI agenda in partnership across Sunderland. 
 
In addition, the CCG held its first meeting of the proposed operational engagement 
group (a proposed sub-group of the CESG) on 27 January 2016.  The meeting was well 
attended by a number of kay partners and stakeholders and some key actions were 
identified during the meeting.  This included undertaking a review of existing groups to 
ensure there was no duplication in establishing the new operational group.  A further 
update would be brought back to the committee following this piece of work. 
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Key risk 
There was a risk that the CCG may not be meeting its statutory duties in relation to 
undertaking formal consultations as part of the commissioning function. 
Mitigating action:  training for key members of staff currently being arranged with the 
Consultation Institute (via NECS). Target date for completion is March 2016. 
 
Mrs Whitehouse invited questions from the committee.  
 
Mrs Sullivan referred to action TP03.4 “establish contact with strategic clinical networks” 
and asked for clarification on why this action had been marked as completed.  Mrs 
Whitehouse advised she had met up with the person that oversaw this network and had 
agreed they would use each other’s contacts but acknowledged they would be doing 
very specific pieces of work that may not always feed into each other’s agenda. The 
action had been to establish a link with the strategic clinical network and any other work 
coming from this would be recorded as a separate action.  
 
Dr Bradford noted that there was some duplication of the numbering in regards to page 
3 of the action plan.  Ms Cornell advised she would amend this.  
 
Mrs Sullivan referred to action TP02.2 “council community connectors – develop as joint 
platform” and questioned how this was progressing.  Mrs Whitehouse advised that there 
was a wish to incorporate the community connectors with a broader piece of work and 
that that Gillian Gibson was discussing this with David Gallagher.  
Action: Mrs Whitehouse to follow this up and update at the next committee 
meeting on 8 March 2016 
 
Mrs Sullivan thanked Mesdames Whitehouse, Cornell and Latta for the significant 
progress that had been made over the last nine months in relation to PPI. 
 
The quality safety and risk committee RECEIVED the updated action plan and NOTED 
the assurance provided. 
 
 
2016/36 Engagement Sub Group   
Discussed under 2016/34 
 
.  
QUALITY IN COMMISSIONED SERVICES  
 
2016/37 CQUIN Development   
 
Mrs Goulding advised there was no further progress to report as guidance was still 
awaited.  
 
 
2016/38 Clinical Quality Assurance Visit Report and action log – enclosure  
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Mrs McEwan presented the clinical quality assurance visit report to the committee. The 
purpose of the report was to highlight the key findings and any recommendations made, 
following the clinical quality assurance visits to: Spire Washington Hospital on 16 
November 2015, the Urgent Care Centres at Houghton and Washington run by 
Northern Doctors Urgent Care (NDUC) on 13 November 2015.and City Hospital 
Sunderland on 24 November 2015. 
 
Spire Washington Hospital 
 
Key Points 
Clean and bright, quiet environment and helpful and friendly reception staff.   All staff 
spoken to had been very welcoming and helpful.  Lots of clinical services provided 
within a relatively small area but all clinical rooms were well signposted.  In one of the 
patient waiting areas noticeboard showed “you said, we did” type of information – 
showed good patient involvement. 
 
A written policy/procedure was available for staff to follow for transferring patients to ITU 
at a local NHS Hospital if they were seriously ill post-operatively.  
 
Risk: Post-operative oxygen was not prescribed correctly as the policies outline. 
Mitigating Action: The Spire Washington had a policy for this and they would re audit 
the process in February 2016. 
 
Houghton Urgent Care Centre (UCC) 
 
Key Points 
Very large modern building.  Bright, airy and clean.  No signage for the UCC near the 
main entrance or above the entrance to the UCC and clinical rooms.  Friends and 
Family Test box and patient feedback forms displayed prominently on reception desk 
within UCC section of the building. NDUC to continue to try to recruit more GPs to fill 
the rota for cover at each UCC on each shift.  
 
Washington (UCC) Urgent Care Centre 
 
Key Points 
Large modern building; bright and airy and clean and tidy.  Sizeable bright waiting area 
with large reception. 
 
Good separate section of waiting area for children including parent seating and cartoons 
playing on TV.  Observed 2 receptionists at reception desk completing a handover for 
shift change. 
 
Waiting area very quiet, only 2 patients waiting.  Patients called, seen and treated very 
quickly.  Multiple service site so no patient call board in reception area to direct patients 
to clinical rooms, clinical staff come out to the reception area to call for their patient and 
escort them personally to their clinical room. 
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Patients were being seen very quickly that afternoon – within 10 minutes of arrival at the 
UCC, but reported that the centre had been very busy the previous day.  
 
Risk: None identified 
 
Future actions planned by provider to ensure improvement 
 
• Staff agreed to contact Propco re having the signage changed 
• Staff were planning to arrange for google search to provide correct opening times 

for UCCs 
• Staff were going to consider how patients could be given information on how to 

complain to take away with them  
 
City Hospitals Sunderland NHS Foundation Trust (CHSFT) 
 
Urology D44/Outpatients/Day Unit 
 
Key points 
• Appeared very clean, busy, with no unpleasant smells. Bright environment 

 not overly noisy, an air of calm 
• Ward only recently moved to this area and so not yet settled 
• Very impressed by the Sister-in-charge  
• The facility appeared well run & co-ordinated and the staff were all friendly. All 

staff seemed to get on well and communication appeared good.  
• The Unit incorporated Out Patients (OP), Day case, Urology (cystoscopy, 

urodynamic) and lithotripsy all of which were specialist nurse led. This appeared 
to be modern services delivered in a modern and efficient way  

• All 3 patients spoken to stated that the food was poor.  CHS was undertaking a 
piece of work to improve this  

 
Risk: None identified 
 
In regards to the action log, Mrs McEwan advised that some visits had resulted in no 
actions to take place and there were some visits still to be added.  
 
Mrs McEwan invited questions from the committee.  
 
 
Mrs Sullivan questioned if the visits to each provider were proportionate to the number 
of “patient activity” they carried out?  Mrs Goulding advised that a joint conversation was 
planned with herself, Mrs Fox and the Director of Nursing to establish how to take this 
forward for CHS.  There was currently 4 CCG led visits to CHS and this principle would 
be used for other providers. CHS also had non-executive visits in place and the CCG 
was waiting to see if it would be invited to these. This would then inform how to 
progress with other providers 
Action: Mrs Goulding 
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Dr Bradford referred to the visit to Houghton urgent care centre and questioned was 
there a script for receptionists assessing patients and was it appropriate relying on 
receptionists to do this. Dr Benton advised that receptionists would flag up any concerns 
but were not employed in the role of triaging.  Mrs Fox advised that receptionists would 
take the patients personal details then triage would happen very quickly – usually within 
15 minutes.  Dr Bradford noted that the report was confusing as it read that the 
receptionists were providing a clinical service. Mrs Fox advised this would be picked up 
as a key line of enquiry at the next urgent care centre visit. 
Action: Mrs McEwan    
 
The quality safety and risk committee RECEIVED the report and NOTED the assurance 
provided  
 
 
2016/39 Quality in Care Homes Report- enclosure  
 
Mrs McEwan presented the quality in care homes report to the committee. The purpose 
of the report was to provide an overview of recent concerns in care homes in 
Sunderland, and the results of the clinical quality assessment audits. 
 
Key Points 
• A new joint Clinical Quality Assessment Tool had been developed and was 

currently going through an approval process within Sunderland City Council led 
by the Head of Service for Integrated Commissioning, before consulting with 
providers and discussing the option of implementing a pilot. 

• 1 Home had been visited to offer support due to ongoing issues with the standard 
of care plans. 

• All homes had action plans in place to monitor progress within the home and 
were validated by either the Clinical Commissioning Group (CCG) or the Local 
Authority (LA) 

• There was currently one home with a voluntary suspension of placements. 
• 1 Home had to evacuate all service users due to environmental risk and they 

continued to reside in an alternative home. Work from the provider was ongoing 
to make the environment safe for the service users to return. 

• 1 Home was in the process of being sold to an identified alternative provider. No 
definite date for completion of the sale had been identified. No changes to 
service provision had occurred. 

 
Risk 
• Concerns in care homes as detailed in the report. 
 
Mitigating Actions 
 
• Strategy meetings in place with the LA to address safeguarding issues.  
• Information sharing meetings between the LA and the Care Quality Commission 

(CQC) to discuss concerns in care homes.  
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• 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.  

 
Risk 
• Increase in the number of complaints and whistleblowing activity.  
 
Mitigating action 
• Increase in visits to services where complaints and whistleblowing has occurred 

to ensure the service is running effectively.   
 
Assurance 
• The risks identified around the assurance of clinical care within Nursing Homes 

were detailed on the risk register. 
• Planned programme of unannounced audits using the Clinical Quality 

Assessment tool 
 
Mrs McEwan invited questions from the committee.  
 
Mrs Fox advised that the revised joint clinical quality assessment tool would be 
circulated to the committee for comments then a representative from Sunderland 
council would be invited to the committee in March/April 2016 to present the joint tool.  
Action: Mrs Goulding  
 
Mrs Sullivan questioned if there were more safeguarding alerts from care homes 
coming through the system.  Mrs Lagun advised that there were and this was because 
of the safeguarding training given to care home staff. 
 
In regards to the quality in care home report produced by CCG clinical quality officer, 
Mrs Fox advised she had met with Ian Holliday in his role of SCCG joint commissioner 
and had discussed that the CCG would like additional information from Sunderland 
council to be included in the report and what may need to be included in the section 75 
agreement for that arrangement.  The CCG was sighted on what the quality issues were 
in some of the care homes via the audits and learning from the care home project work.  
This information from Sunderland council could offer a truly integrated report.  This had 
been discussed at the recent integration board and it had been agreed there was an 
opportunity to work in a much smarter way in the future.  Mrs Fox advised the 
committee that this was in the very early stages of discussion.  
 
The quality safety and risk committee RECEIVED the report and NOTED the progress 
made and assurance provided  
 
 
2016/40 Quality Impact Assessment Process   
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Mrs Goulding presented the quality impact assessment process report to the committee. 
The purpose of the report was to describe the rationale for and the development and 
implementation of a Quality Impact Assessment (QIA) process within the CCG, to the 
committee. 
 
Key points:  
 
A QIA process was already in place for commissioners to ensure providers had a robust 
process in place to consider the effect on quality of their cost improvement plans. 
 
Risk: 
The CCG was highlighted as having a risk that a similar process was not in place for the 
Quality, Innovation, Productivity and Prevention (QIPP) schemes.  
 
Mitigating Actions: 
A new process had been developed and introduced to ensure that the quality of care 
was not adversely affected by the implementation of individual QIPP schemes, by the 
CCG 
 
The quality safety and risk committee RECEIVED the report and APPROVED the 
process being undertaken  
 
 
 
GOVERNANCE 
 
2016/41 SCCG Risk Register Update – enclosures 
 
Ms Cornell presented the CCG risk register update to the committee.  The purpose of 
the report was to provide the committee with the latest update of the CCG risk register. 
The appendices attached to the report showed the risk register as at 27 January 2016.   
 
Ms Cornell advised the committee that the CCG was committed to ensure that risk 
management was part of its overall management approach that supported the 
organisation in achieving its objectives.   The CCG had a service line agreement in 
place with the North of England Commissioning Support Service (NECS) to manage the 
registers on its behalf.   
 
Key assurances 
 
The risk management group held a workshop in December to undertake an in-depth 
review of all risks currently on the CCG’s register.  The session was attended by the 
directors and looked at the risks for relevancy and whether they reflected the current 
position of the CCG.  As a result a number of changes were made to the register, in 
particular to those risks where the risk had materialised and therefore were issues 
rather than risks.  These changes had been reflected in appendix 4 of the report - 
closed risks report. 
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In addition, 5 new risks were identified as a result of the workshop (references 1415, 
1421, 1437, 1467 and 1469) and these were included in the register attached at 
appendix 1.of the report. 
 
The appendices below showed the CCG risk register as at 27 January 2016 
 
• Appendix 1 – the CCG’s corporate risk register 
• Appendix 2 – summary of movement in the key corporate risks  
• Appendix 3 – risk dashboard and distribution matrix 
• Appendix 4 – closed risks report     
 
There were no risks overdue a review at the time of writing this report. 
 
Ms Cornell invited questions form the committee.  
 
Mrs Sullivan referred to risk C02 on the corporate risk register “maintain financial control 
and performance targets” and questioned why this risk was rated so high.  
Action: Ms Cornell to clarify 
 
Mrs Sullivan referred to appendix 3 risk dashboard and distribution matrix and noted 
there was an increase regarding effectiveness of controls.  Ms Cornell advised this was 
because of the significant work carried out following the risk workshop in December 
2015. 
 
The quality safety and risk committee RECEIVED the report and supporting appendices 
for assurance purposes and APPROVED the risks identified for closure in appendix 4. 
 
 
2016/42 Monthly CCG Assurance Exception Report – enclosure  
 
Mrs Sullivan advised the committee that Mr Watson had submitted apologies for this 
meeting therefore there was no one available to present this item to the committee.  If 
there were any questions raised these would be forwarded to Mr Watson for a 
response.  Mrs Fox advised she may be able to respond to any questions around the 
quality impact of performance as the report had been reviewed by the executive 
committee and governing body. 
 
The purpose of the report was to provide the committee with an exception report 
detailing the current under-performing measures which were part of the CCG assurance 
framework and provide assurance of the actions being taken where necessary.   
 
Key Points:  
Diagnostics had been removed from the report due to improvements in performance 
over the past three months.  The numbers of breaches continued to decrease and were 
now at a low level. 
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Referral to treatment performance for the CCG remained above the national standard 
for incomplete pathways.  Despite short term issues in gastroenterology, performance 
was now improving due to the work carried out by South Tyneside Foundation Trust 
(STFT) on the backlog.   Orthopaedics remained a significant pressure and remained a 
risk going into 2016/17 due to pressures in foot and ankle.  Respiratory medicine also 
remained a concern due to consultant capacity. 
 
Accident and Emergency four hour wait performance at City Hospitals Sunderland NHS 
Foundation Trust (CHS NHSFT) achieved quarter one and quarter two for the first time 
in a number of years but performance for quarter three failed target with performance of 
92.82%. The 2015/16 forecast outturn was expected to fail target with 93.46% against 
the 95% trajectory. 
 
Continued improvements in cancer performance particularly around two week wait for 
breast symptoms and gastroenterology.  The CCG achieved all national standards for 
cancer in November 2015. 
 
HCAI performance had improved in October and November 2015. 
 
Ambulance response times continued to be a significant pressure across the patch and 
country and performance continued to deteriorate, particularly over the festive period. 
 
Risk:  Accident and Emergency four hour waits at CHS NHSFT due to quarter three 
and the year to date performance deteriorating.   
 
Mitigating Actions: Despite CHS NHSFT achieving the four hour wait target for 
quarters one and two performance had deteriorated resulting in quarter three below 
target and outturn expected to fail the 4 Hour 955 target.  Weekly surge meetings were 
now in place between the CCG, CHS and key partners which would agree key actions 
needed to improve system wide performance which was supported by additional winter 
monies.  The weekly surge group continued to work on the improvement of flow 
throughout the system.  CHS also continued internally to embed the learning from the 
Perfect Week. 
 
Risk: Referral to treatment at CHS NHSFT, particularly orthopaedics and respiratory 
medicine. 
 
Mitigating Actions: Continued clinical and contractual discussions were taking place 
with key services such as gastroenterology, orthopaedics and respiratory medicine to 
understand issues and actions being taken to address the performance risk.  A 
dedicated meeting was in the process of being arranged with CHS NHSFT as part of 
contract negotiations to understand capacity and demand for 2016/17 for these key 
specialties to understand collective actions that may need to take place. 
 
Risk: Cancer including two week wait (2WW) and 62 days, particularly urology and 
breast 
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Mitigating Actions: Continued improvements in performance for exhibited breast 
symptoms and cancer - the CCG achieved all standards in November 15.  CCG 
commitment to support CHS service developments around Urology as part of contract 
negotiations such as one stop shops for urology.  Expected service to go live of 
May/June 16 for the one stop breast assessment service out of Grindon Lane.   
 
Risk: Ambulance response calls, particularly Red 1 Category A Calls  
 
Mitigating Actions: Regional escalation of NEAS response times and implementation of 
a recovery plan to improve response times at NEAS.  An extraordinary quality and 
performance meeting took place in December 15 to understand the key issues affecting 
performance and actions that needed to be taken to address performance issues.    
 
Risk: Healthcare acquired infections in both CHS NHSFT and the community, 
particularly C. difficile. 
 
Mitigating Actions: Increased clinical discussions around C. difficile in the community 
and hospital setting via the HCAI improvement group including implementation of 
recovery plans.  Issues identified with testing at Gateshead NHS Foundation Trust (GH 
NHSFT) had been identified and actions had been agreed to address this.  Root cause 
analysis undertaken on all cases to identify cause and any lessons learnt. 
 
Assurances:  
Monthly performance meetings in place with providers which are a formal sub-group of 
the contract review group which reviews provider performance and actions plans put in 
place to mitigate performance risk. 
 
Monthly reports to executive committee and bi-monthly reports to governing body. 
 
Monthly provider management meeting which provides a forum to escalate performance 
risks and issues with providers. 
 
Mrs Sullivan referred to page I of the report in regards to A& E actions and the perfect 
week and questioned whether CHS had involved patients and public in improving A&E 
performance. Mrs Fox advised this had been raised at the CHS quality review group 
and the response received had been that CHS were looking into this.  Mrs Fox advised 
in terms of engagement she would not expect CHS to do this by default as CHS was a 
key partner of the urgent care board.   In regards to the pipeline, quite a significant 
amount of work had been carried out in 2015 through the urgent care board and 
Sunderland health forum on how to get the public to use the urgent and emergency care 
system effectively.  Regarding performance, the graph within the report indicated that 
the CCG composite performance was on target to hit the end of year trajectory but CHS 
was expected to fail the end of year trajectory. The performance shown was purely A&E 
and Pallion and did not yet include the other urgent care centres; other hospitals in the 
region did include all of the urgent care centres. Overall, CHS was performing much 
better than the previous year and had managed the surge effectively which had kept 
CHS NEEP levels consistently low but CHS had taken diverts from other hospitals in the 
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region and this would had impacted on its performance.   Mrs Fox advised that the 
urgent and emergency vanguard work would enable the whole of the urgent and 
emergency care system to work effectively across the patch.  
 
Ms Cornell advised that the communications and engagement steering group had 
discussed planning a mini kaizen event in June 2016 around the urgent care campaign 
for this year.  The campaign would be much wider than in previous years and would 
include NDUC and from a patient’s perspective why they were presenting at A&E in the 
first instance and the campaign would be developed from this aspect.  
 
Mrs Sullivan questioned whether there was an action plan in place in regards to 
orthopaedics performance. Dr Bradford advised that there was and that the CCG was 
working closely with CHS to understand the issues and actions being taken to address 
the performance risk. Mrs Fox asked the committee to be mindful that the CCG would 
be working collaboratively with Sunderland and South Tyneside as part of the 
sustainable transformation plan which may help to improve some of the current position. 
 
The quality safety and risk committee RECEIVED the report and NOTED the current 
position for each under-performing indicator and the actions being taken to address the 
performance issues 
 
 
2016/43 Cycle of Business - enclosure  
Mrs Sullivan presented the committee’s cycle of business and requested 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.  Mrs Sullivan confirmed that the clinical 
quality assurance visit report action plan would be quarterly on the cycle of business.  
 
 
ITEMS FOR INFORMATION 
 
2016/44 Joint SCCG/STCCG HCAI Improvement Group .minutes, 11 November 
2015 – enclosure  
 
The quality safety and risk committee RECIEVED the report and NOTED the assurance 
provided. 
 
 
2016/45 Pressure Ulcer Reduction group minutes, 15 September 2015 – enclosure  
 
The quality safety and risk committee RECIEVED the report and NOTED the assurance 
provided. 
 
 
2016/46 City Hospitals Sunderland Foundation Trust Quality Review Group 
minutes, 20 November 2015 – enclosure  
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The quality safety and risk committee RECIEVED the report and NOTED the assurance 
provided. 
 
 
2016/47 North East Ambulance Service Foundation Trust Quality Review Group 
minutes, 9 November 2015 
 
The quality safety and risk committee RECIEVED the report and NOTED the assurance 
provided. 
 
 
2016/48 Northumberland Tyne and Wear Foundation Trust Quality Review Group 
minutes, 26 November 2015 
 
The quality safety and risk committee RECIEVED the report and NOTED the assurance 
provided. 
 
 
2016/49 North East and Cumbria Quality Surveillance Group meeting, 14 January 
2016 – verbal update  
 
 
2016/50 Communication and Engagement Steering group minutes, 4 December 
2015 
 
The quality safety and risk committee RECIEVED the report and NOTED the assurance 
provided. 
 
 
2016/51 Spire Hospital Washington Quality Review Group minutes, 19 October 
2015 
 
The quality safety and risk committee RECIEVED the report and NOTED the assurance 
provided. 
 
 
 
ANY OTHER BUSINESS 
 
 
2016/52 Quality Surveillance Group update  
 
Mrs Fox advised that although the North East and Cumbria (NE&C) QSG meeting on 14 
January 2016 had been cancelled, there had been an item on the agenda regarding 
arranging escalation arrangements for NEAS.  At the NEAS quality review group it had 
been discussed that although there had been a number of extraordinary quality and 
contract meetings held it was still not clear on the trajectory for improvement in terms of 
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performance. Mrs Fox had been tasked as an attendee of the NE&C QSG to 
recommend that the NEAS QRG did not want to continue to have extraordinary 
meetings.  Because the NE&C QSG meeting had been cancelled, this had been 
discussed at the Durham and Tees QSG and it had been agreed that before any 
escalation to tripartite meetings with NEAS, Monitor, NHS England and the CCGs, a 
quality risk profile would be produced and a significant amount of benchmarking would 
be undertaken with other ambulance trusts by NECS on behalf of all organisations for 
NEAS then a view would be taken what the escalation process would be.  
 
 
2016/53 Mazars update regarding Southern Health  
 
Mrs Sullivan advised the committee that Mazars had offered to deliver a presentation on 
Southern Health at a future quality safety and risk committee and asked committee 
members for their views around this.  Mrs Fox said this would be really helpful but the 
timing would need to be considered.  Southern Health would be on the agenda of all the 
CCGs provider quality review groups; once all responses were known Mazars would 
then be invited to a future quality safety and risk committee to deliver their presentation.  
Action: Mrs Goulding to facilitate the event 
 
 
2016/53 Date and time of next meeting 
 
Tuesday 8 March 2016, 2pm - 5pm 
Joseph Swan Suite, Pemberton House  
 
 
 
 
 
Signed  
 
 
 
 
Date:  
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
29 MARCH 2016 

Report Title: 

 
Medicines optimisation quarterly report and 
update on shared care. 

 

Purpose of report 

 
To provide the governing body with an update and assurance on quality and risk associated with 
medicines optimisation in Sunderland CCG and a detailed update on progress made with shared 
care. 

Key points, risks and assurances 

 

Key Points 
 

Patient safety update 
Medicines incident reports from general practice via SIRMS  
From April 2015 to January 2016, there have been 121 incidents from 33 practices 

10 incidents were assessed by the reporter as causing minor harm and 4 incidents were graded as 

causing moderate harm. Themes and key findings are fed back to practices in the medicines 

optimisation newsletter “Learning from reporting”. 

Controlled drugs prescribing 

SCCG received the first regular quarterly controlled drugs prescribing report from the NHS England 

accountable officer. Areas of prescribing where SCCG prescribing is higher than other CCGs as 

well as any increasing trends within the CCG are highlighted. The medicines optimisation team are 

investigating the areas of concern and they will be followed up by the SCCG medical director if 

necessary. The findings will also be shared with the NHSE accountable officer. 

 

Quality update 

Antimicrobial prescribing 

The SCCG MO team continue to monitor antimicrobial prescribing and provide reports to the HCAI 

committee and to practices. Cephalosporin prescribing remains high compared to neighbouring 
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CCGs. For the year to date, SCCG is achieving the Quality Premium Antibiotic prescribing 

indicators. The MO team have provided practices with “non-prescription” forms and posters to 

support good antimicrobial stewardship. 

 

Access to medicines 

Following approval of the SCCG policy for patient group directions (PGDs) for use in general 

practice, a number of priority PGDs have been produced or are in-process. 

 

Medicines optimisation reviews 

For the year to date, 32 interventions resulting from the reviews have been evaluated by the 

provider medicines optimisation team, (Pharmicus), as likely to have supported avoidance of 

hospital admissions. 

 

Update on shared care medicines 

For the majority of amber drugs, there is no current shared care agreement in place. There are four 

current shared care agreements for drugs initiated by NTW, but none for drugs initiated by CHS. 

Risks 

As a result of there being no current shared care guidelines in place for the majority of amber 

drugs there is a risk that patients do not receive safe and effective care and/or may not be able 

to access the treatment they require in a timely fashion and this may harm their health. 

Mitigating action 

 The MO team have mapped the shared care guidelines that are in use in Sunderland. 

 CHS clinicians are engaged with the shared care process and are keen to update the 

guidelines. 

 Within SCCG there is currently no process in place for assessing or managing the 

movement of workload from secondary care into primary care and the MO team are working 

to identify how these issues can be addressed.  The team are also scoping the monitoring 

required in primary care for all shared care agreements to inform discussions. 

 

Recommendation/Action Required 

The governing body are asked to:  

 Receive the contents of this report and note both progress and on-going concerns 

 Note appropriate action is being taken to address on-going concerns 
 
 

Sponsor/approving director   Dr Claire Bradford – Medical Director  

Report authors 
Elizabeth Mallett & Juliet Fletcher – Medicines 
optimisation pharmacists 

Governance and Assurance 
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Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its 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:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

N/A 

Are the identified risks on the risk register?  

 
1386 - Lack of engagement of CHS with Joint Formulary Development  
1333 - Potential overspend on the prescribing budget  
 
Mitigating actions outlined in key points. 

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

N/A 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
There is short term additional resource within the SCCG MO 
team to support formulary and guideline development. 

Has there been appropriate 
clinical engagement?  

Yes-GP prescribing lead, SCCG clinical leads and CHS 
clinicians are involved with formulary and guideline 
development. 
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Any current or expected 
impact on patient 
outcomes/experience? 
 

 Formulary and guideline development and implementation 
will improve patient safety, access to medicines and cost-
effectiveness of treatment, releasing resource into the 
whole health economy.  

 Establishing and updating shared care guidelines will 
improve patient safety and ensure that the patient 
experience is improved.   

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

 There has been significant time invested in engaging CHS 
pharmacy and clinicians with the joint formulary process. 

 Other stakeholders are kept informed of the progress with 
the joint formulary via the SCCG medicines optimization 
committee which has representatives from STFT 
community services, NTW, the LMC and LPC. 

 There has been public engagement around strategies to 
improve antimicrobial stewardship and to reduce medicines 
waste. 
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Introduction 

This report provides an update and assurance on quality and risk associated with 

medicines optimisation in Sunderland CCG, with a focus on quality and patient 

safety.   

A report on the current state and issues associated with shared care of medicines is 

included in section 5. 

1. Report on medicines optimisation risks included on the corporate risk register  

1.1 Risks that have been removed or closed since last update. 
 

Since the last update in December 2015, three of the medicines optimisation risks have been 
removed from the register. The rationale for each removal is included in the table below. 
 

Risk number Risk Reason for removal/closure 

959 Potential for shortfall in performance 
by practice medicines optimisation 
support provider 

Closed. Provider (Pharmicus) has 
achieved in-year QIPP savings targets. 
Medicines optimisation reviews are on-
going in most practices. 
Improvements in reports by provider now 
allow adequate contract monitoring. 
Also reported monthly at MO QIPP task 
and finish group and quarterly at SCCG 
executive meeting. 

657 Inadequate monitoring of controlled 
drugs 

Removal agreed at 17th December risk 
management meeting, as the 
accountable officer for NHSE has overall 
responsibility for this, rather than SCCG. 
In addition NECS medicines optimisation 
team now produce quarterly CD 
monitoring reports that are shared with 
the SCCG MO team for further 
investigation and follow up. 

1432 Lack of extant policy within SCCG 
for authorizing PGDs for use in 
general practice 

Closed - policy approved at November 
2015 Executive committee meeting.  

 
 
1.2. Risk 1386 - Lack of engagement of City Hospitals Sunderland (CHS) with joint 
formulary development 
The primary purpose of a joint formulary across primary and secondary care is to improve 

patient safety, as all prescribers become more familiar with a limited number of medicines and 

get to know doses, interactions and side effects. It also increases easy and prompt access to 
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medicines as all pharmacies – in primary and secondary care - will hold stocks of formulary 

medicines as they will be the most commonly used. 

The 2015-16 incentive scheme with CHS for joint formulary development and implementation 

has been updated and agreed.  

A proposal to include continued engagement with the development and implementation of the 

joint formulary in the CHS 2016-7 contract is also being negotiated. 

The CHS director of operations has continued to support the SCCG MO team with development 

of formulary chapters, signposting to the appropriate clinicians. The CHS formulary pharmacist 

is also engaged with the process. 

It was not possible to present initial chapters to the January joint formulary meeting for approval 

as planned as it took time to identify GPs to review them. However, six chapters are now in the 

final draft stage. Three have also been reviewed and approved by GP reviewers; and three are 

under GP review. The aim is to take all six chapters to the Joint Formulary Committee at the 

end of March for ratification. The process for formulary chapter development is shown in 

Appendix 1. 

In February, the CHS chief pharmacist raised objections about the fundamental principles for 

having the formulary, the formulary chapter development process and implementation of the 

formulary. The reasons for this are not clear. He has been invited to discuss this further with the 

SCCG medical director and/or SCCG GP prescribing lead and the SCCG medical director will 

work with the CHS director of operations to explore a resolution. 

CHS chief pharmacist raised concerns about implementation of the Joint Formulary with the 

SCCG MO team.  

1.2 Risk 1333 – Potential overspend on prescribing budget 

The forecast outturn as at December 2015 is that SCCG will underspend by 0.84% by the end 

of this financial year.  

The medicines optimisation strategy includes measures to promote and improve cost-effective 

prescribing. Full details on financial risk are reported monthly to the medicines optimisation task 

and finish group and to the CCG executive committee quarterly.  

 

2. Patient Safety 

2.1 Medicines incident reports from general practice via SIRMS 

GP practices have been asked to report any patient safety incidents or near-misses on SIRMS. 

 

2.1.1 Number of reports to date 
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From April 2015 to January 2106, there have been 121 medicines related incidents reported 

through SIRMS, an increase of 62 on the previous update report.  

As demonstrated in figure 1, reporting is rising with a significant increase in January of 133% on 

the previous month. 

 

Reports have been made by 33 practices, an increase of 13 on the previous report. However, 

about one third of practices still have not reported any medicine related incidents continuing to 

suggest potential under-reporting.  

Figure 1: Total number of medication incidents reported in SCCG in 2015-6 
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The number of reports on SIRMS per 1000 list size for each practice that has reported in 2015-6 

is shown in Figure 2 below. 

Figure 2 – SIRMS medicines incident reports per 1000 list size from SCCG practices 

2015-16 
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Analysis of incidents reported by general practices (Figure 3) highlights that reporting of 

medication incidents occurring within practices is increasing.   

Nearly half of all medication incidents reported were related to community pharmacy. 

 

Figure 3 – Medication incidents by provider 2015-16 
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2.1.2 Medicines related incidents made since last report (November 2015 to January 

2016) 

 

Figure 4: Potential/actual harm to the patient: 
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The majority of incidents were reported as causing no harm to patients. 

There were 10 incidents that were assessed by the reporter as causing minor harm and 4 

incidents were graded as causing moderate harm. 

 

Minor harm incidents included; 

 A patient who did not receive bumetanide for over a week - resulted in swelling of legs  

 A patient with faecal impaction had been prescribed loperamide (which can cause 

constipation) since 2009 

 

Incidents that were graded as causing moderate harm involved; 

 A patient who attended a diabetic clinic appointment in July - insulin dose was increased, 

two medications were stopped and one started. GP practice did not receive letter until 

September and therefore the changes to the medicines were not made until then.  

 A patient prescribed warfarin who consistently failed to attend INR monitoring clinical at 

Sunderland Royal Hospital despite being contacted by GP practice. The patient was 

discharged by the monitoring service and warfarin therapy stopped.  

 

These incidents highlight that the grading of harm is subjective and the person reporting may be 

identifying actual or potential harm – the grading in the report cannot be fully relied on. 

  

Figure 5: Medication incidents reported by type 
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The most frequently reported type of medication incident is ‘wrong drug’ and then ‘wrong dose’. 

The next most frequent type of incident is duplication of dose/not stopping dose and then 

communication issues.  

 

2.1.3 Themes 

 Duplication of vaccines  

On three occasions, vaccinations (influenza, shingles and pneumococcal) have been 

administered twice. All three incidents involved elderly patients with possible memory 

issues.  

Prior to the second administration; patients were asked by staff if they had received the 

vaccination and the patient notes were not checked.  

Information about these incidents will be included in the next “learning from incidents” MO 

newsletter, with a recommendation to check patient notes before administering a vaccine. 

 

 Medicines reconciliation 

Incidents are still being reported involving the reconciliation process whereby prescribers 

are failing to remove the current drug or dose of drug from the repeat medication list when 

initiating a new drug or changing dose – resulting in the patient getting both. 

 

 

2.1.4 Actions taken by the medicines optimisation team 

 

 The quarterly newsletter dedicated to learning from incidents, sharing themes, learning and 

any actions required will highlight the issues reported here. 

 

 The new CHS contract is to stipulate that discharge medication information meets standards 

set by NICE. 

 

 The MO team are running a practice medicines optimisation champion scheme, up-skilling a 

nominated member of the practice team in 14 practices. All champions were asked to 

register on the SIRMS reporting system and report medicines incidents or issues and also to 

promote reporting by other staff in the practice 

 

 

2.2 Controlled drugs prescribing within SCCG practices 

 

NECS medicines optimisation team prepare quarterly controlled drugs prescribing reports for 

the NHS England accountable officer, which benchmark CCG prescribing within Cumbria and 

the north east. The report also shows prescribing trends within the CCG. 
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The report identifies areas of prescribing that require further investigation and asks the CCG to 

provide a response to these.  

SCCG received the first report in November 2015, including data to the end of September 2015. 

The key findings are outlined below. 

 

Compared to other CCGs in the area team: 

 SCCG practices have relatively low weighted prescribing rates of Schedule 2 Controlled 

Drugs e.g. morphine, oxycodone, fentanyl, hydromorphone. 

 SCCG practices have high weighted prescribing rates of Schedule 3 Controlled Drugs e.g. 

tramadol, temazepam and of all benzodiazepines (Schedules 3 and 4) 

 

The report highlighted the following trends in prescribing over the last 2 years for SCCG 

practices: 

 Prescribing of oxycodone, including injections has increased significantly. 

 Prescribing of alfentanil has increased significantly. 

 Prescribing of dexamfetamine has increased significantly. 

 

Practices with high prescribing rates have been identified and the practice medicines 

optimisation support team (Pharmicus) are identifying the rationale for the outlying position. The 

results of this will be shared with SCCG medical director to decide if further action is required.  

The community services palliative care team have also been consulted and their use of 

controlled drugs has been discussed. During the last 12 months, the palliative care team have 

promoted the appropriate use of alfentanil in patients with renal impairment. 

 

The reason for the growth in prescribing of dexafetamine is being investigated. 

 

The report also highlighted a prescription for methadone solution which had been written by the 

GP Out of Hours service. The provider has changed since the data were produced, however, 

the current provider has been advised, in line with the service specification, that methadone 

prescriptions for the purposes of substance misuse management should not be provided by the 

service. 

 

The team have also identified high prescribing of diazepam 10mg. There is a policy of restricting 

prescribing of this strength as it has a high potential for abuse and only the 2mg tablets should 

be routinely prescribed. The policy will be reiterated with practices via newsletter and 

Scriptswitch messages. 

The findings of the first report will also be discussed with clinicians at the substance misuse 

service to share any relevant local intelligence. 

 

3. Medicines optimisation quality issues 
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3.1  Antimicrobial prescribing 

The quarter 3 2015-6 SCCG antimicrobial prescribing report will be submitted to the HCAI 

committee in March 2016.  

Main issues highlighted by the report have not changed from the previous report 

 SCCG has the third highest weighted prescribing volume of antibiotics in the region 

 SCCG prescribing of cephalosporins is almost twice that of the national average and is 

much higher than the average for NHS England Cumbria and north east 

 SCCG has relatively high prescribing of azithromycin 

 

Actions taken 

 SCCG MO team continue to work with CHS microbiologists to investigate the reasons 

behind high prescribing of cephalosporins and azithromycin. 

 The high prescribing of cephalosporins has been highlighted in several editions of the 

Medicines Safety Net newsletter this year. 

 Overall antimicrobial prescribing volume and cost is included in the Medicines Optimisation 

LIS and quarterly reports of practice level prescribing are being provided to practices. 

 SCCG MO team are in the process of updating the antimicrobial strategy for the CCG in 

collaboration with microbiologists at CHS. 

 

 

 

3.1.1 Quality Premium antimicrobial indicators 2015-16 

 

The Quality Premium patient safety indicators for 2015-16 include two antibacterial prescribing 

indicators – relating to the volume (Part A) and choice of antibacterials (Part B) prescribed in 

primary care. 

 

 

 

 Part A Part B 

Indicator Volume of all antibacterials 

(items/STARPU) 

Number of co-amoxiclav, 

cephalosporin and 

quinolone items as a 

percentage of the total 

number of antibacterials (%) 

Target description Reduction of 1% or greater from 

2013/14 figure of 1.362 items/STARPU 

Achieve a percentage below 

the 2013/14 median 

proportion for all CCG's of 

11.3% 

Target for 2015/6 0.1348 items/STARPU or less 11.3% or less 

Monthly target 0.122 items/STARPU or less 11.3% or less 
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Target -  for year to 

date 

0.899 items/STARPU or less 11.3% or less 

Actual -  for year to 

date 

0.824 items/STARPU 11.05%  

Achieving/Not 

achieving 

Achieving Achieving 

 

For the year to date, SCCG achieves both Part A (volume) and Part B (choice).  

 

Actions taken 

 SCCG MO team continue to provide regular updates to practices and at locality meetings on 

practice performance against the quality premium targets 

 SCCG MO pharmacists meet with GP prescribing leads and practice managers in practices 

with the highest antibiotic prescribing rates to discuss how to achieve a reduction 

 SCCG MO team have promoted non-prescription forms from the Royal College of General 

Practitioners TARGET antibiotic toolkit via TITO and newsletters; and have sent a supply of 

printed forms to each practice. 

 SCCG MO team have produced posters highlighting that the prescribers in CCG member 

practices are “antimicrobial guardians” and that they will not prescribe antibiotics for viral 

illnesses. Posters have been distributed to all practices, out of hours providers and 

community pharmacies. 

 The practice provider team have agreed in principle to audit cephalosporin prescribing in 

practices in April 2016. 

 

3.2   Community services prescribing 

 

Changes to the reporting by South Tyneside Foundation Trust (STFT) on their community 

services prescribers have been agreed and the report now provides improved assurance 

around safety, effectiveness and cost-effectiveness of prescribing. 

 

3.3 Access to medicines for patients in SCCG GP practices 

Patient Group Directions (PGDs) allow access to prescription only medicines for patients, from 

clinicians who are not able to prescribe. 

PGDs for combined oral contraceptives and progestogen only contraceptives for use in the 

Coalfields locality sexual health clinic were approved for use in February 2016. 

PGDs being developed 

For all practices – salbutamol inhaler for emergency use, salbutamol inhaler for reversibility 

testing, medroxyprogesterone depot injection. 
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Coalfields locality sexual health clinic – lidocaine injection for local anaesthetic use during 

contraceptive implant administration, Implanon contraceptive implant, oral emergency hormonal 

contraceptives 

3.4 Medicines optimisation reviews 

The medicines optimisation practice support team (Pharmicus) are reviewing patients’ 

medicines as part of their work plan for 2016-7. A summary of the reviews to the end of 

December is given below: 

2853 patients SCCG have had a medication review. 

The majority have been paper reviews where the medicines are reviewed against the medical 

record and the results discussed with the patient’s GP. There have been 731 face to face 

reviews and 189 telephone reviews. These have enabled a full discussion of the medication 

regime, explored the patient’s views about taking their medicines and the outcomes they want 

from them, and enabled full counselling on the medicines they are taking.  

4119 interventions have been suggested to GPs, and 3302 of these have been accepted. There 

may be a delay in the GP accepting and making the changes therefore the acceptance rate may 

be under-reported.  

1179 interventions were classed as “optimisation of treatment” – e.g. include up-titration to 

optimum dose, simplifying a drug regime, stopping medicines that are causing side effects and 

suggesting alternatives, stopping drugs that could cause interactions. 

There were 917 interventions relating to monitoring of the clinical condition e.g. BP 

measurement or blood tests. 

The team evaluate the interventions against national criteria and assessed that 32 of the 

interventions are likely to have supported avoidance of hospital admission. 

690 patients have received counselling on their medicines and how to get the best out of them. 

Anecdotally, some patients have reported that they have never really understood why they were 

taking their medicines and the review has been really beneficial for this reason.  

 

4. Medicines optimisation patient and public engagement 

 

The SCCG MO team continue to supporting the new parent education programme on common 

childhood illnesses in the Washington locality.  

The team also undertook two public engagement sessions in February with the My NHS group 

to gain views and insight into antimicrobial stewardship – how everyone can contribute to keep 

antibiotics working into the future; and about waste medicines, to explore the reasons and 

sources of unused medicines and how these can be addressed. 
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A summary report and the actions taken will be included in the next update. 

 

5. Update on shared care medicines 

Shared care of medicines involves a specialist and a general practitioner (GP) sharing 

responsibility for the care of a patient taking a medicine that for safety reasons can not be 

wholly managed by the GP.  This is usually because the patient’s condition is complex and the 

condition and response to treatment require specialist monitoring or assessment; or less often 

may be because the drug itself has particular side effects and needs specialist monitoring. 

 

Current situation 

The SCCG MO team are leading on the development of the joint formulary with clinicians and 

pharmacists from CHS. This process includes classification of drugs on the basis of patient 

safety into a traffic light or Red, Amber, Green (RAG) status. These classifications have been 

identified and agreed at the joint formulary committee in January 2016 - full document available 

in Appendix 2.  

 

A list of medicines from the proposed joint formulary chapters, with proposed status was 

prepared for the January 2016 formulary meeting for approval. However, the committee decided 

that status should be assigned as part of the formulary development and review process during 

review of each chapter by CHS specialists and SCCG GPs. 

 

Mapping of shared care agreements 

 

CHS and NTW consultants and pharmacy departments have been contacted to identify shared 

care agreements that are currently in use. Some of these are from the previous South of Tyne 

and Wear organisation and have expired, but are still in use.  

These were mapped and cross –referenced with the CHS formulary status. A summary is 

shown in Appendix 3. 

 

Key points 

 For the majority of amber drugs, there is no current shared care agreement in place. 

There are four current shared care agreements for drugs initiated by NTW, but none for 

drugs initiated by CHS. 

 There are a number of drugs that have had their status changed therefore shared care 

agreements are no longer required. 

 

CHS clinicians are engaged with the shared care process and are keen to update the 

guidelines. 

 

Risks 

 

1. As a result of there being no current shared care guidelines in place for the majority of 
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amber drugs there is a risk that patients do not receive safe and effective care as GPs do 

not have access to the required information about their responsibilities.  

There is also a risk that patients may not be able to access the treatment they require in a 

timely fashion and this may harm their health. 

There are anecdotal reports of patients not receiving the required monitoring in primary 

care, although no patient harm has been reported. 

CHS clinicians have reported difficulty in implementing shared care with some GP practices 

at the last two joint formulary meetings. 

 

2. As there is no existing process within SCCG or as part of the joint formulary process to 

resolve commissioning issues associated with shared care, there is a risk that SCCG GPs 

will not accept shared care for patients even where a current approved guideline is in place. 

CHS clinicians have requested updates of expired shared care guidelines and development 

of new shared care guidelines. The current interim chair of the joint formulary committee – 

the director of operations at CHS – considers that the role of the committee is to discuss and 

approve only the clinical aspects of shared care guidelines. The implementation and 

commissioning considerations are outside of the remit of the committee. 

Within SCCG there is currently no process in place for assessing or managing the 

movement of workload from secondary care into primary care. Representatives from 

Sunderland Local Medical Committee regularly raise concerns about the impact of the 

workload associated with shared care, with the CCG GP prescribing lead and medical 

director.  

Dr Ian Pattinson is convening a group to address commissioning issues around transfer of 

work from secondary to primary care. This could be a forum for ratification of shared care 

guidelines approved by the joint formulary committee.  

This issue has also been raised with Debbie Burnicle for consideration by the GP strategy 

implementation group. The medicines optimisation team are scoping the monitoring required 

in primary care for all shared care agreements to inform discussions. 

 

 

3. As patients and GPs are not familiar with shared care arrangements (since there may only 

be a few patients in each practice under shared care), there is a risk that even with current, 

approved agreements in place, patients are not safely and effectively managed. 

Anecdotally, patients have not been followed up as required in the extant shared care 

agreement and GPs have reported that patients are unclear about where to attend for 

monitoring. GPs may not have many patients on shared care drugs and may be unsure of 

the logistics for their patients. For example, a patient on methotrexate for a rheumatology 

indication would have bloods monitored at a DMARD monitoring clinic, whereas a patient on 

methotrexate for a gastroenterology indication would need to have bloods monitored by the 

GP. 

The shared care guideline patient pathways will be suggested as an area to be included in 

the work on Map of Medicines, led by Sunderland GP Alliance. 
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It has been suggested that the addition of a section to the shared care agreement, which 

instructs the patients on what to expect and that they sign up to, would support the patient to 

take better control of their care and improve patient safety. This suggestion will be taken to 

the March JFC meeting. 

 

Conclusion 

 

The governing body are asked to:  

Receive the contents of this report and note both progress and on-going concerns 

Note appropriate action is being taken to address on-going concerns 
 

Report Author 
Elizabeth Mallett and Juliet Fletcher - Medicines Optimisation Pharmacists SCCG 
 

Report Sponsor 
Dr Claire Bradford– Medical Director SCCG 
 
23.2.16 
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Appendix 1 -Joint formulary chapter development 
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Appendix 2 - Guidelines on the Red/Amber/Green (RAG) system for classifying 
medicines in Sunderland joint formulary 

 
Background 
 
The Red/Amber/Green (RAG) classification offers guidance on the prescribing of drugs initiated 
in primary and secondary care on the primary basis of patient safety. 
 
 
Proposal 
 
The RAG list is intended for use in conjunction with the agreed joint formulary, to ensure that the 
level of patient care and monitoring required for use of the drug is not compromised.  By 
categorising drugs as red, amber, green+ or green, the list will clarify prescribing responsibilities 
and provide information as to whether the medicine should be supplied from hospital or the 
community.  The ‘traffic light’ system is designed to encourage appropriate shifts in prescribing 
between primary and secondary care consistent with clinical responsibility and supported by 
shared care arrangements where applicable. The aims of the document are: 
 

 to improve the safe and effective transfer of prescribing from secondary to primary care  

 to address areas of concern relating to new or rarely prescribed medication, unlicensed 
or off-label use of medication and non-formulary prescribing 

 to enhance the safe and effective use of medicines ensuring "seamless" continuity of 
treatment without inconvenience or distress to the patients involved 

 to improve patient safety and care when prescribing is transferred between care 
providers 
 

The criteria used for defining the RAG status of a drug are based on the following: 

 specialist nature of the drug 

 the complexity of the assessment and monitoring arrangements required for the care of 

the patient 

 clinical responsibility and competency associated with the prescribing of a medicine 

N.B. the RAG status of a drug is not based on the cost of the medication 

It is important to note that these are not rigid guidelines, but the expectation is that the list will be 

adhered to in the vast majority of cases. Where necessary, secondary and primary care 

prescribers should discuss the appropriate management of individual patients personally.  On 

occasion, and where appropriate, both parties may agree to work outside of this guidance, as 

long as appropriate arrangements are agreed and implemented by those involved.  
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A summary table of the RAG classification system is shown below; please see text for a further 

explanation of each category. 

Drug Category Definition 

RED Drugs1  

R 

Drugs for hospital use only.  Initiation and monitoring of treatment 

should remain under the total responsibility of the appropriate hospital 

clinician. 

These drugs should only be prescribed under the direct supervision of 

that clinician and are not suitable for shared care arrangements. The 

drug should be supplied via the hospital for the duration of treatment.  
AMBER Drugs2  

A 

These are specialist drugs which must be initiated by secondary care 

specialist prescribers, but with the potential to transfer prescribing to 

primary care within written and agreed shared care protocols and 

according to the agreed process for transfer of care.   

For these drugs, in order to ensure patient safety, some aspects of care 

must remain with the specialist due to their complexity e.g. monitoring of 

disease or drug response.  Other more routine aspects can be 

transferred to the GP e.g. monitoring of adverse effects and supply of 

the medicine.  The specific responsibilities of the specialist and GP are 

defined in the shared care agreement for each drug. 

Shared care agreements are still under development for some amber 

drugs.  Until these are available, it would be expected that any shared 

care request from secondary care to a GP would be accompanied by 

written information which defines prescribing and monitoring 

responsibilities.  The hospital specialist should also provide the GP with 

enough information and support to allow the safe transfer and ongoing 

management of prescribing into primary care. 

GREEN+ 

Drugs3 

G+ 

Drugs which should usually be initiated in secondary care, or by a 

specialist clinician, but can be safely maintained in primary care with 

very little or no monitoring required.  An information leaflet may be 

provided in order to facilitate ongoing prescribing in primary care.     

GREEN Drugs4  

 

These are defined as new and established drugs, which may be 

prescribed, initiated, changed or maintained on FP10 by the GP and, if 

appropriate, discontinued without recourse to secondary care or to a 

specialist. 
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Further information and guidance on the categories 

1RED Drugs R 

Guidance on items which should be classified as RED is as follows.  This may include, but is not 

limited to, the following criteria: 

 Drugs that require frequent, specialist, long-term monitoring of efficacy or toxicity by 

hospital clinicians.  This may be because the side-effect profile necessitates rigorous 

supervision by the hospital consultant or the full range of side effects, particularly long 

term effects, needs to be established. 

 Drugs whose monitoring or control remains within secondary care 

 Primary care is unable to monitor therapy with the drug sufficiently to oversee treatment, 

or is unable to adjust the dose of the drug where necessary to ensure safety 

 Drugs without a substantial wholesale body of support unless in BNF or Children’s BNF 

 Drugs requiring secondary care or specialist facilities or high-cost environment for 

preparation or reconstitution. 

 Drugs which are only available through a hospital 

 Drugs specified as hospital only by product license, legislation or with wholesale opinion 

 Unlicensed products, indications or doses without acceptance of authoritative body of 

recommended opinion   

 IV drugs agreed as inappropriate for primary care prescribing 

 Medicines which have been rejected by NICE 

 Medicines that are hospital indicated clinical trial materials 

 
There are some drugs which must be supplied by the hospital purely for commissioning 

reasons.  These are: 

 Medicines for which the funding is levied out with primary care e.g. PBR excluded drugs 

 NHS England commissioned medicines – these should only be prescribed and supplied 

via secondary care specialist centres in line with NHS England Clinical Commissioning 

Policy for specialised services. 

 

These will be clearly marked in the joint formulary to show that they must only be supplied in 

secondary care; however they will not be included in the RAG list. 
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2AMBER Drugs A 

If circumstances meet all of the following criteria, the medication may be classified as amber 

and can be used as part of a shared care arrangement, providing that both prescribing parties 

are in agreement:  

 A specialist is required to start the medication. This would be for an agreed indication, as 

stated in the joint formulary and as described in the shared care guideline. 

 A shared care agreement is in place which defines the responsibilities of both the 

specialist and the GP for monitoring and adjusting treatment. The shared care 

agreement is signed by both parties.  The GP is satisfied that he/she has all the 

information and support needed to prescribe the medication and to monitor the patient. 

 Both the specialist and GP may share the responsibility for stopping the medication. 

 

The patient’s condition and/or treatment should normally be stabilised before the GP is asked to 

participate in shared care.  This time period can be variable dependent on the condition being 

treated and the individual patient’s response to the treatment; this would be defined in the 

shared care agreement. A minimum of one month’s stabilised dose would be expected to be 

provided by the specialist prescriber before considering transfer of prescribing.  

Inherent in any shared care agreement is the understanding that participation is at the discretion 

of the GP subject to their clinical confidence; however it is the expectation that the GP will 

participate in shared care where the correct process is followed. 

This is in line with guidance from the Department of Health: 

“When clinical and / or prescribing responsibility for a patient is transferred from secondary to 

primary care, the primary care prescriber should have the appropriate competence to prescribe 

the necessary medicines. Therefore, it is essential that a transfer of care involving medicines 

that a primary care prescriber would not normally be familiar with, should not take place without 

the sharing of information with the primary care prescriber and their mutual agreement to the 

transfer of care.” 

 
Responsibility for prescribing between hospitals and GPs, EL(91)127 (1991), DH.  

 

Any refusal to participate in a shared care agreement should be an exception, although it may 

occasionally be the case that a shared care agreement may be taken on with caveats. Any 

refusal by primary care to participate in shared care and any reports of deviation from the 

agreed shared care processes by secondary care will be monitored in order to identify problems 

and/or training requirements. 

3GREEN+ Drugs G+ 

A minimum of one month’s supply should be given to patients with their first prescription by the 

specialist clinician before transferring responsibility to primary care. In some case, the initiation 

of a GREEN+ drug may not require the patient to be seen by the specialist clinician; an advisory 
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phone call or letter from the specialist clinician to the GP may be sufficient.   Shared care 

agreements are not required for GREEN+ drugs; however the provision of an information leaflet 

may be appropriate in order to facilitate ongoing prescribing in primary care.  If an information 

leaflet is available, a copy of the leaflet or a link to it must be provided. 

 

4GREEN Drugs  

Drugs not classified as red, amber or green+ will be classified GREEN as default. 

 

References 

This Guidance is based on the previous ‘Policy for the Transfer of Prescribing Responsibilities between Primary and 
Secondary Care (SoTW)’ (March 2013), the Department of Health publication: EL(91)127 “Responsibility for 
Prescribing between Hospitals and GPs”, and the GMMMG Interface Prescribing Subgroup document ‘Guidelines on 
defining Red/Amber/Green Medicine Status (September 2015). 
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Appendix 3 – Mapping of shared care drugs 

Guideline Name Document 

Available 

Traffic 

light 

status in 

formulary 

Notes 

Atomoxetine in the treatment of 

attention deficit hyperactivity 

disorder in children, young 

people and adults 

Y A  

 

 

 

NTW – adopted for SCCG by 

Medicines Optimisation 

Committee 

Lisdexamfetamine in the 

treatment of attention deficit 

hyperactivity disorder in children, 

young people and adults 

Y A 

Melatonin for the management of 

sleep wake disorders in children 

Y A 

Methylphenidate in the treatment 

of attention deficit hyperactivity 

disorder in children, young 

people and adults 

Y A 

Lithium therapy Requires 

Update 

A  

Provision of PSA monitoring and 

androgen deprivation therapy for 

patients with prostate cancer 

Update in 

process 

A  

Azathioprine for GI In process  A  

Mercaptopurine for GI In process  A  

Methotrexate for GI N A  

Ciclosporin for GI In process  A  

Penicillamine for GI N A  

Hydroxycarbamide for GI N Tbc  

Bicalutamide N Tbc  

Cincalcet N A  

Apomorphine Y  A  

Cyproterone N Tbc  

Dexamfetamine  awaiting 

confirmation 

A NTW 

Colistimethate sodium for treating 

pseudomonas lung infection in 

cystic fibrosis  

N A  

Erythropoetin N A  
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Guideline Name Document 

Available 

Traffic 

light 

status in 

formulary 

Notes 

Mycophenalate – post transplant N ? NHSE have recommended that 

post-transplant 

immunosuppressants are 

prescribed and supplied by 

secondary care. Therefore 

status needs to change from 

Amber to Red for transplant 

patients. No new patients to be 

started on shared care and a 

process is to start for 

repatriation of current patients 

for supply by CHS. 

Sirolimus – post transplant N ? 

Tacrolimus – post transplant N ? 

Dexamfetamine  awaiting 

confirmation 

A NTW 

Colistimethate sodium for treating 

pseudomonas lung infection in 

cystic fibrosis  

N A  

Dapsone N A  

Amiodarone  N A Status under review 

Dronedarone  N A Status under review 

Methoxy polyethylene glycol-

epoetin beta  (Mircera) 

N A  

Methotrexate  -rheumatology ? A  

Mycophenalate - rheumatology ? A  

Sodium aurothiomalate -

rheumatology 

? A  

Pencillamine - rheumatology ? A  

Hydroxychloroquine - 

rheumatology 

? A  

Azathioprine - rheumatology ? A  

Ciclosporin - rheumatology ? A  

Leflunomide - rheumatology ? A  

Sulfasalazine - rheumatology ? A  

Vigabatran N G+  

Ketamine N A  

Naltrexone awaiting 

confirmation 

A  
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Guideline Name Document 

Available 

Traffic 

light 

status in 

formulary 

Notes 

Donepezil N G+ Previously amber but have been 

changed to green plus. 

NTW. 

Memantine N G+ 

Galanthamine N G+ 

Rivastigmine N G+ 

Sulfasalazine for GI N G  

Glycopyrronium oral N N/A Non-formulary 

Nabilone N N/A Non-formulary 

Sevelamer N G+  

Amisulpiride N G+ All oral antipsychotics are now 

green plus, changed from amber 

except clozapine (red) and 

zuclopenthixol injection (amber). 

 

Quetiapine N G+ 

Aripiprazole N G+ 

Zuclopenthixol decanoate N A 

Fluphenazine decanoate N G+ 

Haloperidol decanoate N G+ 

Olanzapine N G+ 

Pipotiazine palmitate N G+ 

Zuclopenthixol acetate  injection N A 

Risperidone  N G+ 
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GOVERNING BODY MEETING 

 
29th March 2016 

Report Title: 

 
Sunderland CCG Finance Report Month 10 
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 10 (for the period ending 31st January 2016). 
 

Key points, risks and assurances 

 

 The key issue is to ensure the CCG meets its financial duties for 2015/16. 
 

 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 January 2016.  
 

Sponsor/approving director   David Chandler, Chief Finance Officer 

Report author Tarryn Lake, Head of Finance  

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its public accountability duties 
 

CO2:  Maintain financial control and performance targets  

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

CO8:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

N/A 

Are the identified risks on the risk register?  

 
Yes. 649, 653, 990, 1389 & 1436 
 
 

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

N/A 
 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

None 

Has there been appropriate 
clinical engagement?  

N/A 

Any current or expected 
impact on patient 
outcomes/experience? 
 

N/A 

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

N/A 

Version Date Comments  

ACV1.0 07/03/2016 TL Initial Draft 

ACV 2.0 14/03/2016 TL Typo Correction 

ACV3.0 15/03/2016 TS Typo Correction 

ACV 4.0 Final  15/03/2016 DC Final Review 
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Governing Body  
Financial Report for the period to 31

st
 January 2016 

(Month 10) 
 
1. Purpose of Report  

 
The purpose of this report is to present the Governing Body with the summary 
financial position for the CCG as at month 10. It also incorporates 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 1,000 ↑ Green

Forecast Performance against cumulative surplus allocation - (surplus) / deficit (16,120) (18,120) ↑ Green

Running costs to remain within allocation 6,228 5,880 ↓ Green

Achievement of QIPP targets 5,612 5,451 → Green
Period End Target Period End Position

Cash balance in bank account at period end <£400k £222k ↓ Green

Better payment practice code average achievement >95% 99.2% → 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 Executive Committee 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 included a £3m drawdown of historic surpluses and 
therefore had originally planned an in year deficit of £3m.  In month 8 the 
Executive Committee ratified the decision to increase the forecast cumulative 
surplus for 2015/16 by £2m to £18.1m, which has reduced the in year deficit to 
£1m as illustrated below. 
 

2015/16 CCG allocation: £000's

Total share of NHS England mandate for 2015/16 (CCG allocation) 494,027

Return of remaining prior year surplus / (deficit) 19,120

Total allocation plus historic surplus / (deficit) 513,147

2015/16 financial position including historic surplus / (deficit) £000's

Total allocation plus historic surplus / (deficit) 513,147

Forecast expenditure against total allocation 495,027

2015/16 forecast (surplus) / deficit -18,120

2015/16 financial position excluding historic surplus / (deficit) £000's

CCG allocation excluding historic surplus / (deficit) 494,027

Forecast expenditure against total allocation 495,027

2015/16 forecast (surplus) / deficit 1,000  
 
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 January 2016 together with forecast outturn for the 
year is as follows:  
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Sunderland CCG Financial Position

Month 10 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 189,560 192,585 3,025 228,752 232,643 3,891

AMBULANCE SERVICES 9,932 9,908 -25 11,908 11,874 -34

COMMUNITY SERVICES 8,434 7,866 -569 10,140 9,539 -602

DELEGATED GP SERVICES 31,800 31,211 -589 38,152 37,450 -702

MH COMMISSIONING 18,866 18,693 -173 22,640 22,132 -507

MISC COMMISSIONING 6,788 2,903 -3,885 12,075 8,316 -3,759

PACKAGES 3,536 3,258 -278 3,723 3,506 -218

PREMISES 795 797 2 954 956 2

PRESCRIBING 46,283 45,806 -477 55,539 54,338 -1,201

PRIMARY CARE 3,081 3,169 88 3,622 3,715 93

REABLEMENT 393 308 -86 472 386 -86

OTHER 13,973 0 -13,973 19,517 1,956 -17,561

SUB TOTAL NON POOLED BUDGETS 333,442 316,503 -16,939 407,494 386,811 -20,683

CCG POOLED BUDGETS (BCF)

COMMUNITY INTEGRATED TEAMS & RAH 25,695 25,516 -179 30,834 30,615 -219

MENTAL HEALTH SERVICES 22,732 23,142 410 27,279 27,960 682

LD SERVICES 10,402 10,420 18 12,482 12,992 510

PACKAGES 19,991 21,729 1,738 23,989 25,774 1,784

CARERS 1,667 1,619 -48 2,000 1,943 -57

COMMUNITY EQUIPMENT SERVICES 1,377 1,552 176 1,652 1,863 211

DISABLED FACILITIES GRANT 250 250 0 300 300 0

LOCAL AUTHORITY EFFICIENCIES 742 742 0 890 890 0

CCG POOLED BUDGETS (BCF) 82,854 84,969 2,115 99,425 102,337 2,911

SUB TOTAL COMMISSIONING BUDGETS 416,297 401,473 -14,824 506,919 489,147 -17,772

RUNNING COSTS 5,098 4,712 -386 6,228 5,880 -348

TOTAL CCG 421,395 406,185 -15,210 513,147 495,027 -18,120

Other Budgets Breakdown

Month 10 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 13,433 0 -13,433 16,120 0 -16,120

2.5% Non Recurrent Reserve 0 0 0 890 259 -631

1/2% Contingency Budget 540 0 -540 2,506 1,697 -810

TOTAL 13,973 0 -13,973 19,517 1,956 -17,561

Year to Date Forecast

Year to Date Forecast

 
 

 
The CCG is reporting a cumulative year to date surplus of £15,210k which is in 
line with the revised forecast outturn plan of £18,120k underspent for 2015/16 
and an in-year deficit of £1,000k. 
 
Programme costs year to date position is £14,824k underspent against a revised 
year to date plan of £15,100k underspent. The reported programme financial 
position for the CCG is now segmented into non-pooled budgets and pooled 
budgets. 
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Based on the information to date the CCG is forecasting the achievement of the 
revised planned surplus of £18,120k. Further detailed analysis is provided below 
on the forecast movements from the month 9 report.  
 
Sunderland CCG

Forecast Movement Mth 10 vs Mth 9

CATEGORY Month 9 

Variance 

(£000's)

Month 10 

Variance 

(£000's)

Movement 

(£000's)

CCG NON POOLED BUDGETS

ACUTE COMMISSIONING 3,460 3,891 431

AMBULANCE SERVICES -34 -34 0

COMMUNITY SERVICES -481 -602 -121

DELEGATED GP SERVICES -702 -702 -0

MH COMMISSIONING -115 -507 -392

MISC COMMISSIONING -3,442 -3,759 -317

PACKAGES -386 -218 169

PREMISES 1 2 1

PRESCRIBING -1,278 -1,201 77

PRIMARY CARE 66 93 27

REABLEMENT -86 -86 0

OTHER -17,111 -17,561 -450

SUB TOTAL NON POOLED BUDGETS -20,108 -20,683 -575

CCG POOLED BUDGETS (BCF)

COMMUNITY INTEGRATED TEAMS & RAH -28 -219 -191

MENTAL HEALTH SERVICES 648 682 34

LD SERVICES 397 510 113

PACKAGES 1,173 1,784 612

CARERS -57 -57 0

COMMUNITY EQUIPMENT SERVICES 204 211 7

DISABLED FACILITIES GRANT 0 0 0

LOCAL AUTHORITY EFFICIENCIES 0 0 0

CCG POOLED BUDGETS (BCF) 2,336 2,911 575

SUB TOTAL COMMISSIONING BUDGETS -17,772 -17,772 0

RUNNING COSTS -348 -348 -0

TOTAL CCG -18,120 -18,120 -0

Forecast

 
 
The main movements in the forecast outturn from month 9 relate to adverse 
movements in the Better Care Fund Pooled Budget of £575k, Acute 
Commissioning of £431k and Packages £169k.  These movements have been 
offset by favourable movements in Community Services £121k, MH 
Commissioning £392k, Misc. Commissioning £317k and Other £450k. The 
reasons for which are outlined below.  
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Non Pooled Budgets 
 
The CCG is currently reporting a year to date overspend against the acute 
contract of City Hospitals Sunderland (CHS) of £1,975k and a forecast outturn 
overspend of £2,570k which includes additional service capacity put in place for 
increased Gastroenterology referrals. Please note that this outturn position has 
been agreed and fixed for 2015/16 with CHS by the Chief Finance Officer and 
Chief Officer within delegated authority limits. As such no further financial 
movements are anticipated for this contract in 2015/16 as a result of activity 
movements. The activity performance to month 9 (31st December 2015) outlined 
below identifies the areas of over performance driving the forecast overspend.  
 

Activity Plan Activity Actual Activity Variance % Activity Variance

Elective 27,565                       29,355                    1,790                        6%

Emergency 18,433                       19,292                    860                           4.7%

Non Elective 282                            156                         126-                           -44.7%

Total Inpatients 46,279                      48,803                  2,524                       5.5%

First 43,123                       42,735                    388-                           -0.9%

Follow-Up 88,101                       85,011                    3,090-                        -3.5%

Outpatient Procedures 22,205                       18,464                    3,741-                        -16.8%

Outpatient Diagnostics

Multi Professional -                            0.0%

Pre Assessments 8,148                         10,041                    1,893                        23.2%

Non Consultant Led 31,048                       31,491                    443                           1.4%

None Face to Face 4,620                         3,267                      1,353-                        -29.3%

Total Outpatients 197,245                    191,009                6,236-                       -3.2%

Maternity Pathways 5,392                        5,939                    547                          10.1%

Accident & Emergency 82,873                      79,286                  3,587-                       -4.3%

Ambulatory Care 3,605                         3,753                      148                           4.1%

Miscellaneous Contract

Contract Exclusions

High Cost Drugs

Additions to Contract

Total Other Services 3,605                        3,753                    148                          4.1%

Total Contract Performance 335,394            328,790         6,604-               -2.0%  
 
 
The main areas of over performance on activity outlined above are elective care, 
emergency care, pre-assessments, non consultant led, maternity pathways and 
other services. Further work is being carried out on the reported over 
performance on the other services as a few anomalies have been noted in the 
activity data provided by the Trust.  Following the agreement of the outturn 
position with CHS the issues on activity are being reviewed and resolved as part 
of the 2016/17 contract negotiation discussions.  
 
The main movement in the forecast outturn for Acute Commissioning is due to 
the forecast over performance on the contract with County Durham and 
Darlington NHS FT (CDDFT) which has increased by £200k to an overall 
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overspend of £250k and the forecast over performance with Gateshead Health 
NHS FT (GHFT) which has increased by £159k to an overall overspend of 
£1,010k. The agreed key areas of over performance which have been identified 
relate to elective care in Trauma and Orthopedics and Gastroenterology, 
emergency care over performance and pressures in outpatients in relation to 
breast services. Please note that the outturn position with GHFT has now been 
agreed for 2015/16.   
 
The forecast for Newcastle Upon Tyne NHS FT continues to report a minor 
potential overspend for 2015/16 based on month 9 activity information received 
from the Trust. There continues to be a forecast overspend reported on the Spire 
contract of £195k which relates to over performance on elective care in relation to 
trauma and orthopaedics.  The CCG has continued to negotiate with Newcastle 
in order to try and secure a year end agreement aware that there may have been 
an increase in activity in months 9 and 10. 
 
The forecast for delegated general practice budgets incorporates spending plans 
of £387k approved by the Primary Care Commissioning Committee. The forecast 
outturn for delegated general practice budgets has remained at £702k 
underspent, which as outlined in month 8 has been incorporated in the revised 
planned surplus for the CCG. 

 
Prescribing is reporting an underspend at month 10 of £477k based on month 8 
prescribing data. This is based on the Prescription Pricing Agency (PPA) 
expected spending profiles for 2015/16. There is the potential for further 
fluctuations within this figure over the coming months as further price changes to 
Category M prices later in the year and other potential impacts materialise. The 
CCG has been notified by NHS England that it anticipates any movements 
relating to Category M prices to be favourable.  
 
Mental Health Commissioning has had a favourable movement of £392k in 
month 10 which in the main relates to underspends on agreed non-recurrent 
schemes in 2015/16.  
 
Community services has had a favourable movement of £121k in month 10 which 
relates in the main to a reduction in the expected outturn for pass through enteral 
feed costs from South Tyneside NHS FT (STFT).  
 
Further, Ambulance Services continue to report a minor forecast underspend 
position for 2015/16 following the conclusion of contract mediation on the North 
East Ambulance Service contract for 2015/16.  
 
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. There has been a minor deterioration in the 
forecast outturn for GPIT contractor services.    



  NHS Official    Item: 9.1  

9 

 

 
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. There has been 
an adverse movement in the forecast outturn for packages of care of £169k 
which is the main due to charges for 2013/14 and 2014/15 for a specific package 
of care which has been identified as a liability for the CCG.   

 
The movement on Misc. Commissioning relates in the main to movements on the 
forecast assumptions against the Misc. Commissioning budgets for 2015/16. The 
movement on Other relates to changes in forecast assumptions on CCG 
reserves for 2015/16.  
 
 
Pooled Budgets (Better Care Fund budgets) 
 
Due to the reconciliation process required between the CCG and the Local 
Authority in order to determine the consolidated financial position for the pooled 
budgets, the forecast outturn position included in this report for the Better Care 
Fund relates to month 9 (period ending 31st December 2015). The Local Authority 
is unable to provide month 10 financial information for the CCG to incorporate 
into the financial position prior to ledger closure dates determined by NHS 
England. However at the time of writing the finance reports for Executive 
Committee and Governing Body up to date information is available.  
 
The up to date month 10 financial position for the overall Better Care Fund 
pooled budget is included in Appendix 4 for information. The month 10 financial 
position is included in Appendix 4 for information and is currently indicating a risk 
of a forecast liability of £3,639k for the CCG prior to mitigating actions. Following 
mitigating actions it is estimated that the forecast liability for the CCG is £3,512k. 
This represents a further deterioration from the reported position of £601k. This is 
in the main due to a further increase in client numbers in packages of care.  
 
Mitigating actions include reviews of packages of care in LD and residential care. 
The overspend is in the main due to pressures from packages of care across 
CHC, residential care, LD and Mental Health as well as demand pressures on 
Community Equipment Services. 
 
The CCG and the Local Authority have agreed to put in place a Task and Finish 
Group led by the Chief Operating Officer, Peoples’ Directorate at Sunderland City 
Council in order to review possible further options for efficiencies in the Better 
Care Fund. The Chief Finance Officer has also begun negotiations with the Local 
Authority with the aim of securing a year end agreement in relation to the BCF. 
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Running Costs 
 
The running costs year to date position is £386k underspent and is forecasting an 
underspend of £348k for 2015/16. As per the guidance the quality premium 
allocation is included within running costs, however the CCGs quality premium 
expenditure plans within CHS and NTW are included within programme costs 
due to the nature of the expenditure.  
 
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 £5,330k 
against a target of £5,612k for 2015/16.  
 
Following review of the PTS scheme and the conclusion of mediation on the 
NEAS contract for 2015/16 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 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. 
 
The scheme in relation to the PMS review has been updated to reflect the actual 
savings achieved following finalisation of contracts which has shown an 
underachievement on the scheme of £38k. Further, it is no longer expected that 
the QIPP scheme for the GMS list review is feasible based on feedback from 
NHS England. There has also been slippage on the Value Based Commissioning 
scheme following issues with the implementation of the scheme with providers. 
 
Quality Impact Assessments (QIAs) 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 brought forward savings plans for MSK is currently under 
review by the Director of Nursing and the Medical Director.  
 
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 January 2016 
shows current assets of £1,962k and current liabilities stood at £33,622k. Please 
note that the prepayments and accrued income relates in the main to the 
maternity pathway prepayment made in line with national guidance. There has 
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been a movement in accruals in January which is in the main due to accruals for 
over performance on contracts and accruals for utilisation of Vanguard funding.  
 

Jan-16 Dec-15 Movement

£000's £000's £000's

Non Current Assets Property, plant and equipment 49 54 (5)

Total Non Current Assets 49 54 (5)

Current Assets Trade and other Receivables 262 204 58

Prepayments & Accrued Income 1,478 1,478 0

Cash and cash equivalents 222 72 150

Total Current Assets 1,962 1,754 208

Total Assets 2,011 1,808 203

Current Liabilities Trade and other payables (10,334) (8,878) (1,456)

Accruals (23,288) (23,023) (265)

Provisions 0 0 0

Total Current Liabilities (33,622) (31,901) (1,721)

TOTAL ASSETS EMPLOYED (31,611) (30,093) (1,518)

Financed by Taxpayers Equity

Capital & Reserves General Fund (31,611) (30,093) (1,518)

TOTAL TAXPAYERS EQUITY (31,611) (30,093) (1,518)  
 

 
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 January was achieved. The BPPC year to date performance is outlined below.  
 
Better Payment Practice Code - 30 Days NUMBER £000's

Non-NHS

Total Non-NHS Trade Invoices Paid in the Year 4,703 51,538

Total Non-NHS Trade Invoices Paid Within 30 Day Target 4,609 51,085

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 98.00% 99.12%

NHS 

Total NHS Trade Invoices Paid in the Year 1635 260,447

Total NHS Trade Invoices Paid Within 30 Day Target 1629 260,347

Percentage of NHS Trade Invoices Paid Within 30 Day Target 99.63% 99.96%

99.18%Average BPPC Achievement  
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Cash Management 
 

The CCG is expected by NHS England to proactively manage the cash it draws 
down each month and the amount it actually spends.  The target is to have no 
more than 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 January with £222k 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 January 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 £2,700k in 
a worst case scenario. The risks identified are as follows:  
 

 Acute contract over performance on elective and non-elective activity 
£500k 

 Under delivery of CCG QIPP £200k  

 Risks of prescribing costs exceeding expected growth £500k 

 Risk of further over spends in the Better Care Fund £1,000k 

 Potential for other unknown financial liabilities £500k  
 

When adjusted for the likelihood of risks materialising the overall financial risk 
has been assessed at £1,875k.  
 
Mitigations in the form of uncommitted reserves and the remainder of the 1% 
contingency after offsetting existing BCF overspends included in the forecast 
outturn position for month 10 have been identified to offset financial risks in this 
reporting period.  
 
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 continue to 
be produced to manage risk in this area.  
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6. Recommendation  
 

Members are asked to:  
 

 Note the summary financial performance to 31st January 2016  
 
 Tarryn Lake  
 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 10 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 144,501 146,476 1,975 174,681 177,251 2,570

GATESHEAD HEALTH NHSFT 16,366 17,208 842 19,640 20,650 1,010

NEWCASTLE TYNE HOSP NHSFT 8,153 8,185 32 9,784 9,815 31

CO. DURHAM & DARL NHSFT 5,190 5,399 209 6,228 6,478 250

SPIRE HEALTHCARE LTD 3,208 3,294 85 3,850 4,045 195

NORTHERN DOCTORS 2,651 2,456 -195 3,181 2,941 -240

SOUTH TYNESIDE NHSFT 947 969 23 1,136 1,164 27

NORTHUMBERLAND T/W NHST 559 559 0 671 671 0

SOUTH TEES HOSPITAL NHSFT 352 406 54 423 488 65

NORTHUMBRIA HC NHSFT 333 293 -40 400 365 -35

NORTH TEES & HARTLEPOOL NHSFT 184 226 42 221 271 50

EXEMPT OVERSEAS VISITORS 72 19 -53 87 22 -65

AQP SERVICES 1,820 1,944 123 2,184 2,329 144

WINTER PRESSURES 3,021 3,002 -19 3,625 3,524 -102

NON CONTRACT ACTIVITY NHS & NON NHS 2,200 2,148 -52 2,640 2,629 -11

TOTAL 189,560 192,585 3,025 228,752 232,643 3,891

YTD Notes

Mental Health Commissioning

Month 10 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 17,615 17,629 13 21,139 20,831 -308

TEES ESK/WEAR VAL NHSFT 209 209 0 251 251 0

MIND 262 262 0 314 314 0

OTHER 780 594 -187 936 737 -199

TOTAL 18,866 18,693 -173 22,640 22,132 -507

YTD Notes

Community Services

Month 10 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 2,293 2,331 38 2,931 2,979 48

MSKCAT SERVICE 415 251 -163 415 251 -163

SUNDERLAND LA 66 66 0 74 74 0

OTHER CONTRACTS 1,041 598 -444 1,178 693 -485

VANGUARD 4,619 4,619 0 5,543 5,542 -1

TOTAL 8,434 7,866 -569 10,140 9,539 -602

YTD Notes

Year to Date Forecast

In Month 10 budgets have been included at the agreed contract level.  At Month 10 2015-16 forecasts shows a one-off (£114k) 

impact from 1415, and a further (£147k) benefit in 1516 from contracts with Connect included in MSKCAT service and (£346k) 

relating to other Contracts which has been offset in part with a £38k overspend on STFT in relation to overperformance on 

Enteral Feeds.

Year to Date Forecast

In Month  budgets have been included at the agreed contract level.  At month 10 variances have arisen from 1415 benefits 

(£439k) which has been offset by overperformance of £1,975k on the CHS contract line in line with the expected forecast 

overperformance and EOY Agreement, and £842k on the Gateshead contract line that is again in line with the expected forecast 

outturn.

Year to Date Forecast

In Month 10 budgets have been included at the agreed contract. At Month 10 forecasts have not materially deviated from 

contract levels, and this has been confirmed in the standard budget meeting.  Cap and collar arrangement in place with NTW to 

manage financial risk on the NTW contract. The potential underspend shown within the Month 10 position is in relation to non-

recurrent schemes.
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Appendix 4 – Better Care Fund Mth 10 Financial Position  
 
Sunderland CCG & Sunderland City Council Appendix 4

2015/16 Better Care Fund - Summary

Month 10 Financial Position (Period ending 31st January 2016)

Schemes    YTD Budget   YTD Actual   YTD Variance  Annual Budget  

 Forecast 

Outturn  

 Forecast 

Outturn 

Variance 

 Mitigating 

Actions 

 Revised 

Forecast 

Outturn 

Variance 

Community Integrated Teams & RaH Services Scheme 32,526,072        32,348,659        177,413-              39,031,286        38,798,391        232,895-              -               232,895-      

Mental Health Services Scheme 24,324,389        24,870,676        546,286              29,189,267        29,913,244        723,977              -               723,977      

LD Services Scheme 31,418,540        31,790,000        371,460              37,702,248        39,319,172        1,616,924          386,000-      1,230,924   

Packages Scheme 36,080,806        40,169,421        4,088,615          43,296,967        48,070,103        4,873,136          -               4,873,136   

Carers Scheme 3,039,573          2,982,562          57,012-                3,647,488          3,579,076          68,412-                -               68,412-        

Community Equipment Scheme 2,095,222          2,362,723          267,500              2,514,267          2,835,267          321,000              -               321,000      

Disabled Facilities Grant 2,499,167          2,499,167          -                      2,999,000          2,999,000          -                      -               -               

Local Authority Efficiencies 1,758,333-          -                      1,758,333          2,110,000-          -                      2,110,000          316,000-      1,794,000   

NEL Reducation Penalties 315,383-              -                      315,383              378,460-              378,460-              -                      -               -               

TOTAL 2015/16 BETTER CARE FUND OVER / (UNDER) SPEND       129,910,054       137,023,207            7,113,153       155,892,063       165,135,793            9,343,730 -      702,000    8,641,730 

SUNDERLAND CCG SHARE OF FORECAST OVER / (UNDER) SPEND*            3,639,781 -      127,380    3,512,005 

SUNDERLAND CITY COUNCIL SHARE OF FORECAST OVER / (UNDER) SPEND*            5,703,949 -      574,620    5,129,725  
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GOVERNING BODY 

 
29th March 2016 

Report Title: 

 
Approval of CCG Budgets 2016/17 and Refreshed 
Five Year Strategic Financial Plan 
 

Purpose of report 

 
All NHS Organisations require a financial budget / plan to be approved by their respective 
Governing Bodies. The standing financial instructions of the CCG delegate the responsibility for the 
production of the plan to the Chief Finance Officer.  
 
The attached paper and appendices highlight the overall revenue resources available to the CCG 
and include the deployment of “growth” funding for 2016/17. The risks associated with delivering a 
successful financial position are also discussed in detail.  
 
Information regarding the financial aspects of the refreshed Five Year Strategic Plan is also 
detailed.  
 

Key points, risks and assurances 

 

 The key issue is to ensure Governing Body understands its financial obligations and 
approves its revenue budget for 2016/17.  

 

 The report provides assurance that budget proposals are within the CCGs financial 
allocation for 2016/17.   

 

 Financial risks for 2016/17 are documented within the report.  
 

Recommendation/Action Required 

 
CCGs have a statutory duty to produce budget proposals, which demonstrate delivery of 
expenditure within approved resource limits. The attached paper and appendices demonstrate how 
NHS Sunderland CCG intends to achieve this objective in 2016/17.  
 
The NHS Sunderland CCG Governing Body is requested to accept and approve the enclosed 
revenue budget proposals for 2016/17 and the supporting financial information relating to the 
Operational and Strategic Plans.  

 

Sponsor/approving director   David Chandler, Chief Finance Officer 



    

Report author David Chandler, Chief Finance Officer  

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its 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:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

No 

Are the identified risks on the risk register?  

 
Yes. 1415 & 1421. 
 

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

N/A 
 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

None 

Has there been appropriate 
clinical engagement?  

N/A 

Any current or expected 
impact on patient 
outcomes/experience? 
 

N/A 



    

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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

N/A 

Version Date Comments  

ACV1.0 03/03/2016 TL Initial Draft 

ACV2.0 07/03/2016 DC Reviews / Amendments 

ACV3.0 09/03/2016 DC Reviews / Amendments 

ACV4.0 11/03/2016 DC Reviews / Amendments 

ACV5.0 12/03/2016 TL Review 

ACV 6.0 16/03/2016 DC Review / Amendments 

ACV 7.0 16/03/2016 TS Review 

ACV 8.0 17/03/2016 TL Review / Amendments 

ACV 9.0 18/03/2016 TL & DC Report Finalisation 



    

 
 

Approval of CCG Budget 2016/17 and Refreshed Five Year 
Strategic Financial Plan 

 
1. Purpose of Report  

 
It is the delegated responsibility of the Chief Finance Officer (CFO) to produce 
and gain approval from the Governing Body of an annual financial budget / plan 
for the CCG. This paper and attached appendices fulfil this duty.  
 
Prior to the production of this paper, the CCG has already submitted a number of 
commentaries / statements to NHS England detailing how the CCG intends to 
achieve its statutory financial duties in the forthcoming year. This was a 
requirement of NHS England and forms part of a national and local monitoring 
process.  
 
This year the CCG has been requested to submit its “final” annual financial plan 
to NHS England on 11th April 2016 and the enclosed appendices and 
commentary which will be used to assist completion. In addition the CCG will be 
required, as part of Sustainability and Transformation Plans, to complete an 
additional multiyear submission. The refreshed Five Year Strategic Financial Plan 
included in this paper will be used as a basis for developing Sustainability and 
Transformation Plans.  

 
2. Background Information  - The Five Year Forward View, Five Year Funding 

Settlement for the NHS and Delivering the Forward View: NHS Planning 
Guidance 2016/17 – 2020/21  
 
In autumn 2015 the NHS published the Five Year Forward View which set out the 
strategic vision for the development of the NHS to 2020/21 and the need to 
transform the current approach to delivering care in order to ensure the delivery 
of a £22 billion funding challenge. 
 
Overall budgets, for the public sector as a whole are ultimately approved by 
Parliament following the Chancellors Budget and Spending Review Reports.  The 
“Spending Round 2015” report presented to Parliament on 25th November 2015 
outlined the plans for all Government Departments including a five year funding 
settlement for the NHS.  It was announced that annual funding for Health will rise 
in real terms by £3.8bn in 2016/17 and £8.4bn by 2020/21.  In December 2015 
NHS England approved an allocation policy, setting allocations for CCGs for the 
three years from 2016/17 to 2018/19 and providing indicative allocations for the 
years 2019/20 to 2020/21.  This policy included approving a rapid pace of change 



    

approach for CCGs over target allocation by 10% (such as Sunderland CCG) by 
effectively allocating flat cash to these CCGs with the exception of policy 
adjustments (the main one being pension changes in the NHS in 2016/17 ). 
 
In summary those CCGs deemed underfunded receive additional growth funding, 
those deemed to be within five percent of target receive average growth and 
those deemed to be overfunded by more than five percent from target receive 
little or no growth.   
 
At the same time NHS England also introduced Sustainability and Transformation 
Funding.  For 2016/17 NHS England created a £1.8 billion Sustainability Fund 
aimed in the main at supporting provider organisations.  From 2017/18 this fund 
grows and combines with New Care Models (Vanguard) funding to create a 
larger “Sustainability and Transformation Fund” of £2.9 billion.  This fund is to be 
focused on accelerating the transformational changes required by the Five Year 
Forward View.   Local access to the funding will be contingent upon the 
development and approval of robust system wide Sustainability and 
Transformation Plans (within planning footprints).   

  
3. CCG Revenue Allocations – Background to 2016/17 Budget and Future 

Plans 
 
Best practice would encourage CCGs to produce financial plans for a period 
greater than one year. Sunderland CCG has produced an updated Strategic 
Financial Plan which now covers the period 2016/17 through to 2020/21.  At a 
very high level this can be seen in the “Plan on a Page” which is attached as 
Appendix A. 

 
NHS England announced detailed CCG level allocations on the 10th January 
2016. Changes to the allocations formula has seen the distance from target for 
the CCG increase from 12% at the end of 2015/16 to 18.6%. Sunderland CCG is 
now deemed to be the 4th most over funded CCG and as such will receive 
minimum cash growth in programme budgets for five years which is effectively a 
real terms reduction in resources.  
 
It is important to note that Sunderland has historically received relatively healthy 
allocations in the past due to previous deprivation weighting in the formula.  
However the low growth levels of recent years (averaging around 1.5%) and low 
to nil growth from 2016/17, lower efficiency levels built into provider tariffs and 
ever growing demand for healthcare (especially in PbR funded services and 
Packages of Care ) puts Sunderland in a very different and challenging position 
going forward.  Put simply, to be financially sustainable the CCG will need to 
produce and deliver efficiency plans of around 2 to 3% each year. These levels of 
efficiency requirements are much higher than in recent years and will erode any 
“headroom” that previously existed in CCG budgets. 

 



    

For GP budgets the key message is that the opening distance from target for 
Delegated Primary Care budgets is 3.94% and as such the CCG will receive 
more than minimum growth in this area. Funding increases by 3.5% in 2016/17, 
approximately 2% for the next three years and 3.5% in 2020/21. Some of this 
growth will be required to fund inflation increases in Primary Care such as 
increases in global sum payments. 
 
The overall budget for 2016/17 for which approval is being sought from the 
Governing Body is £510,696k. 
 
This is broken down as follows: 

 
   £,000 

 
CCG Programme Budget “Pre” Growth    440,973 
CCG Growth @ 1.39%          6,124 

         _____________ 
Total CCG Programme Allocation    447,097 

 
Return of 15/16 Surplus        18,120 
Primary Care Commissioning       38,152 
Growth @ 3.5%           1,360 

                   _____________ 
Total Commissioning Resources    504,729 

 
Running Costs Allocation          5,967  

         _____________ 
  

TOTAL CCG BUDGETS      510,696 
 

A full analysis is produced within Appendix B which is discussed later within this 
paper. 
  

4. Use of Growth Funding and Assumptions 2016/17 though to 2020/21 
(Appendix A)  
 
Within the financial plans already discussed by the Executive Committee and 
Governing Body the level of “Resource Releasing Initiatives” and “Investment” 
areas have been clearly identified. The consequence of tariff efficiencies and 
growth funding can be clearly seen in Appendix A. This is all pulled together in 
the “Financial Plan on a Page” within the summary source & application of funds 
statement element (Bottom left hand corner of Appendix A).  

 
In pulling together the detailed budget proposals for 2016/17 full account has 
been taken of all these issues, however a significant number of the plan figures  
become “embedded” within contracts etc. and as a consequence the detail is 



    

lost. To assist in understanding the budgets it is encouraged that members of the 
Governing Body review the “Financial Plan on a Page”, as it forms part of the 
strategy when producing contract controls for CCG commissioning teams which 
ultimately feed into the final budget proposals. 
 

5. Budget Proposal 2016/17  
 
Within the “Delivering the Forward View: NHS Planning Guidance 2016/17 - 
2020/21” published by NHS in December 2015 there is a section entitled 
“Efficiency Assumptions and Business Rules”. This includes the financial 
planning and business rules paragraphs which outline “the rules of the game” 
that will apply to CCGs in 2016/17. CCG budgets and plans will have to 
demonstrate achievement of the following:- 

 

 Delivery of a “Cumulative” surplus carry forward of at least 1%. 
 

 The holding of a contingency reserve of at least 0.5% of the CCGs total 
allocation for 2016/17 (including delegated budgets). 

 

 A requirement to set aside 1% of the CCGs total allocation for 2016/17 
non-recurrently (including delegated budgets). Unlike previous financial 
years CCGs are unable to commit this budget at the beginning of the 
financial year.  

 

 Spending no more than the running cost allowance. 
 

 Agree a Better Care Fund plan with the Local Authority 
 

 Continue to increase investment into mental health services at a level 
which at least matches the CCG’s overall expenditure increase. 

 
These “Business Rules” are seen as paramount in the delivery of sound financial 
management, as well as demonstrating financial resilience.  

 
Budgets being proposed must be seen to be delivering the objectives of the CCG 
as outlined in its operational and strategic plans as well as achieving the financial 
outcomes identified above. To support these outcomes 4 appendices have been 
produced which form part of the overall budget proposals. They are as follows:- 

 
Appendix A = 5 Year “Financial Plan on a Page” 
Appendix B = Sunderland CCG Budget Proposals 2016/17  
Appendix C = Running Costs Budget 2016/17 
Appendix D = Better Care Fund 2016/17 

 
A brief analysis of each appendix is described below:- 

 



    

5 Year “Financial Plan on a Page” (Appendix A)  
 

Although the CCG has only to provide an annual financial plan for 2016/17 it is 
good financial planning to have a sound Strategic Financial Plan. Appendix A 
attempts to summarise the plan at a “high level” on a single piece of paper. From 
a CCG perspective this plan will help inform the requirements of the local 
Sustainability and Transformation Plan as well as discussions with other local 
partners.   From the appendices the following information can be found:- 

 

 The Planning Assumptions i.e. Growth/Tariff Efficiency used in the model 
(Top left) 

 The level and summary detail of savings required (QIPP Productivity) (Top 
Right). 

 Planned Investment Proposals at a summary level (Bottom Right). 

 High level source and application of funds statement i.e. “Pulling it all 
Together”. (Bottom Left) 
 

It should be noted that the five year plan assumes a lower level of growth in 
Acute and Packages of Care from 2017/18 onwards.  Failure to deliver lower 
growth in these areas will result in an increase in efficiency requirements. 

 
Sunderland CCG Budget Proposal 2016/17 (Appendix B) 

 
Appendix B contains the full budgets of the CCG for which approval is sought. 
Members can see the total balances to the analysis shown within section 3 
above i.e. £510.696m meets all of the required business rules that the CCG must 
deliver on. 

 
The financial planning framework used by NHS England requires CCGs to 
identify spending over various sub categories “Programmes”. Appendix B mirrors 
these requirements so that the key elements of the CCGs spending plans can be 
seen. Of the total plan it can be seen that £304.3m (60% of total) is earmarked 
for the commissioning of services from NHS Providers and our largest contract at 
City Hospital Sunderland of £170.4m. 

 
At the time of producing this report contracts have not yet been agreed with all 
our main Providers.  As such the figures for some providers may be subject to 
change depending on contract negotiations.  These negotiations with Providers 
will continue to progress and a further update will be given at the next Governing 
Body meeting. 

 
Prescribing at £53m (10.4% of total) is the second largest category followed by 
Packages of Care at £28.7m (5.6% of total). 

 



    

The financial value of many of the business rules outlined at the beginning of this 
section can also be clearly seen within the “Other” category such as holding a 
0.5% contingency. 
 
One of the business rules is to increase spending in mental health services 
effectively at the level of allocation growth for the CCG.  Members will be aware 
that the CCG has invested significant sums into mental health service and whilst 
at the time of writing contracts have not yet been signed the CCG’s financial plan 
assumes an increase in overall mental health spending in line with our allocation 
growth. 

 
The financial plan also includes a planned reduction in the cumulative surplus of 
the CCG, down from £18.1m to £16.1m with £2m being utilised to support 
transformation projects.  Members will be aware that we agreed  to increase our 
surplus in 2015/16 with NHS England and as such have been guaranteed the 
return of this surplus in 2016/17 although NHS England have now signalled that 
the £250m held by them to meet this commitment is currently over-subscribed.  
The CCG will be putting forward its case that due to low levels of growth this 
draw down is essential to fund transformational change and support the CCG to 
meet in-year financial duties.   

 
It is important to note that the proposed financial plan for 2016/17 meets all of the 
business rules set by NHS England.  
 
QIPP (Quality, Innovation, Productivity, Prevention) – Productivity 
Requirements  
 
Following the allocation announcements for the CCG, significant increased 
pressures on Acute PbR activity and increased pressures in Packages of Care 
there is a need for the CCG to identify £15m of productivity schemes in 2016/17 
(see Appendix A). This £15m requirement represents 2.9% of the CCGs total 
allocation which is deemed by NHS England to be at the higher end of a 
reasonable target and is approximately five times what the CCG delivered in 
2015/16 when adjusting for delegated budgets and the PMS review of that year. 
 
The proposed productivity schemes for 2016/17 include £6.8m of existing 
productivity schemes already planned, £5.4m from ceasing non recurrent 
commissioning schemes previously funded from reserves and the remaining 
£2.8m from additional productivity schemes in 2016/17.  
 
It must be noted that productivity saving scheme vary in ease of deliverability and 
hence risk to the CCG.  For instance the plan to save £1.6m from a 4% reduction 
in non-elective activity is dependant on the success of Out of Hospital reforms 
and Community Integrated Teams and will be dependent on system wide working 
and secondary care providers not replacing this activity via local pathway 
changes.  The MSK pathway savings are dependent on GP referrals to the new 



    

provider. Some of the other schemes are dependent on contract negotiations 
with providers. 
 
Given the lack of growth funding delivery of the 2016/17 productivity savings will 
be key to the success of the financial plan and the CCG will put in place 
commiserate robust governance and support processes in order to aid delivery 
and reporting to the Executive Committee, the Governing Body and NHS 
England.    
 
Use of 1% Non-Recurrent Budget 

 
At the beginning of this section it was outlined that one of the “rules of the game” 
for 2016/17 was the requirement to set aside 1% of the CCGs allocation budget 
non-recurrently. Unlike in previous financial years, the CCG is unable to commit 
this budget at the start of the financial year.   
 
NHS England has now released further technical guidance relating to the 
utilisation of these funds in 2016/17. In order to contribute to health system risk 
management, HM Treasury has stipulated that the 1% non-recurrent budgets set 
aside by commissioning organisations must be uncommitted at the beginning of 
the financial year.  
 
The 1% non-recurrent budget will be used to offset pressures within the CCGs 
transformational footprint (Northumberland, Tyne & Wear) if pressures occur 
throughout 2016/17. Where the 1% budget is required to offset pressures, the 
CCG will be required to release the funds in order to increase the CCGs planned 
surplus for 2016/17. The exact process for agreeing release of these funds will 
be released at a future date.  
 
If the funds are not required to support pressures in the transformational 
footprint, it is expected the CCG will be able to use these funds non-recurrently in 
2016/17.  It is proposed that first call will be managing any overspending risk not 
covered by the contingency budget or other in year underspends. 
 
Holding a 0.5% Contingency Reserve 
 
The CCG is required to hold a contingency reserve of at least 0.5% which is 
uncommitted at the start of the year.  Unlike the new 1% contingency the CCG 
has complete control over this reserve.  Members will recall that in 2015/16, due 
to financial risk within the CCG’s budgets, it was deemed prudent to hold a 
contingency of double that value.  In 2016/17 we have effectively allocated half of 
the 2015/16 reserve to create the “new” 1% contingency mentioned in the section 
above.  Given the productivity target at 2.9% of total budget is already a 
significant challenge it is recommended to hold a 0.5% contingency this year 
rather than attempt to identify further savings of circa £2.5m in year to fund a 1% 
contingency.  This does though create further risk for the CCG and it is proposed 



    

that any “in year” underspends are used in the first instance to manage in-year 
pressures that exceed the value of the 0.5% contingency reserve.  

 
  Running Costs Budget (Appendix C) 
 

For 2016/17 the running costs allocation for the CCG has slightly decreased by 
£57k. This means the budget for NHS Sunderland CCG for 2016/17 will be 
£5.96m (down from £6.02m in 2014/15).  At the same time costs are increasing 
due to a 1 per cent pay award for all staff and the impact of increases in national 
insurance contributions resulting from pension changes. 

 
For 2016/17 budgets have been recosted for staff and non-pay budgets have 
been reviewed to ensure the efficiency requirement of £57k can be met.  Revised 
proposals outlining how we intend to contain expenditure within the new budget 
restraints are highlighted within Appendix C.  From Appendix C it can clearly be 
seen, structures remain affordable however the scope to fund in-year pressures 
or developments is constrained. Careful management of running costs will be 
required to ensure the CCG remains within the funding allowance. 

         
Primary Care Co-Commissioning  

 
Members will continue to co-commission general practice services in 2016/17 
with NHS England. These arrangements will allow the CCG greater flexibility to 
implement the agreed Primary Care Strategy for Sunderland.  For 2016/17 the 
CCG will receive a delegated financial budget of £39.512m. The Primary Care 
Committee will be reviewing and ratifying the budget assumptions undertaken in 
setting the budget for 2016/17.  

 
  Better Care Fund (Appendix D) 
 

This year the CCG is entering its second year of the Better Care Fund which has 
created an Out of Hospital Commissioning Partnership with the Sunderland City 
Council.  The CCG has continued with Sunderland City Council to commit to a 
considerably larger and more ambitious (than the statutory minimum figure) 
Better Care Fund Pooled Budget of £25.4m.  From Appendix D it can be seen 
that the CCG is committed to pool Out of Hospital budgets of £91.7m for areas 
such as mental health, community health, packages of care, carers and 
reablement services with Local Authority Budgets of £65.6m.  The Better Care 
Fund Budgets were approved at the Health and Social Care Integration Board on 
March 3rd 2016 subject to approval by the Governing Body of the CCG and by 
the Cabinet of the Local Authority.  At the request of the Better Care Fund 
Integration Board, work is also being undertaken on scenario planning on the 
2016/17 budgets in order to clearly identify activity trajectories and any additional 
required transformational efficiencies to ensure expenditure can be contained 
within budget.  
 



    

The Integration Board also recommended that the Sunderland Better Care Fund 
Agreement (the section 75 agreement) is based upon the agreement in place for 
2015/16 updated for the 2016/17 proposed budget and resultant updated risk 
share values.   As such members are requested to approve the continued use of 
the current section 75 agreement (updated as above) for governance purposes.  
The updated 2016/17 agreement will require sign off by the Chief Executive of 
Sunderland Council and the Chief Officer of the CCG prior to March 31st as well 
as approval by the Health and Well Being Board by the end of June 2016. 

 
Surplus Drawdown 2016/17 

 
CCGs have been requested in the planning guidance to plan to drawdown their 
cumulative surplus over the minimum 1% value over the next three years.  For 
the CCG this equates to drawdown of £13.4m. However the national drawdown 
fund for 2016/17 is over-subscribed by around double the amount available and 
as such it is likely only those CCGs that increased surplus in 205/16 will be able 
to draw down in 2016/17. The CCG plans to draw-down the remaining surplus in 
the following two years. 
 
As noted previously in this report, the CCG was guaranteed drawdown of £2m of 
its cumulative surplus to invest into non-recurrent strategic transformation 
projects following the decision to increase the planned surplus of the CCG by 
£2m in 2015/16.  The increased surplus position included a forecast underspend 
on delegated GP budgets and a commitment has been made to resource primary 
care schemes from this element of the drawdown.  Although at the time of writing 
the drawdown for 2016/17 has not yet been confirmed by NHS England the 
proposed transformation schemes to be funded and included in the budget are:  

 
i. GP Career Start Year 2 - £700k 
ii. Transformation Support  - £1,300k 

 
Members are asked to formally approve the application of the drawdown surplus 
as detailed above noting that NHS England has yet to formally approve the figure 
requested. 

 
6. Financial Risks Associated with Delivering the 2016/17 Budget  

 
Members can see that budgets are proposed for the CCG which balance to the 
control total outlined within section 3.  In producing a balanced budget which 
fulfills the criteria outlined in the Planning Guidance a number of financial risks 
will need to be managed. 
 
This is not a new concept for the NHS as all parts of the system have had to 
manage financial risk for a number of years and Sunderland in particular has a 
sound track record of doing so.  Providing the CCG maintains a positive stance 



    

towards effective financial risk management it will be well placed to deliver its 
financial objectives in 2016/17. 
 
Known risks that will require careful management in year are as follows:- 
 
i) Overspending Budgets 

 
Throughout 2015/16 whilst the CCG has delivered a balanced financial 
position two budget areas which have come under pressure: Acute 
Commissioning and the Packages of Care (as part of Better Care Fund).  
Members will be aware that both areas have been subject to reviews to 
understand the pressures which have arisen.  Funding has been identified 
from 2016/17 resources to fund the existing recurrent and non-recurrent 
pressures within these areas with an assumption that some future demand 
pressures will be managed in both areas.   

 
All other aspects of the CCG’s budget have also been reviewed with 
Directors and Service Leads and where appropriate additional funding has 
been added or amendments made to baselines. 
 
Despite this there is always a risk of demand on services or drugs being 
greater than planned or for unknown pressures to arise in year. 

 
ii) Better Care Fund 

 
This Better Care Fund (BCF) is entering into its second year of existence 
in 2016/17.  The 2015/16 financial outturn position of the BCF is forecast 
to outturn with a significant financial pressure of £8.9m.  A detailed budget 
setting exercise has been undertaken by both the Local Authority and the 
CCG in partnership to ensure overspending budgets have been 
addressed through when setting the budget for 2016/17.  
 
The BCF Integration Board has reviewed the proposed budgets for the 
BCF and has requested further work is completed to provide additional 
assurance that demand pressures can be managed within the budget set 
for 2016/17 and the scale of the transformational requirement is well 
defined. There is a risk that transformational requirements may not be fully 
delivered in 2016/17 and create an additional pressure on CCG budgets 
as a result.  
 
The proposed partnership agreement for 2016/17 continues with the risk 
share agreement put in place for 2015/16 that shares risk between each 
Partner based on contributions to the schemes within the Better Care 
Fund.  
  

iii) QIPP Productivity Requirements 



    

Embedded within our plans and now incorporated into the budgets being 
proposed for approval is the need to drive out £15m from productivity or 
efficiency measures in 2016/17 as outlined in section 5.  Whilst a 
significant proportion of efficiency plans have been delivered prior to the 
start of the year there is still a risk that not all of the productivity plans will 
deliver savings as planned in 2016/17.  One scheme relates to the 
reduction in non-elective admissions as a result of the Out of Hospital 
reforms and the risk of non-delivery of this will be mitigated through a 
specific risk share / incentive scheme with Providers utilising Vanguard 
funding.   
 
The QIPP Steering Group will manage and monitor delivery of all saving 
schemes which will be reported to the Executive Committee and the 
Governing Body on a regular basis. 

 
iv) Having an Under spend 

 
It may appear strange having this identified as a risk, however, the 
definition of success in financial terms for a CCG is classified as not being 
in deficit but also not having a significant surplus over and above the 
figure agreed at the start of the year and living within that “control total”.  
For NHS Sunderland CCG the control total will be the cumulative surplus 
figure of £16.1m.   
 

v) Unsigned Contracts 
 
The original national planning timetable indicated that contracts with 
Providers should be signed by 31st March 2016.  The deadline for signing 
contracts presents a risk that agreed contract values with Providers will 
differ to those included within the financial plan.   

 
vi) Financially Distressed Trusts 

 
Nationally the NHS provider sector has been under immense scrutiny due 
to growing deficits and a large increase in the number of financially 
distressed trusts.  Locally, three of our largest acute providers of care 
have been deemed to be “financially distressed”. NHS Improvement (the 
provider regulator) has written to all acute trusts providing emergency care 
offering funding from the Sustainability and Transformation Fund (STF) in 
2016/17 in order to enable the provider sector to deliver an aggregate 
bottom line financial position. The release of STF funding to providers will 
be dependent on achievement of three recovery milestones – deficit 
reduction, achievement of access standards and progress on 
transformation.  
 



    

There is a risk to the CCG that the activities of local providers undertaken 
to access STF funding could cause additional pressure on budgets. For 
example, through additional activity to meet access standards or plans 
focused on income generation to reduce deficits.   

 
7. Conclusion  

 
CCG’s have to submit their 2016/17 Financial Plans to NHS England on the 11th 
April 2016.  Within the report the proposed 2016/17 plan for Sunderland CCG 
has been outlined, identifying and drawing out the financial issues/challenges the 
organisation faces over the forthcoming year and providing an updated five year 
plan. 
 
This paper and its accompanying appendices is written to provide members with 
the required level of detail to understand how funds will be utilised, however 
particular attention is to be paid to the 2016/17 budget proposal outlined within 
Appendix B.    
 
Managing a total budget of £511m that has been subject to a real term cut brings 
with it many challenges and opportunities. Managing such a sum within budget is 
never an easy task: however the CCG has a history of demonstrating an ability 
and desire to deliver financial success.  
 
Given the changes in the allocation formula, 2016/17 is very much a watershed 
year for the CCG.  Our population and NHS England will be seeking assurance 
that for 2016/17 and beyond we are able to improve services for patients and 
transform patient care within our available resources and that in addition we are 
able to manage the impact of real term cuts in funding.  

 
8. Recommendation  
 

The NHS Sunderland CCG Governing Body is requested to;  
 

 accept and approve the enclosed revenue budget proposals for 2016/17 
and the supporting financial information relating to the Operational and 
Strategic Plans. 

 approve the use of the existing section 75 agreement (updated for 
2016/17 budget values) for the Better Care Fund.   

 
 

David Chandler   
 Chief Finance Officer  
 Sunderland CCG 
 29 March 2016 
 
 



Appendix A
PLAN ON PAGE 16-17 v7 PLANNING ASSUMPTIONS FOR CCG 5 YEAR FINANCIAL STRATEGIES QIPP PRODUCTIVITY - TO BE RELEASED IN THE YEAR SPECIFIED

Mar-16
2016/17 2017/18 2018/19 2019/20 2020/21 2016/17 2017/18 2018/19 2019/20 2020/21 Totals

     %      %      %      %      % £,000 £,000 £,000 £,000 £,000 £,000
Long Term Conditions

CCG Programme Allocation Uplifts 1.39 0.16 0.06 0.02 1.46 GP Out of Hours Tender 472 472
Totals 472 0 0 0 0 472

Delegated Primary Care Allocation Uplifts 3.56 1.84 1.93 2.23 3.55
Urgent Care Conditions

CITs & RaH 1,625 2,105 2,145 0 0 5,875
Tariff Assumptions Care Homes 250 250

RAID - Reduction in Non Electives 800 800
Tariff Uplift 3.45 3.08 3.18 3.28 3.28 Other - Reduction in Non Electives 200 200

CIT & RaH Model 1,795 1,795
Tariff Efficiency -2.00 -2.00 -2.00 -2.00 -2.00 Totals 2,875 2,105 3,940 0 0 8,920

Net Tariff Impact 1.45 1.08 1.18 1.28 1.28 Mental Health Conditions
RAID Funding Model 400 400
MH Matters 34 34

Prescribing Assumptions Bed Model Proposals 240 240
Totals 674 0 0 0 0 674

Prescribing Uplift 5.50 5.50 5.50 5.50 5.50
Planned Care Conditions

Prescribing Efficiency -3.00 -3.00 -3.00 -3.00 -3.00 Comm Servs 1,000 1,000
Non AQP Audiology 164 164

Net Prescribing Impact 2.50 2.50 2.50 2.50 2.50 Lucentis Tariff 300 300
Day Case to Outpatient 400 400

Delegated Primary Care Assumptions MSK Pathway Changes 520 152 73 0 0 745
Totals 2,384 152 73 0 0 2,609

GP Contract Uplifts 3.84 1.50 1.50 1.50 1.50
Prescribing Efficiencies 1,570 1,609 1,649 1,691 1,733 6,519

GP Premises Uplifts 1.50 1.50 1.50 1.50 1.50
Other

Misc NR Commissioning 5,346 5,346
NHS England announced detailed CCG level allocation on the 10th January 2016. Changes to the allocation formula has seen the distance from target Carers 300 300
allocation for the CCG increase from 12% at the end of 2015/16 to 18.6% at the beginning of 2016/17. As such the CCG will receive minimum growth in Misc Schemes (UC, VBC, CHC & Weight Man) 1,392 1,392
Programme budgets over the next five financial years which effectively is a real terms reduction in resources. Totals 7,038 0 0 0 0 7,038

Alongside programme allocations, NHS England annouced the allocation uplifts for Delegated Primary Care budgets. Primary Care funding for Unidentified QIPP 0 7,571 6,683 11,276 6,404 31,934
Sunderland is deemed to be 3.2% above target allocation (within 5% window deemed acceptable by NHS England) and therefore will receive cash 
growth over the next five financial years. TOTAL ALL QIPP PRODUCTIVITY SCHEMES 15,014 11,437 12,345 12,967 8,137 58,166

Growth allocations for 2016/17 to 2018/19 have been announced as firm with allocations for 2019/20 and 2020/21 being announced as indicative at this stage. Delegated Primary Care RRI's 684 614 503 503 573 2,878

The Productivity plans for 2016/17 have been discussed & agreed in principle by the Exec Committee & are a combination of existing agreed schemes (£6.8m), funds
released from ceasing non recurrent commisioning schemes (£5.4m) and additional productivity schemes (£2.8m). 
Work is ongoing to develop schemes and implement NHS Right Care in order to identify additional productivity schemes for 2017/18 and beyond in order to address
the significant unidentified productivity scheme of £32m. 

PLANNED INVESTMENT AREA'S

2016/17 2017/18 2018/19 2019/20 2020/21 Totals 2016/17 2017/18 2018/19 2019/20 2020/21 Totals
£,000 £,000 £,000 £,000 £,000 £,000 £,000 £,000 £,000 £,000 £,000 £,000

CCG  PROGRAMME ALLOCATION Out of Hospital
Packages of Care 4,000 2,000 2,000 2,000 2,000 12,000

SOURCES Total Out of Hospital 4,000 2,000 2,000 2,000 2,000 12,000

Increased CCG Allocations 6,124 729 255 83 6,544 13,735 Mental Health
MH Growth (LD Patients) 250 250 250 250 250 1,250

Tariff Efficiency 6,257 6,423 6,493 6,569 6,653 32,395
Total Mental Health 250 250 250 250 250 1,250

QIPP Productivity 15,014 11,437 12,345 12,967 8,137 59,899
Planned Care

TOTAL SOURCES 27,394 18,588 19,093 19,619 21,334 106,028 Access Growth 7,600 3,000 3,000 3,000 3,000 19,600

APPLICATION Total Planned Care 7,600 3,000 3,000 3,000 3,000 19,600

Tariff Uplift 10,834 9,888 10,319 10,769 10,907 52,718 Prescribing Investments 2,878 2,950 3,024 3,099 3,177 15,128

Investments--General 16,560 8,700 8,774 8,849 10,427 53,310 7 Day Access / Working 1,500 1,500

TOTAL APPLICATION 27,394 18,588 19,093 19,619 21,334 106,028 Pressures & In Year Developments
Safeguarding Investments 200 200
Specialist School Nursing 180 180

PRIMARY CARE  ALLOCATION GPIT 728 728
BCF 124 124

Sources Others 600 500 500 500 500 2,600
Increased Allocations 1,360 727 777 915 1,487 5,266 Total Pressures & In Yr Devts 1,832 500 500 500 500 3,832
QIPP Productivity Primary Care 684 614 503 503 573 2,878
Total Sources 2,044 1,341 1,280 1,418 2,060 8,144

TOTAL ALL INVESTMENTS 16,560 8,700 8,774 8,849 10,427 53,310
APPLICATION 
Contractual Uplifts & Pressures 1,231 517 518 520 523 3,308 Utilisaton of Surplus N/R 2,000 5,000 6,408 0 13,408
Investments - Primary Care 813 824 762 898 1,539 4,836
Total Application 2,044 1,340 1,280 1,418 2,062 8,144 Delegated Primary Care Investments 813 824 762 898 1,539 4,836

Figures included for tariff assumptions in 2016/17 are derived from 2016/17 Monitor consultation guidance. Assumptions for 2017/18 and beyond are derived Our 5 year period investments total £53m. Of this £2.6m is available for reform activities in the period 2016/17 to 2020/21 with the remainder mainly for growth pressures. 
from economic assumptions released by Monitor as well as an assumption that providers will not be expected to deliver larger than a 2% efficiency over Where there are known "pre-commitments" these are detailed (mainly in 2016/17). Additionally each year there are changes to tariff structure / issues / growth 
the next five financial years. arising within the Acute Contracts, Packages of Care, Prescribing & Mental Health.  
Primary Care uplifts for 2016/17 are derived from NHS England and BMA consultation releases as well as assumptions on inflationary and demographic As with any "long term" plan there is greater detail in the early years compared to the later ones and there is a need to identify & refine later years QIPP plans. As the 
increases over the next five financial years. CCG faces a large productivity challenge from low growth and pressures surrounding increasing demand for services, the planned reform fund is limited at present. 
NHS England business rules require the need to hold 0.5% contingency on all allocations. In addition the CCG is required to hold 1% of all allocations Once further clarity is known about the wider pathway reform activities from the NHS Right Care programme and productivity plans for 2017/18 and beyond, the 
uncomitted in 2016/17 for system wide pressures if they arise. If there is a need to support system wide pressures the CCG will be mandated to increase its investment areas will require revisiting. 
planned surplus for 2016/17 by funding released from the held 1% on a quarterly basis. If the fund is not required for system wide pressures the CCG will In line with NHS England requirements, the CCG plans to drawdown £13.4m of cumulative surpluses up until 2018/19 i.e. the excess cumulative surplus above 1% 
be able to deploy this resource non recurrently in 2016/17. requirements. 



Appendix B

NHS Sunderland CCG - Budget Proposals as at 29th March 2016

Category Cost Centre Name
Budget 

£
NHS Trusts City Hospitals Sunderland NHS FT 170,387,496
NHS Trusts City Hospitals Sunderland NHS FT - AQP Services 946,822
NHS Trusts Gateshead Health NHS FT 20,810,105
NHS Trusts County Durham & Darlington NHS FT 6,446,693
NHS Trusts NEAS Contracts 11,430,021
NHS Trusts NEAS Contract - Other Transport 58,460
NHS Trusts Newcastle Upon Tyne NHS FT Acute Contract 10,521,143
NHS Trusts Newcastle Upon Tyne NHS FT - Devices 14,811
NHS Trusts Newcastle Upon Tyne NHS FT Community Contract 33,098
NHS Trusts NHS Non Contract Activity 1,102,005
NHS Trusts North Tees & Hartlepool NHS FT 324,570
NHS Trusts Northumbria NHS FT 406,851
NHS Trusts Northumberland Tyne & Wear NHS FT 52,978,248
NHS Trusts South Tees NHS FT 541,617
NHS Trusts South Tyneside NHS FT Acute Contract 1,155,699
NHS Trusts South Tyneside NHS FT - NCA 1,338,475
NHS Trusts South Tyneside NHS FT Community Health Services Contract 25,514,712
NHS Trusts Tees, Esk & Wear Valleys NHS FT 253,486
Non NHS H-Care AQP Contracts 1,237,500
Non NHS H-Care Marie Curie Cancer Care 162,640
Non NHS H-Care Non NHS Non Contract Activity 997,989
Non NHS H-Care Stroke Association 74,131
Non NHS H-Care Sunderland Counselling Services 1,026,998
Non NHS H-Care Sunderland & Washington MIND 317,454
Non NHS H-Care Mental Health Matters 41,813
Non NHS H-Care Urgent Care Services 3,216,492
Misc Comm Carers 1,700,000
Misc Comm Exempt Overseas Visitors 70,377
Misc Comm Income from SCC re CAMHS service from STFT Community Contract (446,912)

Misc Comm LA Services (STFT Facilities, Exercise on Referral & Telehealth) 252,056

Misc Comm Interpretting Service 150,235
Misc Comm ISTC - Spire 4,089,700
Misc Comm ISTC - Nuffield, Ramsay & TSS 604,943
Misc Comm Medicines Management - Clinical 235,911
Misc Comm Misc Commissioning Contracts 4,519,216
Misc Comm Misc Commissioning Budgets 7,107,758
Misc Comm Misc PTS 145,853
Misc Comm Reablement & Readmissions Out of Hospital Services 5,942,781
Misc Comm Safeguarding 631,577
Misc Comm Depreciation 62,246
Misc Comm Intermediate Care & Community Equipment Services 2,344,982
Misc Comm LD, Dementia Services & CHC Services (LA Services) 1,865,717
Voluntary Bodies Age Concern Hospital Discharge 254,445
Voluntary Bodies Voluntary Bodies 115,376
Packages Packages of Care Including CHC & FNC 28,671,419
Prescribing Prescribing 53,036,766
Prescribing Oxygen  1,257,147
Primary Care Primary Care Co-Commissioning Budgets 38,919,320
Primary Care Oxygen Assessment & Review 182,417
Primary Care GPIT 788,000
Primary Care Primary Care LES & LIS 727,346
Primary Care Primary Care OOH 1,872,433
Primary Care Primary Care Out of Hospital Services (Vanguard) 1,006,740
Running Costs Running Costs (Appendix D) 5,967,000
Premises NHS Premises 1,087,000
Other 0.5% Contingency 2,402,000
Other 0.5% Contingency - Primary Care Delegated Budgets 197,560
Other 1% Non Recurrent Reserves 4,470,880
Other 1% Non Recurrent Reserves - Primary Care Delegated Budgets 395,120
Other Better Care Fund - Not embedded in other budgets 8,299,260
Other Winter Resilience Fund Recurrent 2,310,000
Other Surplus drawdown utilisation 2,000,000
Other Cumulative Surplus 2016/17 16,120,000
Total CCG Budget Plan 2016/17 510,696,000



Sunderland CCG Appendix C
RUNNING COSTS BUDGET 2016-17

Division Budgeted 
WTE 

Budget 
Control at 
2015-16 

prices

Pay Recosting - 
Pay Award & 

Recosting Effects

2015-16 
Recurring Total 

£000s per 
recostings

Identifed but unfunded Pressures / Risks Comments

Staff Budgets
CORPORATE GOVERNANCE 4.00 195,729 5,733 201,462
CEO/ BOARD OFFICE 6.30 1,007,591 22,076 1,029,667
COMMISSIONING 16.97 940,178 -16,239 923,939
CONTRACT MANAGEMENT 9.00 323,510 13,605 337,115
QUALITY ASSURANCE 4.27 213,934 5,653 219,587
FINANCE 7.00 317,576 18,809 336,385
EDUCATION AND TRAINING 7.23 284,558 -2,041 282,517
ESTATES AND FACILITIES 0.68 25,416 1,876 27,292
ADMINISTRATION AND BUSINESS SUPPORT 1.00 10,000 0 10,000

Total Staff 56.45 3,318,492 49,473 3,367,965 0
Non Staff Budgets
ADMIN ELEMENT OF LIS 212,250 0 212,250 Admin LIS funded at £0.77 a head
AUDIT COSTS (INTERNAL AND EXTERNAL) 126,310 0 126,310
CHAIR AND NON-EXEC DIRECTORS 158,849 10,352 169,201 Increase relates to recosting the NED and Chair budgets (These sit within non-pay 

costs as per coding guidance)
CLINICAL LEADS 218,440 0 218,440
CORPORATE MEMBERSHIP COSTS 47,104 -8,722 38,382 Mainly a realignment of costs between Corporate Membership costs and Training 

Costs
IT COSTS (HARDWARE AND SOFTWARE) 56,881 0 56,881
LEGAL AND PROFESSIONAL ADVICE 40,700 0 40,700
MINOR WORKS BUDGET 15,000 0 15,000
MISC COSTS 4,890 0 4,890
MOBILE PHONES 20,000 -5,000 15,000 (£5k) New phone charges to deliver
NECS CONTRACT 1,000,000 0 1,000,000
PEMBERTON HOUSE COSTS 285,415 0 285,415
PHOTOCOPIER COSTS 39,363 -5,000 34,363 (£5k) Savings on Photocopier Procurement
POSTAGE, STATIONARY ETC 15,850 0 15,850
PUBLIC RELATIONS 50,000 0 50,000
TITO 90,000 0 90,000
TRAINING COSTS 72,100 16,760 88,860 Mainly a realignment of costs between Corporate Membership costs and Training 

Costs
TRAVEL, SUBSISTANCE, MEETING COSTS ETC 143,148 -5,655 137,493 £6k savings due to low subsistence costs based on 2015/16 expenditure
RUNNING COST RESERVE 109,518 -109,518 0 Running Costs Reserves
Total Non Staff 2,705,818 -106,783 2,599,035

Total Running Costs Budget 6,024,310 -57,310 5,967,000



Sunderland CCG & Sunderland City Council Appendix D
2016/17 Better Care Fund Budget Plan

Schemes   
2016/17 CCG 
Contribution 

£

2016/17 
LA Contribution 

£

2016/17 
Total Pooled 

Budget 
£

CCG 
Risk Share 

%

LA 
Risk Share 

%
Community Integrated Teams & RaH Services Scheme 20,875,857             9,374,184               30,250,041             69% 31%
Mental Health Services Scheme 25,804,974             2,190,711               27,995,685             92% 8%
LD Services Scheme 9,654,540               23,842,739             33,497,279             29% 71%
Packages Scheme 31,679,193             24,609,031             56,288,224             56% 44%
Carers Scheme 1,700,000               1,935,332               3,635,332               47% 53%
Community Equipment Scheme 1,652,015               804,111                   2,456,126               67% 33%
Disabled Facilities Grant 300,000                   2,699,000               2,999,000               10% 90%
Total Better Care Fund               91,666,579               65,455,108             157,121,687 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
23rd February 2016 

Report Title: 
 

Sustainability Strategy and Action Plan  
 

Purpose of report 

 
Brief description of the purpose of the report  
 
This report asks members to consider and approve a Sustainability Strategy and Action Plan for the 
CCG including an action plan as to how the CCG will commence the implementation of this 
strategy.  The strategy cover threes key areas: 
 

- Commissioning for sustainability across pathways to reduce duplication 
 

- Being a sustainable organisation 
 

- Promoting sustainability amongst our GP members 
 
 

Key points, risks and assurances 

 
Sustainable development and carbon management are corporate responsibilities laid out in statute 
and the NHS constitution.  
 
By having a better focus on commissioning for sustainability, and working in conjunction with GP 
members, the CCG can help ensure there is a focus on being sustainable on a social, 
environmental and financial basis for the ultimate benefit of the residents of Sunderland. 
 
The risk of not addressing the points made in the paper is that the organisation becomes 
unsustainable against one or more of the elements above. 
 

Recommendation/Action Required 

 
Committee members are asked to: 
 

- Consider and approve the Sustainability Strategy and Action Plan 
-  

Sponsor/approving director   David Chandler – Chief Finance Officer 

Report author David Chandler – Chief Finance Officer 

Governance and Assurance 
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Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its 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:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

 
- The NHS Sustainable Development Strategy was released in January 2014 and covers the 

period 2014 to 2020.   It defines where the NHS needs to be on the path to sustainable 
health care by 2020 and the measures and targets against which progress will be 
measured. 
 

- The Climate Change Act 2008 sets legally binding targets for the UK to reduce its carbon 
dioxide (CO2) emissions by 80 per cent by 2050, which public sector organisations are 
expected to contribute to. 
 

Are the identified risks on the risk register?  

 
Risk of not being a sustainable organisation - to be added to risk register 
 
 

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

 
 

Equality analysis completed 
(please tick)  

Yes  No  N/A x 

Key implications 

Are additional resources 
required?   

 
- There may be additional non recurrent costs to support 

the strategy such as reviewing the energy efficiency of 
Pemberton House and a sustainability lead for general 
practice depending on how the strategy is implemented 
in practice.  The CCG will look to implement within 
existing resources where ever possible and keep any 
other costs to a minimum. 

 



 NHS Official Item: 9.3   

3 

 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

Has there been appropriate 
clinical engagement?  

Please specify 
 

The strategy has been approved by the Executive 
Committee. 

 

Any current or expected 
impact on patient 
outcomes/experience? 
 

 
Commissioning for sustainability across pathways will mean 
that services are considered over the longer term and a greater 
importance is placed on more local, preventative and proactive 
care.  This should improve patient outcomes and experiences 
of services commissioned by the CCG. 

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

 Stakeholder engagement is part of the strategy. 

Version Date Comments  

GB1.0 10/02/2016 DCh Initial Draft 

GB2.0 10/02/2016 TS correction of typos 

GB3.0 10/02/2016 Review by DC 

GB4.0 22/02/2016 Review by DC 

GB5.0 22/02/2016 TS correction of typos 

GB6.0 22/02/2016 FINAL DC approved 
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Governing Body 
Sustainability Strategy and Action Plan 

29 March 2016 
 
1. Purpose of Report  

 
This report asks members to consider and approve a Sustainability Strategy 
and Action Plan for the CCG including an action plan as to how the CCG will 
commence the implementation of this strategy.  The strategy cover threes key 
areas: 
 

 Commissioning for sustainability across pathways to reduce duplication 
 

 Being a sustainable organisation 
 

 Promoting sustainability amongst our GP members 
 
 

2. Background 
 

Sustainable Development and carbon management are corporate 
responsibilities. Clear governance provides an assurance process that 
considers requirements, both in terms of the law and to achieve high quality 
health and care. Demonstrating high quality health and care will be enhanced 
by embedding sustainable development into management and governance 
processes. 

 

The NHS Sustainability Development Unit (SDU) which is accountable to NHS 
England has recently published “Sustainable, Resilient, Healthy People and 
Places – A Sustainable Development Strategy for the NHS, Public Health and 
Social Care system” which asks all organisations to: 
 

1. Have a Board approved plan – A Sustainable Development 
Management Plan (SDMP) or equivalent including carbon 
reduction, adaptation plans and actions across the sustainability 
agenda. 
 

2. Measure, monitor and report - Statement of Progress and action on 
sustainable development and adaption performance with 
recognisable core standard figures in annual report. 
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3. Evaluation - for instance with the Good Corporate Citizenship self-
assessment tool, to ascertain areas of strengths and opportunities 
for development. 
 

4. Engage staff, service users and the public - engagement with 
public, patients, clients and staff to help understand and support the 
development of a more sustainable and resilient health and care 
system. 

 
This is supported by statute and constitutional requirements such as;  
 

 Climate Change Act 2008 – to reduce Co2 emissions. 

 Public Services (Social Value) Act 2012 – commissioners must 
consider social and environmental aspects when commissioning 
services. 

 Sustainable Communities Act 2007 – promoting the requirement to 
support local communities to be sustainable. 

 Carbon Reduction Commitment – mandatory energy efficiency scheme 
with penalties. 

 NHS Constitution – Principle 6 - “The NHS is committed to providing 
best value for taxpayers’ money and the most effective, fair and 
sustainable use of finite resources.” 

 
Having a SDMP is seen as crucial first step to embedding sustainability into 
organisational services and is also likely to improve value for money and cost 
efficiency because organisations will be adopting new practices such as 
carbon reduction and energy efficiency measures.  

 
An SDMP helps organisations to take a balanced view of sustainability 
including carbon reduction, adaptation and incorporating corporate social 
responsibility including meeting the Public Sector (Social Value) Act. 

 
 

3. Recommendation 
 

Members are asked to: 
 

 Consider and approve the attached Sunderland CCG Sustainability 
Strategy and Action Plan. 

 
 
David Chandler  
Chief Finance Officer 
February 2016 
 
 
 
 
 

 
 



 NHS Official Item: 9.3   

6 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sustainability Strategy and Action Plan
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1. Introduction 

 
 Sustainable development 

Sustainable development is about meeting the needs of today without compromising the 
needs of tomorrow. In the health and care system, this means working within the 
available resources to protect and improve health now and for future generations. In 
practice this requires the CCG to:  

 Focus on preventative, proactive care; 

 Involve patients in the planning and design of services 

 Build resilience whist protecting and developing community assets and strengths 

 Make the best use of scarce resources 

 Improve efficiency 

 Reduce waste 

 Reduce carbon emissions 

There is good evidence that taking action to become more sustainable can result in cost 
reductions and immediate health gains.  It helps to develop a health system that is 
sustainable by reducing inappropriate demand, reducing waste and incentivisng more 
effective use of services and products.  For example developing integrated models of 
care, promoting prevention and supporting people to stay in their homes as long as 
possible, we can reduce emergency admissions and ensure our resources are focused 
on delivering the best possible health outcomes. 

Reducing carbon dioxide emissions is the law in the UK  

The Climate Change Act 2008 sets legally binding targets for the UK to reduce its carbon 
dioxide (CO2) emissions by 80 per cent by 2050. All public sector organisations in the UK 
have a responsibility to put in place plans to meet this target. There is a strong business 
case for taking action to become more sustainable as this can also lead to significant 
financial savings.  

The NHS must help to mitigate the negative impact of climate change 
on health  

According to the Lancet climate change is the ‘biggest global health threat of the 21st 
century’. Climate Change is already impacting on lives and human health through 
extreme periods of heat and cold, storms and deteriorating air quality. The World Health 
Organisation has estimated that 150,000 deaths are caused a year as a result of climate 
change. Unless swift and decisive action is taken now, millions of people around the world 
will suffer hunger, water shortages and coastal flooding as the climate changes. As one of 
the world's largest organisations the NHS has a national and international duty to act and 
to set an important example to the business community and to the public.  

In 2009 the NHS Sustainable Development Unit published the first carbon reduction 
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strategy for the NHS. This showed that the NHS has a carbon footprint of 21 million 
tonnes of CO2, making it the largest public sector emitter of greenhouse gases in the 
country. Around 60 per cent of the total footprint is from the procurement of goods and 
services, with the rest split between energy consumption in NHS buildings and travel. The 
Carbon Reduction Strategy set the NHS an interim target of reducing its carbon footprint 
by 10 per cent between 2007 and 2015, 35% by 2020 and 80% by 2050. Figure 1 below 
demonstrates the scale of challenge. 

The NHS Sustainable Development Strategy was released in January 2014 and covers 
the period 2014 to 2020. Building on the original carbon reduction strategy the new 
strategy is not just for the NHS but embraces the whole health, public health and social 
care system. It defines where the NHS needs to be on the path to sustainable health care 
by 2020 and the measures and targets against which progress will be measured. 

.Figure 1: NHS England Carbon Emissions Targets 

 

 

 

Commissioning for sustainable development is the process by which commissioners 
improve both the sustainability of an organisation, and the way it provides services and 
interacts with people in the community. It is about striking the right balance between the 
three key areas of financial, social and environmental sustainability when making 
commissioning decisions. 
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2. Local context 

NHS Sunderland CCG is responsible for the commissioning of mos t  healthcare 
across Sunderland and working in partnership with other local public sector organisations 
for the benefit of the residents of Sunderland. The vision of the CCG is “Better Health for 
Sunderland” and one of its three Strategic Objectives is “Self Care and Sustainability.”  As 
such the CCG is committed to embedding sustainability into its operations and 
encouraging key partners and stakeholders to do the same. The CCG recognises that 
good maintenance and care of the environment contributes a great deal to the long 
term health of people, their social wellbeing and economic prosperity. 

 

3. CCG strategy 
 

The CCG will support sustainable development in the local health economy by taking 
action in three key areas:  
 

1) Commissioning for sustainability – ensuring that our commissioning processes 
support environmental and social sustainability;  
 
2) Being a sustainable organisation – adopting policies and action plans as a CCG that 
enhance the environmental and social sustainability of the organisation;  
 
3) Promoting sustainability amongst our GP member practices – promoting and 
supporting action on sustainable development across our practices in Sunderland. 
 

3.1 Commissioning for sustainability 

 

As an organisation that annually administers almost £500m of public funds we need to 
ensure we are taking a sustainable approach.  We also need to use our commissioning 
and contracting processes to embed principles of sustainability into our provider 
organisations, i.e.:  
 

 Planning pathways of care which promote preventative, proactive and self-care.  

 Co-designing pathways of care and agreeing outcome measures with patients and 
the public.  

 Ensuring all pathways of care integrate physical and mental health.  

 Ensuring services are efficient, i.e. avoid duplication and waste (within and across 
agencies). 

 Ensuring services are effective and based on sound evidence 

 Ensuring service contracts add social value 

 Ensuring tender scoring includes environmental impact 

 Ensuring contract mechanisms are used to ensure services meet required 
sustainability standards 

 

Actions we have taken: 

 

1. We have created a system wide Systems Resilience and Transformation Board 
focused on ensuring a system wide sustainable services 

2. We have developed system wide Mental Health, Out of Hospital and Urgent Care 
Boards to ensure collaborative joined up systems development and oversight 

3. We have improved a number of pathways of care and services to remove 
duplication such as MSK services. 
  



 NHS Official Item: 9.3   

10  

Actions we will take: 

 

1. We will work with partners to develop a five year Sustainability & Transformation 
Plan 

2. All new pathways of care will be reviewed against the above sustainability criteria.  
3. All new procurements to include measures of social value and sustainability. These 

are to be described in the service specification and explicitly weighted in the 
evaluation of bids.  

4. We will include measures of sustainability within performance monitoring of 
contracts 

5. We will ask providers to report on performance against their Sustainability 
Development Management Plans 

 

3.2. Being a sustainable organisation  

 

As an organisation that employs around 100 people we have a responsibility to behave in 
a sustainable way, this includes:  
 

 Raising awareness with our Governing Body and staff of sustainability issues 

 Making sure the working environment promotes health and well-being. .  

 Optimising our impact in the city by forging strong and enduring partnerships with 
other agencies and taking an active role in the city.  

 Ensuring we are resilient and able to adequately respond to adverse events and 
serious incidents. 

 Building a workforce for the coming years e.g. promoting opportunities for General 
Practice to engage with clinical commissioning, provide opportunities for graduate 
trainee placements, apprenticeships, GP Career Start etc. 

 Ensuring CCG business processes are improved to continually reduce our carbon 
emissions. 

 

 

The CCG’s carbon emissions 

 

The CCG is a tenant occupying three floors in a modern building in. The building uses gas 
for heating and domestic hot water and electricity for lighting, air conditioning and other 
powered equipment. The building has a current Displace Energy Certificate (DEC) rating 
of 85 out of 100 as at April 2015.  A rating of 100 would be typical for a building like 
Pemberton House. 
  
The CCG’s carbon footprint (from energy consumed by its offices) is 102 tonnes CO2 per 
annum. The CCG has an opportunity to reduce its carbon footprint in two key ways:  
 

1. By encouraging energy conservation behaviour amongst its staff. For example, 
turning off lights and equipment when not in use.  

2. Ensuring space is used efficiently, promoting agile / remote working and hot-
desking. 

 
The CCG will commit to measuring, reducing and reporting on its carbon footprint 
annually.  
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Reducing waste and consumables  

 

The CCG produces small volumes of general waste (i.e. office and kitchen waste), most 
of which is recycled via a mixed recycling system provided to the CCG and other tenants 
in the building through its facilities services contract.  
 
However, the CCG consumes a significant volume of paper in carrying out its work. It is 
estimated that it consumes around 54000 sheets of paper each year. This results in the 
destruction of trees and generation of almost 0.7 tonnes of CO2 per annum. The CCG 
can take action on this issue in two ways:  
 

1. By implementing paperless working practices (see below) and other paper reduction 
initiatives (e.g. defaulting all print devices to duplex printing).  

2. By specifying high recycled content (or even 100 per cent recycled) paper through 
its facilities contract.  

 
The CCG will commit to measuring, reducing and reporting on paper consumption 
annually and increasing the percentage of recycled paper product it consumes.  
 
Promoting green, low-carbon travel  
 
The CCG’s office is situated on the outskirts of Sunderland near to the A19 with good 
parking facilities on site. Staff employed by the CCG currently undertake around 28,000 
business miles and generate around 6 tonnes per C02 per annum.  We encourage staff, 
in partnership with the Local Authority “Go Smarter to Work Team,” to walk, cycle or use 
public transport wherever possible. Cycle storage and showering facilities are available for 
staff use.  A cycle to work scheme is in operation and allows staff to purchase a cycle at a 
discounted rate. The CCG promotes green car travel by allowing staff to charge their car 
on site, provides an electric car for travel to meetings which accounts for approximately 
1000 miles per annum and allocate parking spaces for those that car-share.  For meetings 
that require physical attendance the CCG promotes public transport such as by train 
wherever practical. 
 

The CCG promotes paperless working and continues to replace desktop devices with 
laptop and tablet devices. This supports a move towards greater agile and flexible working 
practices as well as paperless or ‘paper-light’ working. Wherever possible tele-
conferencing and video conferencing are used to minimise travel to meetings. 
 
Actions we have taken:  
 

1. We encourage staff to be energy and cost conscious.  Most light switches have 
either “turn it off reminders.” 

2. When refitting Pemberton House we implemented a number of green initiatives 
such as movement detecting lighting and paper free hand dryers. 

3. We have a cycle to work scheme, better cycle security facilities and a staff shower 
to encourage more staff to cycle to work. 

4. We have reduced the number of printing devices in the CCG and took advantage 
of lease expirations to lease new photocopier that use less energy and make it 
easier to scan and email paper records. 

5. We have funded more portable laptops and tablet like devices to staff to encourage 
the reduction of paper printing for meetings 

6. We actively encourage paper light working by the sending less paper meeting 
papers out and purchasing “Huddle” to enable the efficient collation & distribution of 
electronic papers for meetings. 

7. We have actively worked with the Go Smarter to Work Team from the LA to 
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encourage greener travel for staff being accredited at Silver level. 

8. We have made available an electric car, two electric car charging points and a 
lease car salary sacrifice scheme to promote greener car travel and promoted car 
sharing. 

9. We actively encourage and promote electronic meetings over the internet.    
 

Actions we will take:  

 

1. We will provide training on our sustainable commissioning strategy and processes 
for all staff and incorporate information and advice about sustainability and the 
responsibilities of staff into the staff handbook and appraisal process.  

2. We will reduce the carbon footprint of the CCG in line with NHS targets and, in 
particular, reduce the amount of paper we consume by 30 per cent over the coming 
three years through the roll-out of agile and paper-light working and adoption of 
high recycled content paper. 

3. We will ensure our Business Continuity Plan is kept up to date and fit for purpose 
and lead on improvements to system wide escalation processes. 

4. We will continue to provide opportunities for GP training and development and 
placements for GP registrars, apprenticeships, graduates and others. 

5. We will appoint green champions in the CCG to promote better use of resources 
and encourage reductions in carbon emissions. 

6. We will monitor and report on our progress against green targets in the CCG’s 
annual report. 

7. We will promote and provide training for the greater use of video and phone 
conferencing to reduce travel costs and time. 

8. We will install four more electric car charging points and increase the number of 
preferential car sharing parking spaces. 

 

3.3 Promoting sustainability amongst our GP members  

 

Now that GPs have responsibility for commissioning healthcare services it is important 
that practices as well as the CCG demonstrate leadership in this area and develop carbon 
management skills and awareness in order to improve efficiency and reduce carbon 
emissions in the future. Many carbon saving initiatives also have a positive impact on the 
health and wellbeing of staff and local residents. The third and final dimension of this plan 
therefore focuses on promoting and supporting sustainability within the CCG member 
practices. 
  
The differences in carbon intensity between practices can be explained primarily by the 
diversity in the buildings used across the city. In general more modern premises (and 
those recently refurbished) generate lower emissions than older buildings.  
 
We will assist practices to become more sustainable by providing practical support and 
advice on energy efficiency, carbon reduction and paper-light working within their own 
practices. In addition, we will support efforts by GPs to enhance health and wellbeing and 
social value in the wider community.  
 
We will ask localities and practices to sign up to a voluntary scheme aimed at helping 
them to reduce their carbon footprint. A review of each practice’s use of energy will be 
carried out. This will include the supply tariffs the practice is signed up to, to the condition 
of the building and efficiency of specific energy users (e.g. lighting and heating 
equipment) through to levels of staff awareness about how to save energy in the 
workplace.  
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A carbon footprint will be calculated for each practice along with a brief report of key 
actions the practice could take to reduce its carbon emissions.  
 
Actions we have taken: 

 

1. We have supported the implementation of electronic patient records 
2. We have supported the implementation of paperless discharge letters from City 

Hospital Sunderland 
3. We have implemented “DocMan” which is a more efficient and carbon light method 

of scanning documents into records 
4. We have supported the implementation of electronic prescribing in 75% of 

practices 
5. We have supported the implementation of systems to allow GP to GP patient 

record transfers   
 

 

Actions we will take: 

  

1. Providing our GP members with a simple carbon foot printing tool and encourage 
them to calculate a carbon baseline from which to plan emissions reductions.  

2. Incorporating a sustainability section in the General Practice Strategy.  
3. Producing a code of practice or charter for sustainable development in GP 

practices along with structured support and advice about energy efficiency and 
carbon reduction actions and renewable energy opportunities. 

4. Promoting one-stop clinics and phone consultations.   
5. Encouraging and supporting practices to promote active travel (using physical 

activity such as walking and cycling rather than driving) amongst practice staff and 
patients. 

6. Supporting the implementation of free to use Wi-Fi in all practices to support mobile 
working and paper less advice to patients 

7. Install electronic notice boards in every GP practice by the end of March 2016. 
 

4. Delivering our commitments 
  
The responsibility for scrutinising how the drive for sustainability is working will be 
embedded within the CCG’s core business processes, practices and revised constitution.  
 
All CCG committees will have sustainability objectives and principles integrated into their 
Terms of Reference.  
 
Progress will be reported by the Chief Officer as part of the CCG’s Annual Report. 
 



NHS Protect 

 

SCCG Sustainability Action Plan 

Area Actions Lead Target 
Date 

Commissioning 
for Sustainability 

Sustainability & Transformation Plan to be developed within Transformation Board David 

Gallagher 

Sept 2016 

All new pathways of care to be reviewed against sustainability criteria Debbie 

Burnicle 

April 2016 

All new procurements to include measures of Social Value.  These are to be described in 
the service specification and explicitly weighted in the evaluation of bids. 

David 
Chandler 

April 2016 

When we monitor the performance of providers via contracts we include measures of 
sustainability as determined via the procurement processes. 

Scott Watson April 2016 

For all providers we will ask that they provide regular reports on performance against their 
Sustainable Development 

 

Scott Watson March 2016 

Being a 
Sustainable 
Organisation 

We will provide training on our sustainable commissioning strategy and processes for all 
staff. 

 

Clare Nesbit June 2016 

Appoint Green Champions at Pemberton House Clare Nesbit July 2016 

Install new car charging points David 
Chandler 

March 2016 

CCG to update Business Continuity Plan and lead on improvements to system wide 
escalation processes. 

Debbie 
Cornell 

March 2016 

Continue to extend opportunities for training, development and placements for GPs, Health 
Care Assistant & Modern Apprentices 

. 

TBC March 2016 

Reduce the carbon footprint of the CCG in line with NHS targets and reduce the amount of 
paper we consume by 10% annually through the roll-out of our agile working, paper less 
working and adoption of high recycled content paper. 

David 
Chandler 

March 2017 

Leading our 
Member 
Practices 

Nominate / appoint a Sustainability Lead for member practices to roll out the programme of 
support for GP Practices during 2016/17. 

TBC July 2016 

Delivering our 

Commitments 

Constitution, Committee Terms of reference and business processes to be reviewed and 
updated as necessary to reflect responsibility for delivering Sustainability Plan 

Debbie 
Cornell 

  July 2016 

Annual update on progress to be produced for Governing Body Debbie 
Cornell 

Annual 
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 CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

  29 MARCH 2016 

Report Title: 
CCG Operational Plan refresh 2016/17 
 

Purpose of report 

 

The purpose of this report is to appraise the Governing Body of NHS planning 
requirements and specifically the development and content of Sunderland Clinical 
Commissioning Group’s (SCCG) Operational Plan for 2016/17. 
 

Key points, risks and assurances 

Key points 
 
NHS Planning Guidance, Delivering the Forward View: NHS Shared Planning Guidance 
2016/17 – 2020/21, published in December 2015 signaled the requirement to develop two 
separate but interconnected plans: 
 

 A five year, place-based ‘Sustainability and Transformation Plan’ (STP) to be co-
designed and co-produced by commissioners and providers; and 

 A one year operational plan for 2016/17, organization based but consistent with the 
emerging STP.  

 
Appended is SCCG’s Plan on a Page (PoaP), the high level overview of the CCG’s 
operational plan and level of ambition to deliver transformational changes over the next 
three years.    
 
The operational plan has been influenced by the requirements of the NHS planning 
guidance, NHS England’s Five Year Forward View and national ambitions for 
transformation in six clinical priority areas, including: mental health; dementia; learning 
disabilities; cancer; maternity and diabetes. The plan has also been informed by a 
comprehensive review of the CCG’s transformation programmes for 2015/16 taking into 
account progress to date over the preceding two years of the existing five year plan and 
the CCG allocations for the next 5 years. 

The PoaP, supported by narrative, detailed finance and activity templates and contract 
tracker have been submitted to NHS England in accordance with national deadlines on 8th 
February and 2nd March; the next submission is Friday 18th March before the final 
submission of 11th April. 

Key next steps include: 

 To continue to refine the plan taking on board feedback and recommendations from 
NHS England, Health Education North East following each submission and on-going 
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contract negotiations with providers. 

 To agree the level of improvement on all outcome indicators on the PoaP as well as 
the three local outcome indicators in light of recently published Quality Premium 
guidance. 

 To re-submit the plan on 17th March 2016 and 11th April. 

 To realign the CCG team (clinical and management) to the transformation 
programmes including the productivity plans. 

 To review governance arrangements to support the clinical and management leads 
and assure the CCG.  

 

Recommendation/Action Required 

 
The Governing Body is asked to note the contents of the report, the appended draft PoaP 
with supporting narrative and next steps. 
 

Sponsor/approving director   
Debbie Burnicle 
Deputy Chief Officer 

Report author 
Helen Steadman 
Strategy and Planning Manager 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its 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:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

No 

Are the identified risks on the risk register?  

Not applicable 

 
If issue/report has been previously reviewed please specify meeting and date 
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No although there has been a presentation on the POAP and planning context to the 
February Governing Body development session and the first draft was also considered at 
the March Executive Committee following an extraordinary Executive Committee session in 
February about the Plan and earlier executive committee development sessions. 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

Yes clinical and managerial resource to deliver the 
transformational programmes and productivity plans.  
These are currently being considered. 
 

Has there been appropriate 
clinical engagement?  

Yes via the Executive GP leads and the clinical 
representatives on the programme boards. 

Any current or expected 
impact on patient 
outcomes/experience? 
 

The PoaP is the mechanism to deliver our vision and 
strategic aims and outcome ambitions are set in respect 
of improving patient outcomes and experience. 

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

Yes via the Programme Boards, which are multi agency, 
and the Executive Development sessions which involve 
locality representatives. 
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Governing Body 
NHS Sunderland CCG Operational Plan 

29th March 2016 
 
1. Purpose 

The purpose of this report is to apprise the Governing Body of Sunderland 
Clinical Commissioning Group’s (SCCG) of NHS planning requirements and 
specifically the development and content of SCCG’s Operational Plan. 

 
2. Background 

NHS Planning Guidance, Delivering the Forward View: NHS Shared 
Planning Guidance 2016/17 – 2020/21, published in December 2015 
signaled the requirement to develop two separate but interconnected plans: 
 

 A five year, place-based ‘Sustainability and Transformation Plan’ 
(STP) which covers the planning footprint of Northumberland, Tyne 
and Wear (NTW) and has to be co-designed and co-produced by 
commissioners and providers; and 

 A one year operational plan for 2016/17, organization based but 
consistent with the emerging STP.  

 
2.1 STP 

The STP is an umbrella plan holding underneath it a number of delivery 
plans on different geographic footprints, including individual organizational 
operational plans. The focus of the STP is delivering the Five Year Forward 
View (FYFV) and closing the three gaps, namely: the health and wellbeing; 
the care and quality; and the finance and efficiency gaps. The STP invites 
organisations to come together to tackle challenges that cannot be 
addressed in isolation and help resolve long standing problems.  

 
The STP has central money attached. The Spending Review provided 
additional dedicated funding to drive sustainable transformation in patient 
experience and health outcomes over the longer term: a Sustainability and 
Transformation Fund (STF) of £8.4 billion by 2021. The quality of the STP 
will be used to allocate 2017/18 transformation funding. 
 
Further guidance was published in February which provided additional detail 
outlining the stages of STP development including key dates before the final 
submission deadline of 30th June 2016.  The STP will be the subject of a 
separate report to the Committee as it develops. 
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2.2 Operational plan 
The planning guidance also spells out the requirements that organizational 
plans must address in 2016/17.The CCG’s operational plan needs to 
deliver the nine national must-do’s for every health system, namely: 

1. Develop a Sustainability and Transformation Plan 
2. Return the system to aggregate financial balance 
3. Develop and implementation a local plan to address the sustainability and 

quality of general practice 
4. Deliver access standards for A&E and Ambulance waits 
5. Improve / maintain Referral to Treatment 
6. Deliver 62 day cancer waiting standard  
7. Achieve and maintain two MH access standards  
8. Transforming care for people with learning disabilities 
9. Improving quality – develop / implement an affordable plan  

The operational plan is regarded as year one of the five year STP and 
significant progress on transformation is expected through the 2016/17 
operational plan. 

 
Appended is the CCG’s Plan on a Page (PoaP) which is a high level 
overview of the organizational plan and the CCG’s transformational change 
programmes over the next three years. Also attached is the narrative that 
supports and sets the PoaP in context. 
 
The final submission date for the CCG’s Operational Plan to NHS England 
is 11th April 2016, however there are interim submission dates for the 
narrative, as well as the finance and activity templates and contract tracker. 
The appended narrative and PoaP is the submission on 2nd March 2016. 
 
The Better Care Fund Plan is being progressed through a parallel process 
and includes the submission of finance and performance planning template 
as well as a narrative. The first submission was 2nd March 2016 and was the 
template only. The next submission on 21st March is a refresh of the 
template including a narrative plan. The final deadline, to be signed off by 
the Health and Wellbeing Board, is 25th April 2016. 

 
3. SCCG’s operational plan  

 
3.1 Its development 

The table below sets out the process undertaken which led to the 
development of the first draft of a Plan on a Page (POAP) submitted on 8th 
February 2016 and subsequently on 2nd March 2016. 

Activity Date 

Commissioning for value September 2015 (Executive 
Development session) 

Stage 1 - Initial list of priorities (stock take of 15/16 
POAP; understanding of national view ahead of 

17th November 2015 (Executive 
Development session) 
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release of guidance) 

Stage 2 – Testing prioritization framework to refine 
the priorities (initial list; NHS Right Care; national 
clinical priorities) and developing the productivity 
plan 

15th December 2015 (Executive 
Development session) 

Stage 3 – Boards/leads evaluated their priorities 
using the framework 

January 2016 

Stage 4 – PoaP developed from outputs of stage 3 
along with draft productivity plan debated by an 
extraordinary meeting of the Executive Committee 
and revisions made 

2nd February 2016 

Gateway: PoaP endorsed by Executive 
Committee 

1st March 2016 

 
 

The operational plan has been informed by a comprehensive review of the 
CCG’s transformation programmes for 2015/16 taking into account progress 
to date over the preceding two years of the existing five year plan. The plan 
has also been influenced by the requirements of the NHS planning guidance, 
NHS England’s Five Year Forward View and national ambitions for 
transformation in six clinical priority areas, including: mental health; 
dementia; learning disabilities; cancer; maternity and diabetes. 
 
The CCG must demonstrate in its operational plan how it will deliver the nine 
national must-dos (section 2); regain NHS Constitution access standards; 
return to financial balance and eliminate unwarranted variation; and how the 
sustainability and quality of general practice including workload and 
workforce issues will be addressed. 
 
In addition it takes account of the CCG allocations over the next 5 years and 
the need to identify productivity savings in the order of approximately 10m a 
year per year in light of the CCG receiving little real terms growth due to its 
distance from target alongside increasing demand. 

 
3.2  Overview of the PoaP 

 
Some of the transformational changes on the CCG’s operational plan for 
2015/16 will continue in 2016/17. Out of hospital in 2016/17 (year 3 of this 
transformation) is about mainstreaming the delivery of the model of care 
following design and implementation in 2015/16. 
 
Much reform and investment has already happened in mental health 
services but it is recognized that the focus in 2016/17 needs to be on 
children and young people through the implementation of the 
transformation plan. Focus needs to be retained on learning disabilities as 
well to ensure people do not stay in hospital when they do not need to.  
 
A strategy has been developed for general practice in Sunderland and in 
2016/17, building capacity in the workforce is the priority to ensure 
sustainability. 
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New transformational changes for 2016/17 onwards include: 
 
Ensuring a safe and sustainable model of acute care – CHS NHS FT 
and South Tyneside FT have committed to working more closely together to 
ensure the local communities that they serve will continue to receive high 
quality and sustainable hospital and community health services.  
 
Both trusts now believe more significant transformation, leading to greater 
integration of services, is required to ensure safe and quality services as 
well as protect the future sustainability of healthcare across the communities 
of Sunderland and South Tyneside. They recognise the importance and 
value of having local hospital provision, providing a range of planned and 
emergency services, but equally recognise the urgent need to rebalance 
services across South of Tyne and Wear as it is no longer safe or 
sustainable for either organisation to duplicate the provision of services in 
each location. 
 
The trusts have agreed to form and implement a health alliance, working 
together as ‘South of Tyne Healthcare Group’ and embark on an ambitious 
programme of reconfiguring services across South of Tyne to deliver the 
best patient outcomes. 

 
Increasingly the focus of CHS will be on leading and providing emergency 
surgical and complex planned acute services across South of Tyne. 
Increasingly South Tyneside will move away from providing complex acute 
services and in future will lead on out of hospital rehabilitation, and 
diagnostic and screening services. South Tyneside District Hospital will 
continue to provide a broad range of emergency and planned hospital 
services and will be the lead provider of community services working closely 
with respective local authorities and primary care across the geographical 
area. 
 
In the first twelve months South of Tyne healthcare Group will work together 
to transform stroke, trauma, emergency surgical and maternity services 
(consistent with national reviews). 
 
The two trusts will continue to function as statutory NHS FTs and sitting 
aside them will be the South of Tyne Healthcare Group Board and Executive 
team comprising Non-Executives, Executives and leading clinicians who will 
govern the transformation and partnership working. 

Ensuring safe and sustainable services to improve outcomes in 
maternity and early years – although a transformation plan for children 
and young people’s mental health for 2016/17 onwards has been 
developed, it is recognised that the development of a joint strategy and 
commissioning approach for children’s services has not progressed in 
2015/16 as planned. During 2016/17 the CCG will continue to work with 
Sunderland City Council and partners to develop a joint strategy and 
commissioning plan to support improved outcomes for children and young 
people including those with special educational needs and disability.  
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Benchmarking against peer CCGs in England, maternity and early years are 
identified as areas where health outcomes can be improved, for example 
the percentage of low birth weight babies in Sunderland, smoking at time of 
delivery with higher spend on A&E in early years. Further work is needed to 
scope this mindful too of the recently published national maternity review 
and the transformation plans of the two FTs. 

Develop and implement an urgent care strategy for the residents of 
Sunderland – we have undertaken significant reform across the city during 
the last two years completing the implementation of our previous urgent 
care strategy. We are now reviewing the effectiveness of our current urgent 
care system across the city in light of recent national guidance, the 
establishment of the North East Urgent and Emergency Vanguard, the use 
of services by the population of Sunderland and the emerging South of Tyne 
Health Group. 

Develop and implement a local strategy to transform care and improve 
outcomes for people in Sunderland at risk of or affected by cancer 
from prevention to end of life – cancer is the condition that leads to more 
early deaths in Sunderland compared to England. To significantly improve 
health outcomes a different approach is needed to transform and improve 
care for patients at risk or affected by cancer. A local plan is needed to 
deliver the recommendations of the national cancer strategy and adopt a 
population based approach. 

Develop and implement a local strategy to improve outcomes for 
people at risk of or living with cardiovascular disease from prevention 
to end of life – from benchmarking SCCG against peer CCGs in England, 
cardiovascular disease is an area where health outcomes can be 
significantly improved; 32% of early deaths in Sunderland are due to 
cardiovascular diseases. This is at the early stages of being scoped. 

Implement a whole system approach to prevention to increase healthy 
life expectancy and make every contact count – Whilst prevention 
continues to be built into CCG transformation programmes, there is broad 
consensus that the development of a sustained ‘whole systems approach’ 
across Sunderland, with co-ordinated policies and actions across all 
‘opportunities’ within health and social care settings, is required in order to 
tackle the prevention and self-care agenda effectively. It is envisaged that 
this work stream would fall within the work of the STP to be delivered by all 
partners. 

Maximise the use of resources to improve outcomes for the people of 
Sunderland - This is linked to the CCG’s productivity plans. A national 
planning must do is that CCGs must demonstrate sustainability and the 
ability to contain expenditure within allocation. Following the announcement 
of CCG allocations, the CCG completed a refresh of the 5 year financial 
plan for submission to NHS England on 02/03/2016. The refreshed financial 
plan identified a need to deliver £39m of QIPP savings from 2016/17 to 
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2018/19 (previously plan was circa £12.4m). This is due to the allocation 
changes, change in 1% non-recurrent business rule (NHS England has also 
mandated the need to hold 1% of resources uncommitted at the beginning 
of the financial year for system pressures) and demand pressures on acute 
and Continuing Health Care.  

 
 

4. Next steps 

The PoaP was shared at the February Executive Development session 
where attention turned to the challenges of deliverability: delivering not only 
the PoaP but also the productivity plan which require clinical and 
management leadership.  Work is on-going to align the CCG team to these 
priority areas ready for a launch event in April. In addition work is 
progressing to engage with our member practices on our plan through our 
localities. 
 
Key next steps include: 

 To continue to refine the plan taking on board feedback and 
recommendations from NHS England, Health Education North East 
following each submission and on-going contract negotiations with 
providers. 

 To agree the level of improvement on all outcome indicators on the PoaP 
as well as the three local outcome indicators in light of recently published 
Quality Premium guidance. 

 To re-submit the plan on 17th March 2016 and 11th April. 

 To realign the CCG team (Clinical and management) to the 
transformation programmes including the productivity plans. 

 To review governance arrangements to support the clinical and 
management leads and assure the CCG.  
 

 
5. Recommendations 
 
The Governing Body is asked to note the contents of the report, the appended 
draft PoaP with supporting narrative and the next steps. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

NHS Official  Item: 9.4 

10 
 

 

 

 

 

 

 

 

Operational Plan 
2016-2019 

 
 
Second draft March 2016 
Version 4.0 
 

 

 

 

 

 

 

 

 

 

 

 



 

 

NHS Official  Item: 9.4 

11 
 

Contents 
 

1.0 Who are we? 
 

3 

2.0 Our vision and strategic objectives 
 

4 

3.0 Values and principles 
 

4 

4.0 Delivering the Five Year Forward View 
 

6 

5.0 Improvement interventions 
 

18 

5.1 Our progress so far 18 
 

5.2 CCG plan on a page (appended) 
 

 

5.3 Transformational programmes 24 
   
6.0 Workforce  

 
31 

7.0 Our financial plan 32 
 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

NHS Official  Item: 9.4 

12 
 

Introduction 

1.0 Who are we? 
 

Sunderland Clinical Commissioning Group (CCG) is the statutory body 
responsible for planning, purchasing and monitoring the delivery and quality of 
most of the local NHS healthcare and health services for the people of 
Sunderland. We are made up of doctors, nurses and other health professionals 
with management support. 

 
All 51 GP practices in Sunderland are members of NHS Sunderland CCG and a 
range of other clinical professionals also work with the CCG. The members have 
elected six GPs to lead the CCG on their behalf, working as part of a wider 
Governing Body which includes the Local Authority, lay members, senior 
managers, a hospital consultant and a senior nurse. The Governing Body and its 
formal committees are responsible for setting the strategy for health improvement 
in the city and ensuring the CCG delivers the improvements signalled in the 
strategy. In doing this we work very closely with other partners as members of 
Sunderland’s Health and Wellbeing Board to improve the overall wellbeing of 
local people
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2.0 Our vision and strategic objectives 
 

 

2.1 Our vision for 2018/19 
 

 

Our Vision is to achieve Better Health for Sunderland 
 
We will deliver this through: 

 
 Transforming out of hospital care (through integration 

and 7 day working); 

 
 Transforming in hospital care, specifically urgent and 

emergency care (7 day working); 

 
 Self - Care and Sustainability. 

 
We will do this by having a whole system approach working closely with 
citizens, patients, carers, providers and partners. 
 
This Operational Plan describes the work we will be undertaking to ensure the 
delivery of our vision and strategic objectives. 

3.0 Values and principles 
 

3.1 Core values 
 

 

Informed through local engagement with member practices, patients and local 
people, we have identified a set of core values which will continue to shape and 
underpin all of the work we undertake to deliver our vision.  These seven core 

values are outlined below around our vision: 
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3.2 System principles 
 

In order to deliver the transformational change set out in this plan the following 
system wide principles have been agreed: 
  

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

across Sunderland; 

 

 Mental and physical health will be equally important, recognising both 

impacts on each other; 

 

 To develop, as a principle, a team based working approach across the 

city; 

 

 To share learning and approaches around  demand  management across 

the health and social care sector, but also wider public sector e.g: 

Sunderland City Council; 

 

 A single System Resilience and Transformation Board will oversee this 

work. 

 

 We will work closely with our partners in neighbouring CCGs where our 

patients use services in these areas or where the level of transformation 

required is on a larger footprint than Sunderland
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4.0 Delivering the Five Year Forward View 
 

4.1 Develop a sustainability and transformation plan 

The System Resilience and Transformation Board met in mid-January to consider the 

system leadership arrangements required for the next five years in light of the new 

Mandate, allocations, local pressures and our local ambition for the people of 

Sunderland.  The group membership is from all the key health and care providers, 

commissioners, the Local Medical Committee and Healthwatch Sunderland.   

The strategic context and financial challenge were shared and our roles and 

responsibilities as system leaders were agreed.  This included defining the system and 

the vision; joint planning and defining interdependencies; good communication with 

patients and the public; being bold to deliver the vision. 

Further discussion took place on the mechanisms needed to deliver the Vision and a 

recognition that these needed to be more simple and streamlined.  They needed to be 

owned by our respective governing bodies and delivered under the banner of All 

Together Sunderland. 

The Board also agreed to express an interest in the following, if these would help 

accelerate the transformation required locally: 

 fast tracking the Sustainability and Transformation Plan (STP);  

 volunteering for the two care models (acute medical model in small DGH and 

managing tertiary placements) 

 exploring a single financial control total for the city.  

There was an agreement to develop a clear and credible plan building on the mental 

health, urgent care and out of hospital transformation to date, with more focus on 

prevention along with a clear focus on the future model for safe and sustainable 

acute care. There was also a recognition that the footprint required for this work would 

encompass different levels from Sunderland only to North East wide.  

Individual representatives agreed to engage with their Boards on the proposals and to 

continue to use the System Resilience and Transformation Board to develop the STP 

moving forward. 

The Board, which meets monthly, continues to progress this work. In February, each 

organisation shared their operational plan to ensure alignment and to support an 

integrated approach to planning. Together, we have begun to consider how we will 

develop the delivery plan under the STP which covers the ‘North’ planning unit 

including: transformation of hospital services across Sunderland and South Tyneside 

health economies; and addressing the three gaps in particular a whole system approach 

to prevention and delivering financial balance across the system. We aim to use the 

existing All Together Better multi-agency Communications and Engagement group as 
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the forum develop our plans to engage with the public and patients given the 

membership of the communications leads from provider organisations, which is to be 

expanded. We will focus in the coming month on how we will co-ordinate the production 

of the delivery plan for this wider geographic footprint and the governance 

arrangements. 

4.2 Returning the system to aggregate balance 

As noted above, Sunderland has a System Resilience and Transformation Board, which 

is beginning to focus on delivering the Sunderland system to aggregate financial 

balance. An overview of the financial situation across the NHS and the Local Authority 

over the next 5 years has formed the basis of the discussions and all agreed the need to 

work together to address the sustainability issues. The Board has commenced initial 

planning in this area with high level strategic planning and an open book approach on 

detailed plans and projections. The Board will lead the development of the STP for 

Sunderland and delivery across all organisations.  

4.3 Develop and implement a local plan to address the sustainability and 

quality of general practice  

In 2015/16 we took on delegated responsibility for the commissioning of general practice 

which provides the opportunity to improve general practice locally and create a joined 

up, clinically led commissioning system.  

In 2015 we developed our commissioning strategy for general practice across 

Sunderland which aims to sustain and transform general practice to ensure the provision 

of high quality primary medical care delivering improved health outcomes for local 

people. 

4.3.1 Quality 

Quality in general practice is currently measured through a number of indicators (Quality 

and Outcomes Framework (QoF); GP survey; Friends and family; outcomes and ratings 

from CQC). In 2016/17 we will continue the work we started in 2015/16 to develop and 

agree the key measures that we will use to monitor quality in primary care. We have 

initiated work at a development session with members of our Governing Body and CCG 

Lead Officers for Quality and Contracting on developing options as to how we, as co-

commissioners of general practice, can monitor and report quality in primary medical 

services. We will progress this work in the coming months. 

4.3.2 Sustainability 

Prior to the development of this strategy, work had started in early 2015 to develop the 

general practice workforce in Sunderland as we recognised its importance to the 

development of a strong future model for general practice. A Workforce Steering Group 

has been set up to focus attention on workforce planning for Sunderland in light of 

identified recruitment, retention and succession planning issues.  
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Investment has been made in 2015/16 into a GP Career Start Programme over two 

years resulting in the recruitment of an additional eight GPs. Investment has also been 

made in 2015/16 in a Nursing Career Start Programme resulting in the recruitment of 

nine apprentice Nurse Assistants placed in GP practices in Sunderland. We have 

committed to match funding a national pilot practice based pharmacy bid awarded to 

Sunderland GP Alliance.  

The focus in 2016/17 will be on increasing capacity and building the general 

practice workforce both to support core general practice activity and the out of hospital 

transformation. 

This year we aim to grow and invest in the general practice workforce. We recognise 

that in general practice skill mix in practice nursing teams is limited and developing practice 

nursing teams to include greater use of healthcare assistants will improve skill mix and 

increase capacity enabling better use of limited practice nurse resources by enabling team 

members to practice to their full scope. HCA workforce in Sunderland is a small and their 

role is very limited with few development opportunities.  

A business case is currently being considered to commission a structured apprenticeship 

development programme which runs for 27 months providing an opportunity for apprentices 

to develop the skills and knowledge required to become a healthcare assistant qualified for 

entry onto a pre-registration nursing programme. We will aim to recruit an additional 20 

HCAs through this programme across Sunderland from 2016/17. 

It is predicted that Sunderland CCG (SCCG) will lose a significant number of practice nurses 

due to retirement in the near future.  Historically practices have been reluctant to employ 

nurses without General Practice experience because individually they lack the resources to 

provide/source training, mentorship and support.  Recruitment is now very difficult because 

the pool of skilled and qualified practice nurses is becoming smaller and smaller.   

A business case is therefore being considered currently to commission a career start 

scheme for practice nurses from 2016/17. The introduction of the Practice Nurse career 

start programme lasting 24 months will also provide sustainability to the current practice 

nursing workforce and increase the potential for the release of experienced and skilled 

practice nurses to offer proactive co-ordinated care to those patients with the greatest need.  

It could also provide opportunities to support practice nurses who wish to progress to 

become a nurse practitioner or for practice nurses preparing to retire in a more staged, 

step down approach.  We will aim to recruit and retain 20 practices nurses through this 

programme across Sunderland. 

4.3.3 Out of hospital model and general practice 

General practice is at the heart of the Out of Hospital model of care (MoC). The 

enhanced primary care programme within our model will help to support the 

sustainability and quality in general practice because it is supporting general practice in 

Sunderland to develop interventions which will improve quality of services, reduce 

unnecessary variation and help practices to work together and provide care closer to 

home.  
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Working with Sunderland GP Alliance, initial plans are in development to provide 

enhanced primary care at scale for 12 – 15% of the our population with moderate needs 

who could benefit from better co-ordinated community based care and who account for 

36% of our health and social care spend. The aim is to prevent these patients with long 

term conditions, including COPD, heart failure and chronic kidney disease from 

becoming high risk through implementing interventions including:  

 Piloting post discharge clinics with a focus on self-management and medication 

reviews; implementing a programme of best prescribing practice across primary 

care for people with diabetes;  

 Developing clinical specialisms to enable out of hospital care and  

 Investing in Map of Medicine (MoM) to support consistent application of clinical 

pathways across the city and reduce unwarranted clinical variation. 

In addition to improving quality of care for patients and supporting better self-

management of their long term condition, we anticipate the benefits to be: 

 Reduction in primary care prescribing spend; 

 Reduction in emergency admissions; and 

 Reduction in referrals to secondary care 

4.4 Deliver access standards for A&E and ambulance waits 

4.4.1 A&E 

Ensuring delivery of the constitutional requirements remains a priority for the CCG.  We 
have developed our transformational change programmes with a specific focus on 
improved access, greater out of hospital care and delivery of the constitutional 
requirements.   

The urgent care system in Sunderland has undergone transformational change over the last 
two years, for example a new GP Out of Hours Service co-located with a rapid response 
Recovery at Home service supporting hospital discharge as well as step up care alongside 
the mobilisation of four GP-led Urgent Care Centres (UCCs).  

During 2015/16, we have worked closely with City Hospitals Sunderland NHS Foundation 
Trust (CHS NHSFT) and community services to support the delivery of the A&E access 
standard. 

 We have established a multi-agency Surge Group across the city which meets 

weekly throughout the year to work collaboratively to address challenges and 

support system resilience. 

 We have in place a citywide surge escalation protocol to enable any partner in 

the city to call a meeting/conference call for support to manage flow across the 

system. 

 We have supported the use of a ‘Perfect Week’ approach in CHS NHSFT, 

supported by community services, to improve flow. 

 We have UCCs, including one adjacent to the hospital site, to facilitate streaming 

of patients to a more appropriate service thus ensuring patients in A&E are 

people who require that level of service. 
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 We have implemented the National Early Warning Score (NEWS) into all Care 

Homes in Sunderland as part of a digital health solution. 

 We are further developing Ambulatory Care within CHS NHSFT and the 

community. 

 We are working with CHS NHSFT on the implementation of the ‘Big Front Door’ 

which will be in place at the end of 2016.   

 An alliance arrangement exists between CHS NHSFT and Northern Doctors to 

improve system wide performance and pathways across the city.  This will 

include GP and Clinical Leadership across all of the Urgent Care Centres and 

improved system governance.  It is expected that this will come to fruition in Q4 

2015/16. 

 We have raised awareness of alternatives to A&E as part our local 

communications. 

 We have worked with NEAS NHSFT to increase the use of pharmacies as an end 

disposition for patients calling NHS 111, where appropriate. 

 We worked with paediatricians at CHS NHSFT to develop an app for parents to 

enable them to manage common childhood illnesses, supported by an 

information booklet and education sessions. 

Ensuring people do not stay in hospital for longer than they need is important to the 
delivery of the A&E standard – maintaining patient flow. In Sunderland we have taken a 
number of measures to minimise delays, which will continue, including: 
 

 The Recovery at Home team supporting daily ward rounds resulting in increased 

referrals to the team and increased number of daily discharges. 

 Implementation of a single point of access – 24/7, single telephone number 

providing speedy and efficient access to wrap around health and social care 

support. 

 Integrated GP support for the Recovery at Home team to enhance the ability of 

community teams to care for patients at home. 

 Development of community intravenous antibiotic pathway. 

 Easy access to telecare and equipment 

 Rapid access to flexible community beds where appropriate. 

 Transport links to facilitate discharge 

 Ability to provide short term discharge support for patients wherever they live, 

including in nursing and residential homes. 

CHS NHSFT has made a significant improvement in 2015/16 and we anticipate further 

improvements throughout 2016/17 of approximately 1.2% each month.  In 2016/17, we 

will continue to work with CHS NHSFT and expect to achieve the overall A&E standard 

for 2016/17 in light of the work noted above.  However, due to increasing pressures over the 

“winter” period, it is anticipated that performance will be below the 95% standard but higher 

than the same periods in 2014/15 and 2015/16.  

Accident and Emergency activity 
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We are forecasting a net 2.5% increase in A&E activity in 2016/17.  The vast majority 
of the increase relates to the increasing activity in GP Led Urgent Care Centres in the 
city, particularly within Houghton which is the newest UCC, where activity is increasing 
slightly month on month.  Due to the CCG’s work on transforming out of hospital care, 
activity reductions have been factored in based on detailed modelling at patient level.  
This has been reflected in contracts with providers and detailed in the activity and 
finance waterfall submissions.  

Non-elective activity 

We have a significant transformation programme for out of hospital care which is now in 

implementation stage.  With the implementation of the Community Integrated Teams and 

Recovery at Home programmes, we have included a reduction in non-elective activity for 

2016/17. 

Using historical activity levels over 4.5 years, we have identified an initial growth in non-

electives of approximately 3.7%.  We have used this demographic and non-demographic 

growth in contract offers with providers and then applied a reduction based on year one 

of the implementation which sees an overall reduction over the next three years of 

12.5% (4,500 admissions).   

For 2016/17, the outcome is an overall growth in non-electives of 0.1% which takes 
into account a slight increase in maternity related activity.   

We have worked with partners to understand the patients who are at most risk of 
hospitalisation and those who would benefit the most from integrated and proactive care.  
Using predicative risk tools, which are now in place within Sunderland, we have 
identified the patients and analysed historical secondary care usage and used clinically 
validated models such as the LGA Toolkit and the AnyTown model to assess impact.  In 
2016/17, it is anticipated that 1,250 non elective admissions will be saved and 1,598 
accident and emergency attendances.  Both adjustments have been reflected in 
provider contracts and detail has been shared with providers at HRG level such is the 
level of detail we have been able to justify with our modelling.  The activity and finance 
waterfall tables also include the monthly profile and phasing of the impact.  Again this 
has been shared with providers. 

Activity has been profiled using a 4 year seasonal profile. 

4.4.2 Ambulance 

In 2015/16, we put the following measures in place to support local delivery of the standards 

for ambulance waits:  

 We invested, via CQUIN with NEAS NHSFT, to ‘test’ Advanced Paramedics to 

increase see and treat rates; and  

 We commissioned dedicated vehicles to reduce ambulance waits.  

These are in addition to regional initiatives to support the delivery of the standards, e.g 

HALO and three dedicated Palliative Care vehicles.  
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As one of the lead commissioners for the ambulance service, we will work with other 

CCGs in 2016/17 to improve performance against core standards. Whilst Sunderland is 

achieving the national targets, we recognise that we need to work across a wider 

footprint to support NEAS NHSFT in addressing workforce capacity and issues. 

4.5 Improve/maintain RTT 

We are committed to ensuring the delivery of NHS Constitution rights and pledges and 
expect that our plans will continue to deliver this.  

Overall, we continue to deliver the 92% standard for incomplete waiters and have shown 
an improved position throughout 2015/16.  We will maintain the 92% standard in 
2016/17 and work with providers to achieve the standard at specialty level.   

In 2015/16, specialties not achieving the 92% standard were: Trauma and Orthopaedics; 
Respiratory Medicine; and Gastroenterology.   

Gastroenterology was a short term issue due to increased demand for routine services 
which impacted on diagnostic waits and cancer two week wait.  The CCG commissioned 
from other providers within the independent sector to increase capacity to cope with the 
demand. We also provided education for primary care to help reduce variation and 
inappropriate referrals into secondary care. Discussions continue throughout quarter 
four around the pressures facing CHS NHSFT due to workforce pressures as well as 
potential future models for gastroenterology to support sustainability 

In 2016/17, we will continue to commission from other providers including utilising the 
independent sector to ease local pressure, if necessary.  CHS NHSFT will also be 
opening a new Endoscopy suite which provides additional capacity for endoscopy. We 
will progress the potential development of a community gastroenterology service which 
will ease pressure on secondary care given the pressures of staff shortages and help 
focus capacity on urgent and two week wait referrals.  We will evaluate the one stop 
shop gastroenterology pilot which is currently being provided by Spire Hospitals 
Washington which will feed into the developments of gastroenterology in the community.   

Trauma and Orthopaedics has been a pressure throughout 2015/16 and despite 
reductions in the number of long waiters, CHS NHSFT continue to experience pressures 
in foot and ankle.  The CCG continue to work with CHS NHSFT on delivery of the 
recovery plan for Trauma and Orthopaedics.  

During quarter 3 we commissioned a new Integrated Community service for 
musculoskeletal conditions, which will help to alleviate pressures on secondary care and 
provide choice at the point of onward referral for consultant opinion.  The service is an 
integrated service for both MSK and physiotherapy and is working closely with CHS 
NHSFT in developing further integration across a number of pathways including back 
pain and spinal.  Consultants from secondary care are actively working with the service 
on innovative models, such as direct listing for surgery for spinal patients and additional 
triage to ensure those patients who require secondary care are able to access it in a 
timely manner. The service is also one of the first in the region to implement the STarT 
Back programme which matches treatment packages which are appropriate and based 
on clinical evidence.  This will help reduce demand on secondary care. 

Respiratory Medicine is a pressure going into 2016/17 due to consultant capacity.  The 
CCG is working with CHS NHSFT to understand actions being taken to address the 
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capacity issues and understand system wide actions that could be taken to help reduce 
demand.   

We will continue to work with our GP practices through our established locality model to 
help manage referral processes away from pressure areas using:  

 MoM to focus on gastroenterology and respiratory clinical pathways and 

procedures of limited clinical value;  

 Six weekly education events, attended by all practices;  

 Locality working, one of the core functions of which is to improve quality in 

general practice by addressing clinical variation; and 

 Other communication mechanisms.  

At the same time we will continue to undertake deep dives with clinical leadership from 
the CCG with CHS NHSFT to ensure all possible actions to address pressures are 
actively being progressed. 

Elective 

We are planning on a net 8.9% decrease in elective activity in 2016/17 over 2015/16 
forecast out turn as at month 8 (based on local SUS data).  This is based on current 
demand projections at a provider level which will form part of the contract offers.  A 
detailed demand model has been produced which looks at referrals, conversion to 
outpatient attendances and then conversion to inpatients which identifies demographic 
and non-demographic growth.  Admitted, non-admitted and incomplete pathways have 
also been reviewed at specialty level, including clearance times and adjustments made 
to demand in order to deliver 18 weeks for incomplete pathways.  Clearance times have 
also been considered and discussed with providers.  Due to on-going contract 
negotiations, this area is still subject to change.   

The major contributor to the planned reduction in elective activity is based on a coding 
and counting change which aims to record activity as outpatient procedures rather 
than day cases for Ophthalmology.  National benchmarking was undertaken to 
identify opportunities for providers to classify activity as outpatient procedures and 
clinical discussions are taking place to ensure that data definitions are being applied 
appropriately.  This does not affect 18 weeks or any of the constitutional standards. 

Other contributors to reducing demand for planned care in 16/17, although not factored 
into the activity and finance waterfall tables because we are in the initial stages of 
working this through include: 

 Addressing unwarranted clinical variation – a Task and Finish group, with 

clinical leadership from an Executive GP, is meeting from early March to support 

productivity plans in 2016/17 by addressing unwarranted clinical variation in 

general practice. At this stage it is proposed that the initial focus would be current 

performance pressures of gastro and respiratory medicine, which is also 

identified as an area where we can improve health outcomes and spend by NHS 

Right Care. 

 Map of medicine – to support practices to apply national best practice or 

localised clinical management across a number of pathways which could include 

performance pressure areas, already cited, and support adherence to the 

Commissioning for Value policy specifically in respect of procedures of limited 
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clinical value. Map referrals standardises the referral process across every 

practice in line with locally determined pathways. We know from benchmarking 

done in 2014 on activity and spend in 13/14 at a regional level that there is a 

significant productivity opportunity in respect of removal of benign skin lesions, 

varicose veins and tonsillectomy and we will focus efforts in these areas initially 

to ensure consistent application of clinical pathways.  

 Enhanced primary care – as already stated in 4.3.3 we anticipate that the 

enhanced primary care programme will reduce unnecessary variation through the 

interventions we propose to implement. 

Our projections are slightly lower than those provided by NHS England in the Indicative 
Hospital Activity Model (IHAM).  We have compared outputs and the main difference 
relates to the adjustments made for RTT after discussions with providers as part of 
contract negotiations.  Given the progress made in 2015/16 in referral to treatment and 
the current position in clearance time, the CCG believe that local models are more 
reflective of the current position than the IHAM model.  That being said, the IHAM model 
offered a good sense check and validation, particularly when comparing demographic 
growth over the past few years. 

Given the increased level of working days in 2016/17, the CCG have opted for a working 
days profile for planned care elements and this is now factored into activity assumptions.  
This will also be the basis for provider contracts in 2016/17. 

Outpatients 

We are forecasting a 1.7% increase in first outpatients and a 4.1% increase in 
follow-up outpatients in 2016/17.  This is based on the demand model discussed 
above and it takes into account the current contract negotiation positions with each 
provider.  Our demand projections are in line with NHS England projections, which are 
documented in the IHAM. 

Due to the day case to outpatient procedure counting change discussed above, follow 
up outpatients have been adjusted to take this into account.  Again this is subject to 
change due with on-going contract negotiations and has been detailed in the activity and 
finance waterfall tables.  Due to the activity section being aligned to the technical 
guidance and the finance section being aligned to the finance submissions, financial 
impact has not been included in the waterfall table.  The CCG has included outpatient 
procedures within the “Other” section of the finance submission whilst the activity 
submission will have them included within follow up outpatient attendances. 

4.6 Deliver 62 day cancer waiting standard 

We continue to show improvements in all cancer standards and, despite short term 
issues in specialties such as breast and gastroenterology, we were able to react quickly 
and work with providers, general practice and other stakeholders to implement recovery 
plans and deliver improvements month on month in 2015/16.  

We will aim to maintain this performance in 2016/17 and deliver all national 
standards each month. We will work with providers to implement improvements in the 
pathways, where there are pressures. 

We are forecasting a 1.5% growth in cancer 2WW/62 day pathways in 2016/17. We 
are confident however that we can deliver the 62 day cancer waiting standard in 2016/17 
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despite the pressures particularly in urology and lung pathways. We are working with 
CHS NHSFT to implement the recovery plan, submitted to NHS Improvement in 
2015/16.  The plan details key actions that are being taken to reform pathways and 
better understand capacity and demand.  This has been modelled into our activity 
submissions.    

The CCG have commissioned a breast ‘one stop shop’ assessment service, based in 
Grindon Lane Primary Care Centre, which should improve flow through the pathway, 
developed in conjunction with stakeholders and key patient groups in Sunderland. This 
service will see patients who are referred with suspected breast cancer seen in a ‘one 
stop shop’ service where they will be seen and will receive results immediately.  This will 
lead to quicker diagnosis and therefore a better outcome, and is available for patients 
whether they have suspected cancer or not.   

The CCG is working with CHS NHSFT in the development of enhanced pathways for 
cancer, particularly for Urology due to the levels of demand.  The focus of this work will 
help improve the timeliness for diagnostics for urology patients and improve flow through 
the patient pathway.  Developments such as one stop shops and same day TRUS 
biopsy are being piloted with the view of these services being main stream in 2016/17.  
These pathways once mainstream will be factored into the work around MoM. 

 More work is needed with primary care and we are working with the Sunderland GP 
Alliance on the roll out of the Map of Medicine which will help address variation and 
streamline patients onto the most appropriate pathways through the application of 
evidence based medicine in line with national and local guidance.  

One year survival 

Based upon the current trend in increasing survival for Sunderland, we forecast 74.8% 
one year survival by 2020, which is better than the England average of 73.6%. 

Diagnostics 

Despite some short term pressures in year relating to gastroenterology at CHS NHSFT 
and non-obstetric ultrasound and echocardiograms at Gateshead Health NHS FT (NH 
NHSFT), we are now delivering the diagnostic standard each month.   

We are forecasting a 10.6% growth in endoscopy in 2016/17 based upon current 
demand projections. We will aim to deliver the standard throughout 2016/17, despite a 
forecasted 4% growth in diagnostics overall.   

4.7 Maintain and achieve two Mental Health access standards 

We have a strong history in Sunderland of investing resources to ensure the development of 

mental health services and ensuring good access to acute and mental health services.  

2015/16 concluded a six year transformation programme in mental health. 

1st Episode of psychosis 

Having completed a baseline assessment in December 2015, we anticipate achievement of 

the access standard to commence treatment within two weeks of referral for people after a 

first episode of psychosis. We will work with the provider to ensure availability and 

recruitment of suitably trained nursing staff to ensure delivery of this standard.   
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Improved access to psychological therapies (IAPT) 

We are on track to deliver the 15% standard for access and the 50% recovery standard 

in 2015/16.   This is an improvement on 2014/15 where we were just short of the 15% 

access target.  We have worked with Northumberland, Tyne and Wear NHS Foundation 

Trust and voluntary sector providers to improve access and recovery rates.  Actions 

taken range from working with Sunderland University and general practice to increase 

referrals into IAPT services and increasing capacity within IAPT services to cope with 

increased demand. 

We expect that we will deliver the IAPT access and recovery targets in 2016/17. 

Dementia diagnosis 

In 2015/16, we have achieved and exceeded our ambition to increase the dementia 
diagnosis rate. This has been as a consequence of training all staff in practices across 
Sunderland in dementia awareness and the implementation of a local enhanced service with 
our practices to facilitate timely diagnosis and support.  

We are committed to maintaining a 70% diagnosis rate in 2016/17. 

4.8 Transforming care for people with learning disabilities 

Inpatient usage continues to decrease significantly. A robust and careful approach is taken 
with regard to discharge planning. Discharge only takes place when clinicians, family, 
commissioners, social workers and, where relevant, the courts decide it is safe and best for 
the individual.  

Robust processes are already in place in respect of care and treatment reviews. This is 
manageable because Sunderland’s health commissioners have a history of investing with 
the Local Authority in the development of community services for people with learning 
disabilities. This joint commissioning approach continues as part of our Better Care Fund. 

4.9 Improve quality – develop and implement an affordable plan 

Quality is at the centre of our Vision and values. We are committed to ensuring that 
the services that we commission on behalf of the residents of Sunderland are of the 
highest quality and that patients receive clinically effective care; have a positive 
experience; and are safe. 

Our Quality, Safety and Risk Committee (QSRC) ensures processes are in place to 
commission, monitor and ensure the delivery of high quality, safe patient care in 
commissioned services.  Following the Francis Report, we developed a comprehensive 
plan to ensure a continued focus on improving quality and this is regularly reviewed by 
our QSRC, along with updates to our Governing Body. For example, a Quality Impact 
Assessment approach is in place for our QIPP plans; regular quality meetings take place 
with our providers, supported by visits to services and regular reports on the quality of 
services.  

We will continue to use contractual levers to secure quality improvement, for example 
the use of quality indicators and Commissioning for Quality and Innovation (CQUIN) 
schemes. 
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Taking on commissioning responsibility for general practice services in April 2015 
enables us to lead improvement in the quality of primary medical care in Sunderland. 
Work is already underway, and will continue in 2016/17, to develop a quality framework 
to support the commissioning of general practice services which is particularly relevant 
since we have seen 5 practices in special measures as a result of CQC inspection in the 
last financial year. Support has been offered to these practices via experienced Practice 
Managers, along with our GP Primary Care Advisor and sessional GP on a one to one 
basis as well as to all practices to help them to prepare for CQC inspections. Our 
Primary Care Committee has agreed a budget to support this work for the next year until 
all practices have been inspected. 

In 2016/17 we also plan to develop a Quality Premium for practices which will support 
the delivery of the Quality Framework. In addition, our five localities have agreed that 
addressing clinical variation is a core component of the function of the localities and we 
will establish a programme, including peer review, to support this approach. We have 
also supported Sunderland GP Alliance (one of our two GP federations) to progress the 
Map of Medicine tool noted earlier, which will support the approach to addressing clinical 
variation. 
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5. Improvement interventions 
 

5.1 Our progress so far 
 
In 2014/15 (year 1 of our 5 year strategy) we identified 10 transformation programmes 
which we consolidated in 2015/16 laying firm foundations to ensure the delivery of our 5 
year vision. Work has progressed well against these transformational changes in the 
first two years of our 5 year plan. 
 

5.1.1 Out of Hospital Model 
 

The All Together Better, Sunderland Vanguard is our transformation programme for 
Out of Hospital provision in Sunderland. The £6.5m award to Sunderland in 2015/16 to 
support the delivery of our out of hospital model has enabled us to accelerate delivery, 
testing the multi-specialty community provider (MSCP) approach. We have submitted 
our updated value proposition for further funding in 2016/17 for up to £8m. 
 
During 2015/16 we have mobilised the three key work streams of the transformation 
programme: community integrated teams; recovery at home and enhanced 
primary care. 
 
Our programme has already delivered: 

 Federated GP clinics (Sunderland GP Alliance and Washington Community 

Healthcare) who share information, capabilities and patients.  

 CHS NHSFT has engaged in transformation programme and support provided 

at the front door to reduce emergency admissions and A&E attendance (via Older 

People Assessment and Liaison service and RAID model). 

 Significant re-design of how providers work in partnership to enable 

development of whole systems approach to out of hospital care.  

 Risk stratification of the population to target initially 1% of high need patients 

(moving to 3% who account for 50% of our health and care resources) supported by 

proactive and planned person-centred care from multi-disciplinary team-working 

delivered by five co-located teams in each of the localities across the city.  

 Recovery at Home (including community bed-based resources) wherever 

possible – both preventing an emergency admission and to support effective 

discharge. 

 Early design and implementation of an Enhanced Primary Care model to support 

patients with moderate needs who could benefit from better coordinated, community 

based care.  

 
Our Out of Hospital model contributes directly to the triple aim of the Five year 
forward view (FYFV): 
 



 

 

NHS Official  Item: 9.4 

28 
 

i. Health and Well- being Gap 

Empowering patients to support self-care is an essential element of our approach. For 
example,  

 Multi-Disciplinary Teams (MDTs) empower patients to take control of their own 

health and social care needs. Patients and carers work in collaboration with 

members of the MDT to develop and agree their Health and Social Care Plan or 

Emergency Health Care Plan.  

 Living Well Link Workers and Carer Support Workers are embedded in each of the 

Community Integrated Teams. The staff employed by Sunderland Carers Centre 

and Age UK Sunderland, support patients and their carers through the care 

pathway, signposting individuals to other support in both the public and third sector.   

 The Recovery at Home Service maximises independent living and promotes 

recovery from illness quicker. Wrap around support enables individuals to function 

and live well at home in a safe and secure environment.  

 Enhanced Primary Care will support patients with moderate needs and long term 

conditions to manage their conditions more effectively. For example, post discharge 

clinics delivered will target patients who are at risk of readmission and improve their 

understanding of what happened in hospital and offer support and tools to self-

manage.  

 Our telehealth and telecare projects has enabled and promoted self-care, for 

example, the Florence text messaging service enables patients with long term 

conditions to monitor their health status and alert necessary health professionals 

when required if their condition deteriorates.  

 We have provided training to our workforce to enable self-care, for example by 

providing GPs, Nursing and Social work staff training in how to jointly develop 

emergency health care plans with patients and their carers. 

 
ii. Care and quality gap 

Early performance data shows that the health and social care of the patient cohorts most 
at risk of hospital admission has begun to improve due to targeted and prescribed 
interventions. Our Community Integrated Teams are implementing evidence based 
interventions such as risk stratification, care planning (including emergency healthcare 
plans), multidisciplinary decision making and the role of accountable professionals.  

Our model also includes Enhanced Care in Care Homes based on a pilot study between 
November 2013 and March 2015. We are building on this approach to cover all localities 
and have recruited specialist nursing staff to work directly into care homes (including 
extra care) alongside GPs and other professionals. They will review the needs of the 
residents to ensure needs are being met now and plans are in place for emergencies 
and end of life as well as supporting the home staff so that they are better able to 
respond as health needs change. 

The city-wide Recovery at Home service has created a single point of access to crisis, 
intermediate care and re-ablement services and the ability to respond quickly in a 
multiagency way that supports the individual needs of the patient.  
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iii. Finance and efficiency gap 

The new model of care, via the co-location of staff and the development of MDTs, has 
already identified opportunities to remove duplication and waste. Examples include: a 
social worker and community nurse visiting a patient together prevent the need for the 
patient to provide information twice or one professional addressing the issues on behalf 
of both professionals. Investment in EMIS community and laptops will enable 
professionals to view each other’s information on a patient and input information at the 
patient’s home. 
 
Sunderland already has a very low rate of delayed discharges because of the Recovery 
at Home service. The proactive approach of the Community Integrated teams (CITs) in 
four out of the five localities is starting to see a reduction in emergency admissions. By 
shifting activity from secondary care to the community, we believe the overall system will 
be more sustainable. This is also likely to have a long term effect on referral to treatment 
times by reducing activity within secondary care. It remains our ambition for efficiency 
savings to emerge in 2016/17. 
 
Over the next three years at least £6m efficiencies will be achieved in terms of reduced 
emergency admissions, along with up to £12m in Local Authority spend, due to the 
reforms in out of hospital care, for example reducing numbers of patients entering 
residential/nursing homes; reduced packages of care at home due to re-ablement 
approaches. All the budgets to support out of hospital care are within the Better Care 
Fund pooled budget and the services are jointly commissioned by the CCG and Local 
Authority. The aim is to develop one commissioning unit to increase the potential 
efficiencies. 
 
5.1.2 Urgent Care transformation 

GP-led urgent care centres are now operational and the redesigned GP Out of Hours, 
co-located with the Recovery at Home service, is in place alongside the opening of the 
emergency department (ED) at CHS NHSFT.  ED is currently supported by an adjacent 
GP-led urgent care centre which will become part of the new ED. The multi-agency 
surge process which is now in place has worked extremely well to support the hospital 
during the winter period. 
 
5.1.3 MSK transformation 

The redesigned community musculoskeletal service has been operating since October 
2015. A positive shift in the number of referrals direct to the service, rather than to 
acute services, is starting to be seen with a further transfer of activity planned over the 
coming months. 
 

5.1.4 Mental Health transformation 

2015/16 saw the completion of a six year transformation programme in mental health 
which has delivered:  

 Fully operational IAPT services, enhanced in 13/14 to address the psychological 

needs of persons with long term conditions;  

 Comprehensive memory protection services ensuring early diagnosis and support;  

 Re-commissioned CAMHS Tier 3 services including services at Tier 2 for 

youngsters in special circumstances;  
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 Continued transformation of  community services supported by an innovative Initial 

Response Team, augmenting crisis services;  

 Introduction of a Rapid Assessment Interface Discharge (RAID) team into A&E 

performing exemplary Liaison Services;  

 New-build capital projects creating world class inpatient environments for dementia 

and serious mental illness. 

 Full implementation of community services. 

 Specialist augmentation in respect of personality disorder, autism, ADHD and a section 

136/street triage scheme. 

 
5.1.5 Dementia transformation 

2015/16 saw the completion of the Dementia pathway and further development of the 
Dementia Friendly Communities. We have trained all staff in practice across Sunderland 
in dementia awareness and implemented a local enhanced service with our practices to 
facilitate timely diagnosis and support. 

5.1.6 General Practice transformation 

We decided to take on responsibility to commission general practice both because of their  
central role in out of hospital care and because of the need to ensure their sustainability and 
transformation. 

2015/16 saw the development of our commissioning strategy for general practice which will 
be implemented over the next 3 years. As noted earlier (section 4.3), work did take place in 
2015/16 focused on capacity in the workforce and included launching a GP Career Start 
scheme; support for GP trainers; a childcare support service as part of the recruitment and 
retentions strategy, also available to all general practice; a mental health occupational health 
programme for GPs; and a nursing assistant Career Start programme.  We have also 
supported the bid by Sunderland GP Alliance to be a national pilot for practice based 
pharmacists, which was successful. 

5.1.7 Learning disabilities transformation 

Sunderland participated in the North East fast track programme and developed the 
Sunderland Plan which focuses on enhancing community resources including supporting 
an advocacy group for people with autism, sensory training for staff and funding to 
support home alterations. This was in addition to the care and treatment reviews for all 
patients in hospital noted earlier. 

5.1.8 Continuing Health Care (CHC) transformation 

Pressure continues on the CHC budget as packages of care increase although the 
quality of the assessments remains high. The last year has focussed on reviewing the 
processes underpinning the assessments and care planning by South Tyneside NHS 
Foundation Trust (STNHSFT) nursing and the Local Authority social workers to identify 
waste and areas for more efficiency. This area is a key area within our local Better Care 
Fund (BCF). We took over direct management of the STFT contract from the North East 
Commissioning Support service (NECS) and South Tyneside CCG to enable a closer 
relationship with the provider to ensure a Sunderland focus and enable the development 
of a joint health and social care team. Reform events have taken place to map waste  
and identity more streamlined in processes which has resulted in more people being 
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assessed within the 28 day target and less rework. The nursing team are also on target 
to deliver the restitution cases by October 2016.  

5.1.9 Children and Prevention transformation 

These two areas have not progressed in the way we had planned in 2015/16. The aim 
was to develop a joint strategy and commissioning approach to services for children. 
Equally the aim was to influence a prevention and self-care management approach with 
the Local Authority and Public Health in particular. 

The former was delayed due to the Ofsted inspection of Local Authority services which 
found services to be inadequate and therefore urgent focus was needed on 
safeguarding and putting a plan in place that would deliver improvements rapidly. Our 
Safeguarding team, Director of Nursing and the Chief Officer have all contributed to the 
plans and actions to improve the local situation. In the interim, effort and attention was 
focused on children with special educational needs including enhancing specialist 
nursing for children in special schools. 

In relation to prevention and self-management we had planned to scope out the work 
required with the Local Authority Public Health team to agree a strategic approach in 
preparation for more focused work over the remaining 3 years of the 5 year strategic 
plan. However, this was delayed due to pressures in both organisations and will need to 
be revisited in 2016/17.  

Prevention has however been built into all transformation programmes, wherever 
possible. For example, it is a key principle within the Recovery at Home service and 
additional training has been sourced for the CITs. In relation to Urgent Care, we have 
supported a local communication programme building on the regional and national 
winter communications about self-care. With regard to the MSK service, it is part of the 
service specification and the offer to patients. 

5.2 CCG plan on a page 
 

The CCG plan on a page, shown overleaf, summarises the following: 
 
 

 CCG Vision; 

 Strategic Objectives; 

 Outcome ambitions (to be finalised and agreed); 

 Transformational programme moving into 2016/17; 

 Key enablers; 

 Governance arrangements; 

 How our success will be measured; and 

 Values and Principles. 
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Plan on a page – please see the appendix 
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5.3 Transformational programmes 
We have undertaken a comprehensive review of our transformational programmes for 
2015/16 taking into account our progress to date over the two years of our existing five 
year plan, recent national guidance as well as NHS England’s Five Year Forward View. 
 
At the end of quarter 2 of 2015/16 we reviewed the Commissioning for Value (CfV) packs 
and identified key priorities to optimise health outcomes for our population and ensure 
value for money. We have subsequently reviewed these priorities, along with other draft 
priorities, against the refreshed CfV pack published in January 2016 and the NHS 
Rightcare approach, outlined in the CfV guide, taking the impact on outcomes, quality and 
spend into account. 

We will continue some of the priorities identified in 2015, in order to conclude the 
transformation begun. However, we have also identified some additional priorities which 
are new. 

The additional priorities for 2016/17 onwards include: 

 Ensuring a safe and sustainable model for acute services. 

 Ensuring safe and sustainable services to improve outcomes in maternity and early 

years. 

 Implement our local transformation plan for children and young people’s mental 

health. 

 Develop and implement a local strategy to transform care and improve outcomes for 

people in Sunderland at risk of or affected by cancer from prevention to end of life. 

 Develop and implement a local strategy to improve outcomes for people at risk of or 

living with cardiovascular disease from prevention to end of life. 

 Implement a whole system approach to prevention to increase healthy life 

expectancy and make every contact count. 

 

This draft of our transformational programmes for 2016/17 to 2018/19 continues to undergo 
further refinement acknowledging that some of the priorities are in the early stages of being 
scoped requiring further work. Work started in February on how we will deliver the Plan on a 
Page (POAP) and our productivity plans re-aligning existing clinical and management 
resources and profiling implementation. This will continue and conclude in March in 
advance of a launch event in April to plan implementation. The governance procedures to 
assure delivery of the POAP will also be reviewed to ensure best fit. 

5.3.1 In Hospital  

City Hospitals Sunderland and South Tyneside Foundation Trusts, have committed to 
working more closely together, to ensure that the local communities they serve continue to 
receive high quality and sustainable hospital and community health services. 
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Both organisations now believe that to protect the future sustainability of healthcare across 
both communities, requires more significant transformation leading to greater integration of 
services, and that this needs to be delivered at speed and scale. Both Trusts recognise the 
importance and value of having a local hospital providing a range of emergency and 
planned services, but they equally recognise the urgent need to rebalance services across 
South of Tyne and Wear as it is no longer safe or sustainable for either organisation to 
duplicate the provision of services in each location.  
 
As a result, both Trusts have agreed to form and implement a health alliance, working 
together as a “South of Tyne Healthcare Group”, and embark on an ambitious 
programme of reconfiguring services across South of Tyne in a way that delivers the best 
patient outcomes. 

 
City Hospitals Sunderland FT will focus on leading and providing emergency surgical and 
complex planned acute services across South of Tyne.  In parallel, South Tyneside FT will 
in the future lead on out of hospital rehabilitation, and diagnostic and screening services. 
South Tyneside District Hospital will continue to provide a broad range of emergency and 
planned hospital services and be the lead provider of community services working closely 
with respective local authorities and primary care colleagues across the geographical area. 
 
In the first twelve months, South of Tyne Healthcare Group will work together using the joint 
expertise available to them to transform stroke services, trauma services, emergency 
surgical services and maternity services (consistent with any national reviews). 

Both Trusts will continue to function as statutory NHS Foundation Trusts, accountable to 
their local communities through their Governors. Sitting aside the two FTs will be a South of 
Tyne Healthcare Group Board and Executive Team comprising, Non-Executives, 
Executives and leading clinicians from both Trusts who will govern the transformation and 
partnership working. 

Wherever possible there will be a single operating model of clinical service delivery across 
all hospital sites and community services. Management support services wil be shared as a 
single seamless group service wherever possible too. 

We will continue to work in partnership with CHSFT, STFT and our fellow commissioner, 
South Tyneside Clinical Commissioning Group, to ensure the delivery of the highest quality, 
safe and sustainable care fit for the future.   

5.3.2 Out of Hospital 

We recognise that we need to conclude and mainstream our transformational change 
programme across the city. 2016/17 will be the year in which we further embed the 
transformational change delivered by our Community Integrated Teams and Recovery at 
Home service, and fully mobilise our Enhanced Primary Care programme. If we are 
successful with our value proposition for 2016/17 we will have further non-recurrent funding 
to: 

 Pilot work to reconfigure services to provide more focused support in extra care 

schemes for people with dementia. 
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 Embed telehealth and telecare. 

 Scope work to review how we can best address the mental health needs of the 

patients we are targeting as needing proactive and planned care particularly people 

with dementia. 

 
Our model of care will continue to drive quality improvements via risk stratification, multi-
disciplinary working and care at the right time and place. Our ambitions to create a single 
organisational form for the Recovery at Home service will enable the implementation of an 
outcomes based contract and pathways developed around the patient rather than 
organisational boundaries. This will be the building block for a more sustainable provider 
landscape moving forward enabling greater innovation and shared responsibility for the 
overall system with commissioners. 
 
We have also commissioned Sunderland University in collaboration with the CARE 
Academy to support the development of a workforce strategy for out of hospital care, 
recognising the changes in skills, knowledge and culture that will be required to ensure 
person centred co-ordinated care.  Over the next year they are undertaking a baseline 
assessment, identifying future needs and developing actions to address those needs 
working collaboratively with the national support from the Vanguard workforce programme. 

5.3.3 General Practice 

We recognise that to sustain and transform general practice, to support the transformation 
described in this plan,  we need sufficient staff with appropriate skills and access to training 
to do the work needed. Practices will need to see their workforce evolve to embrace a wider 
skill mix out of necessity. This year we will focus on increasing capacity and building the 
general practice workforce.   

Although we have a number of initiatives in place already, we will continue to work with the 
Local Medical Committee, federations, Health Education North East and Sunderland 
University to support the recruitment and retention of the clinical and management 
workforce in Sunderland. We will continue to work with partners to build the general practice 
workforce. In addition, we believe that a stronger focus is also needed on primary care 
nursing and better support is needed for the professional development of the existing 
nurses working in general practice including extending their clinical, leadership and 
management skills. 

We will give priority to structured training and professional development for staff in general 
practice both in terms of continuous professional development and supporting them to 
develop new roles in order to ensure continuous improvement in the quality of care, support 
staff retention and address workload and capacity.  

We understand that the current combination of national and local enhanced services, and 
incentive schemes overwhelm GPs in their day to day job as well as limiting their ability to 
engage to achieve sustainable, transformational change. Delegated co-commissioning 
provides the opportunity to reduce bureaucracy and duplication for practices involved in the 
provision of enhanced services. We will review the enhanced services and learn from 
national examples of CCGs developing and designing local schemes as an alternative to 
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both the Quality and Outcomes Framework and Directed (and local) Enhanced Services. 
This would allow a focus on a smaller number of key outcomes rather than practices have 
to deliver lots of detailed outputs, whilst giving Practices more flexibility to decide how to 
achieve the outcomes, often needing to work with other practices in a locality.  

There is also the opportunity, through the award to Sunderland GP Alliance to be a   
national pilot site for pharmacists, to increase pharmacists’ contribution to general practice 
services especially if training is provided to enable them to extend their role as part of the 
general practice team.     

We will also complete the procurement of what was 3 APMS time limited contracts to one 
time limited contract for 13,500 patients supporting a more sustainable approach to general 
practice moving forward. 

5.3.4 Mental Health 

We recognise that the planning, commissioning and delivery of services to improve mental 
health and emotional wellbeing outcomes for children and young people needs to be an 
integral part of wider partnership planning of integrated delivery of services for children and 
young people.  

Sunderland has a broad range of commissioned services to meet the needs of children with 
mental health problems however there is increasing referral pressure on these services.  

During 2016/17: 

 priority is to be given to developing services to support peri-natal mental health and 

working with universal and targeted service providers to promote mental health and 

emotional well-being and deliver support and intervention to children, young people and 

families with mild to moderate levels of mental health need.  

 Community CAMH and CYP services will continue to work pro-actively to continue to 

reduce waiting times and improve access to services, including single point of access, 

as agreed with commissioners.  CAMHS Partnership will continue to support the 

implementation of evidence based interventions with particular consideration given to 

the potential impact of mindfulness in increasing resilience and supporting mental 

health.  

 The development of mental health lead role in schools (and in other services for 

children and young people), alongside identified CAMHS practitioners to link with 

schools, GPs and targeted service providers will continue to be developed.  

 Pathways to support children with special educational needs and disabilities will be 

developed with CAMH services including diagnostic and intervention pathways for 

Autistic Spectrum Disorder. 

 We will seek to build on innovative models of integrated multi-disciplinary support for 

children with complex behavioural, mental health and social care needs that include 

children and young people with challenging behaviours are to be developed to multi-

systemic / wrap around services for children and young people children as an 

alternative to specialist placements. 
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 We will develop psychiatric liaison services – CAMHS /paediatrics to include support for 

children   and young people admitted to hospital with mental health needs – including 

self-harm and eating disorders and support for children and young people with chronic 

and enduring health needs and life limiting illness (health psychology)  

 We will aim to strengthen community eating disorder service within NTW CYP Service 

to support paediatric department and to have the capacity to deliver highly intensive 

community support as an alternative to inpatient provision. 

 

5.3.5 Learning Disabilities 

Building on the successful partnership arrangements within Sunderland the collaborative 
integrated approach to commissioning with the Local Authority will establish in 16/17 a 
single commissioning model for Learning Disability; commissioning against a single pooled 
budget within the Better care Fund. This will enable the commissioning budgets to follow 
individuals out of the hospital setting into the community. 

The Transformation Programme will deliver continued reduction in the usage of inpatient 
environments both reducing the number of admissions and the lengths of stay if admitted. 
This will be achieved through the further development of the Community Treatment Review 
process and ensuring individuals at risk of hospital admission are identified early and 
comprehensive risk management plans put in place. 

Community provision will be reviewed to ensure appropriate living environments are 
available as an alternative to long-term hospital care. This will require further coordination of 
the significant providers of services to persons with a learning disability and consideration of 
innovative solutions both to the operation of services and future commissioning 
arrangements. 

5.3.6 Children’s and maternity 

Although we have a developed a transformation plan for children and young people’s 

mental health for 2016/17 onwards,  we recognise, as noted in section 5.1.9,  that the 

development of a joint strategy and commissioning approach for childrens services has not 

progressed in 2015/16, as planned. During 2016/17, we will continue to work with the Local 

Authority to develop a joint strategy and commissioning plan to support improved outcomes 

for children and young people, including those with special educational needs and disability. 

 

 

 

 

 

Commissioning Strategy for Children and Young 

People 

CAMHS 

Transformationa

l Plan 

Safeguarding SEND Maternity & 

early years 



 NHS UNCLASSIFIED Item # 

Page 38 of 41 

 

The CfV pack also highlighted maternity and early years as an area where we can make 
significant improvements in health outcomes; we are worse on some elements of the 
pathway, for example the percentage of low birthweight babies in Sunderland, smoking at 
time of delivery, with higher spend on A&E attendances in early years. Although we have 
recently revised the service specification for maternity services a pathway approach is 
needed to deliver improvement.  

Further work is needed to scope this area mindful of the In Hospital priority and the 

recently published national maternity review. 

 

5.3.7 Urgent care 

We have undertaken significant reform in urgent care across the city during the last two 
years, completing the implementation of our previous urgent care strategy.  This has 
included developing four GP led Urgent Care Centres, implementing the principles of a ‘Big 
Front Door’ model at City Hospitals Sunderland whilst redevelopment of the hospital site 
continues and mobilising a new GP Out of Hours service integrated with our new Out of 
Hospital model of care.   

We are now reviewing the effectiveness of our current urgent care system across the city in 
light of recent national guidance, the establishment of the North East Urgent and 
Emergency Vanguard and use of services by the population of Sunderland.  This review will 
inform the development of our urgent care strategy for Sunderland for the next three to five 
years. 

5.3.8 Cancer 

Our review of the CfV pack clearly signalled a need to shift our focus and resources to 
cancer to improve health outcomes for the people of Sunderland. We know that cancer is the 
condition that leads to more early deaths in Sunderland compared to England; collectively, 
cancers account for 17.9% of the life expectancy gap between Sunderland and England and 
unhealthy lifestyles remain the key cause of reducing life expectancy.  

We acknowledge that to significantly improve health outcomes, we need a different approach to 
transform and improve care for patients at risk or affected by cancer. Whilst there has been 
work done across the city in the past, for example city wide lung cancer audit; cancer peer 
review of seven specialties; communication to GPs about early diagnosis and referral pathways, 
we now need a local plan to deliver the recommendations of the national cancer strategy and to 
adopt a population based approach, as advocated by NHS Right Care, focusing on pathways 
from prevention to end of life encompassing, detection, primary care and secondary care 
management.  

We are at the initial scoping stage for this priority area but we believe that we should start with 
the lung pathway and use the NHS Right Care approach to design optimal care, improve 
outcomes and maximise the use of resources.  

It is also timely to refocus on cancer due to the recent pressures experienced by our hospital 
providers and build on the reform work already started. 
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5.3.9 Cardiovascular disease 

Cardiovascular disease (CVD) was also highlighted through NHS Right Care as an area 
where we can improve quality of care, health outcomes and make efficiencies. 32% of early 
deaths in Sunderland are due to cardiovascular diseases. 

The CfV pack highlights that significant opportunities for improvement exist across the 
disease pathways from prevention, detection to primary and secondary care management. 
Initial analysis shows that there is variation between our practices both in recorded 
prevalence and in how patients are managed in primary care as evidenced in achievement 
of QoF indicators and percentage of patients receiving the intervention. Our work initiated 
through the general practice strategy (section 5.3.3), to improve quality and develop a local 
Quality Premium focused on outcomes, could support this work. 

We are at the very early stages of scoping this and anticipate that expected impacts, once 
defined, will materialise from 2017/18 to 2018/19.  

5.3.10 Prevention 

Whilst we will continue to build prevention into our transformation programmes as described 
in section 5.1.9, there is broad consensus that in order to tackle the prevention  and self-
care agenda effectively, this requires the development of a sustained ‘whole systems 
approach’ across the City of Sunderland, with co-ordinated policies and actions across all 
‘opportunities’ within health and social care settings. 

We envisage this work stream will fall within the work of the STP to be delivered by all 
partners. 

5.3.11 Sustainability 

Due to our 18% over funded level against target allocation, we will receive minimum levels 
of growth over the next three financial years. A key part of our plan is to focus on delivering 
safe and sustainable services for the people of Sunderland within the funding that is 
available. We have been working on the development of additional productivity schemes as 
part of the planning process to ensure delivery of statutory financial duties and the financial 
business rules outlined in the planning guidance. In addition, CCG Clinical leaders have 
engaged and made a commitment to implement the NHS Right Care programme which will 
improve health outcomes in Sunderland and contribute to the delivery of efficiencies at the 
same time. 

In order to strengthen and support the delivery of safe and sustainable services within the 
funding available, the CCG intends to strengthen current governance arrangements 
regarding productivity planning and assurance on delivery against productivity plans. This 
will encompass strengthening the CCG’s current QIPP Steering Group, which reports to the 
CCG’ s Audit Committee, to include Executive Director leadership aided by enhanced  
project management processes. 

The Sunderland System Resilience and Transformation Board will be leading the production 
of a 5 year Sustainability and Transformation plan working with partners and across our 
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footprint. From a financial point of view this work will be focused on ensuring all 
stakeholders within Sunderland are able to deliver financially sustainable services. This 
work has already commenced with initial discussions proposing the scope, footprint and the 
key areas of focus of the plans at Director of Finance level. The plan will be developed with 
Clinical Leadership across primary, secondary and tertiary care.  

 

6.0 Workforce 

The impact of the strategic change noted above on the workforce is recognised and has 
been described throughout the plan but is summarised below: 

 Out of Hospital programme have commissioned Sunderland University working 

collaboratively with the CARE Academy to support the development of a workforce 

strategy to ensure a sustainable approach to person centred integrated care.  This is 

in addition to the training programme already in place, accelerated via the Vanguard 

funding which has a focus on leadership and culture as well as clinical areas such as 

managing end of life care. 

 A GP Practice Workforce group has been in place for a year and has and will 

continue to support the recruitment and retention of practice staff via a range of 

initiatives commissioned via the CCG as noted earlier.  This is in line with a key 

strategic objective to support the capacity and capability of general practice in order 

to sustain and transform general practice. The GP Alliance have also been 

commissioned to develop clinical specialisms via the enhanced primary care work. 

 The South of Tyne Health Care Group will help to address the recruitment and 

retention issues in the acute sector. 
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7.0 Our financial plan  

Sunderland CCG Financial Plan for 2016/17 is year 1 of a 5 year financial plan. It is based 
on the published allocation and growth figures for 2016/17.  

The plan uses uplifts on NHS contracts for 2016/17 in accordance with guidance from 
Monitor and as agreed by providers. It includes prudent estimates of forecast growth on 
activity from demand such as demographic growth, re. ONS statistics, and non- 
demographic growth, which has been modelled as appropriate into the activity and financial 
plan for 2016/17.  This has been triangulated with activity projections to ensure realistic and 
sense checked against national projections.   

Historically, the plan in Sunderland has invested growth, non-recurrent resources and the 
Better Care Fund resources into areas that will make the biggest impact assisting the 
delivery of targets over five years, including delivery of  transformational QIPP plans. It is 
expected, as part of the plan for 2016/17, these schemes will start deliver reductions in 
acute non-elective activity.   

The CCG will continue with transformation of out of hospital care (primary and community 
care) focusing on improving Community Integrated Teams, Recovery at Home Services and 
enhanced primary care, supported by anticipated national Vanguard funding.  

Historically, the CCG has been able to invest into local mental health services and 
supported the mental health transformation programme in the main NHS provider and the 
voluntary sector.  This year will see additional spending in mental health of at least the 
increase in growth allocations the CCG has received delivering on mental health parity of 
esteem.  

The plan includes a drawdown of £2m surplus in 2016/17 (in line with surplus increases in 
2015/16) to be allocated in order support the CCG to deliver its statutory duties and the 
improvement of Out of Hospital services. In order to further support the CCG’s ambitious 
transformational plans and delivery of QIPP targets, the CCG has requested a further 
drawdown of £2m from NHS England in 2016/17 which is pending approval.    

The CCG has identified risks to the 2016/17 financial plan and ensured mitigating plans are 
in place to manage these risks as much as possible. It is recognised that 2016/17 will be a 
challenging year for the CCG in terms of financial delivery and the CCG is working with 
providers to demand led risks where possible through contractual arrangements.   

The 2016/17 financial plan, will meet all the business rules set out by NHS England, 
including the delivery of a cumulative surplus of £16.1m in 2016/17 which is in excess of the 
minimum requirement of 1%. 

 
 



Plan on a Page 2016/17-2018/19 (Year 1)  

Better Health for Sunderland 
Transforming out of hospital care 

(through Integration and 7 day working) 

Enabling Self Care and  

Sustainability 

Transforming in hospital care, specifically 

urgent & emergency care   

(7 day working) 

Reduce 

Emergency 

Admissions by 

12% by 2019 

Improve patient 

experience of out of 

hospital care by 8% 

by 2019 

Outcome 

ambition to be 

set 

Outcome 

ambition to be 

set 

Outcome 

ambition to be 

set 

Reduce years of 

life lost by 15% by 

2019 

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 

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 

Effective, safe care and positive patient experience 

Measured by 

Achievement of  outcome 

ambitions 

Delivery of productivity plan 

2016/17 to 2018/19 of £32m 

Delivery of prescribing savings 

£1m  

Transformational Changes 2016-2017 

IN HOSPITAL Ensure a safe and sustainable model for acute services by delivering a single operating model across Sunderland Royal and South 

Tyneside District Hospitals 

OUT OF HOSPITAL Conclude and mainstream the out of hospital model of care incorporating end of life and whole system reform of ambulatory emergency 

care.  

GENERAL PRACTICE Sustain and transform general practice by increasing capacity and building the workforce 

MENTAL HEALTH Implement the local transformation plan for children and young people’s mental health 

LEARNING DISABILITIES Continue to implement the transforming lives programme for people with learning disabilities and / or autism 

CHILDRENS & MATERNITY Ensure safe and sustainable services to improve outcomes in maternity and ensure the best start in life 

URGENT CARE Develop an urgent care strategy for the residents of Sunderland   

CANCER Develop and implement a local strategy  to transform care and improve outcomes for people affected by cancer  from prevention to end 

of life, focusing on the pathways of the four common cancers: lung, bowel, breast and prostate 

CARDIOVASCULAR 

DISEASE 

Develop and implement a local strategy to improve outcomes for people  with or at risk of cardiovascular disease from prevention to 

end of life 

PREVENTION Working across the city, implement a whole system approach to self-care to increase healthy life expectancy and make every contact 

count 

SUSTAINABILITY Maximise the use of resources to improve outcomes for the people of Sunderland 

Governed by  

CCG Governing Body 

System Wide  System  Resilience 

& Transformation Board 

Health & Wellbeing Board 
 

Version 4.0 DRAFT 

Improve health 

related quality of 

life for people 

with LTC by 8.9% 

by 2019 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

29th March 2016 

Report Title: SCCG Assurance Report – March 2016 

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 for 2015/16 

Key points, risks and assurances 

Performance relates to the indicators within the 2015/16 assurance framework and 2015/16 Quality 
Premium. The latest available data period is identified in the dashboard. 
 
Key performance Risks based on latest data available for each indicator: 
 

 A&E 95%, delivered in Q1 and Q2 but City Hospitals Sunderland NHS Foundation Trust 
(CHS NHSFT) failed Q3 and under target for Q4 and the year to date (YTD). 

 IAPT Access and Recovery 

 Astro PU (local KPI) 

 Activity particularly Elective inpatients and First Outpatient Attendances 

 Referral to Treatment (RTT) at CHS NHSFT, particularly Orthopedics & Gastroenterology 

 Cancer Two Week Waits (2WW), in particular Breast Services 

 Cancer 62 day performance 

 A&E Clinical Coding and Mental Health Time in A&E  which is a Quality Premium Indicator 
for 2015/16 

 C. Difficile at CHS NHSFT and the Sunderland Community 

 Ambulance Red 1 and Red 2 performance 

 Potential Years of Life Lost 

 Weekend Discharges which is a Quality Premium Indicator for 2015/16 

 Avoidable Emergency Admissions 

 Emergency Healthcare Plans (EHCP) in Primary Care 

 GP referrals into the Sunderland Intermediate MSK Service (SIMS) 
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Recommendation/Action Required 

The Governing Body is recommended to: 

 Note the position 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 relating to 2015/16.   

Sponsor/approving director   
Debbie Burnicle 

Deputy Chief Officer 

Report author 

Matt Thubron 

Deputy Head of Contracting, Performance and 

Business Intelligence 

Helen Steadman 

Strategy and Planning Manager 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its 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:  Develop and deliver primary medical care commissioning 

 

 

Any relevant legal/statutory issues 

No 

Are the identified risks on the risk register?  

Yes  
647 – Accident and Emergency 4 Hour Wait 
643 – Referral to Treatment 
1285 – Non Electives/QIPP 
1074 - MRSA 
657 – Astro PU/Prescribing Spend 
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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   

 

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  N/A  

Key implications 

Are additional resources 

required?   

No  

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 and each programme 
update 

 

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 
Assurance Framework 

29th March 2016 
 

 
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 2015/16 CCG assurance 
framework and progress with delivery of the operational plan transformation 
programmes.   
 
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.   

 
3. Changes since last month’s report 
 

o No changes to predicted quality premium achievement for 2015/16. 
 

o Cancer 62 day and 2WW overall performance remains above the standard 
for the YTD as at December 2016. 

 
o Exhibited breast symptoms performance has decreased slightly in December 

2016, mainly due to pressures at NUTH. 
 

o Referral to treatment performance remains above the 92% standard and 
improvements can be seen in Gastroenterology and Orthopaedics.  The 
overall performance has improved further in December 15 with 
Gastroenterology now achieving overall. 
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o Accident and Emergency four hour wait at CHS NHSFT remains below the 
standard for the full YTD due to under performance in Q3 which has 
continued into Q4. 

 
o Red 1 category A calls responded to <8 minutes remains under the standard 

for December 15.  This affects the Quality Premium for 2015/16.  Red 2 
performance has also deteriorated. 

 
o Improved performance of c. difficile performance for both CHS NHSFT and 

the Sunderland Community. 
 

o 1 MRSA case reported by CHS NHSFT in January 2016 
 

o Data is now available for GP referrals into the Sunderland Intermediate MSK 
Service (SIMS) which shows under performance against the 50% target for 
the quality premium. 

 
o The number of Emergency Healthcare Plans (EHCPs) coded in Primary 

Care remain under target but improvements have been made. 
 

o Non elective activity has moved back above target as at December 15. 
 

o IAPT access has moved below the target as at November 15.  Recovery 
remains above. 

 

NHS Constitution Indicators  
 
o Referral to Treatment (RTT) - The CCG remain above the 92% standard for 

incomplete pathways as at December 2015 and performance have improved 
slightly on the previous month, the first improvement for a number of months.  
This is mainly due to improved performance for Orthopaedics, 
Gastroenterology and Urology.     
 
Orthopaedics remains under the 92% standard as CHS NHSFT continue to 
focus on long waiters.  Although CHS are now longer on track to deliver 
Orthopaedics in January 16 as per the original recovery plan, improvements 
continue to be seen with the number of long waiters reducing month on 
month.  Foot and ankle remains the main area of pressure.  The contracting 
team are currently discussing this as part of the activity planning process for 
2016/17 to understand the actions being taken to address this issue.  It is 
likely improvements will be seen in March 2015 at CHS NHSFT.   
 
Gastroenterology continues to improve and as at December 2015, the 
number of over 18 week waiters continues to reduce significantly due to the 
work carried out by South Tyneside NHS Foundation Trust (STFT) as part of 
the sub contract with CHS NHSFT.  Performance has improved significantly 
in December 15 and the specialty is now delivering the standard as 
expected.  Despite improvements, CHS NHSFT have confirmed that they 
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are unable to cope with the levels of demand expected by CCGs in 2016/17 
due to on-going capacity and consultant pressures so the CCG will need to 
continue with commissioning additional capacity from NHS and Independent 
Sector providers whilst working on clinical variation, primary care and 
community gastroenterology development.  Dr Fadi Khalil has already 
commenced a piece of work to understand what a community 
gastroenterology service may look like but this is in its early stages.  
Gastroenterology has also been identified as a priority of the clinical variation 
work being led by the CCG and map of medicine work being led by the 
Sunderland GP Alliance working and commissioned by the CCG. 
 
Respiratory medicine continues to be a pressure due to capacity issues 
linked to the loss of a consultant.  A locum is in place who is working on 
reviewing patients and will continue on after the new permanent consultant is 
in post in April 16 to ensure additional capacity is in the system to recover 
performance.  CHS NHSFT are also working on the options of a recruitment 
of a sixth consultant but this is just in its option stage at this time.  The 
Contracting Team have requested information about demand into CHS 
NHSFT as the provider has flagged an increase in demand over the past 
couple of months.  Once this is received, the Contracting Team will review 
this and work with CHS NHSFT to understand the areas of demand which 
are increasing.  CHS NHSFT have flagged this as a risk for 2016/17 but 
more work is needed collectively to understand the actions needed to 
mitigate the risk. 

 
o A&E 95% – Although CHS NHSFT delivered the 95% standard for quarters 

one and two this year, performance for quarter three is 92.852% (subject to 
validation) and performance for the year to date as at 15/02/2016 is 93.84%.  
Despite being under the year to date, performance at CHS NHSFT is above 
the same period last year and in some weeks, performance is 3%-4% higher 
which shows improvement.   
 
Pressures remain with flow in the hospital, acuity of patients and volume at 
particular points in the day.  Looking at the daily reporting as part of surge, 
although there is pressure across the system, CHS NHSFT remains at a 
consistently lower NEEP level than providers in the south of the patch.  
There has however been times when CHS NHSFT have been under 
significant pressure.  Delayed transfers of care (DTOC) remain at a very low 
level showing that although flow is a pressure at times, it is consistently 
better than the same period last year. 
 
Weekly surge meetings continue to take place to address issues and 
additional schemes have been funded as part of winter resilience such as 
additional patient transport and spot purchasing of beds if they are needed. 
 
Northern Doctors Urgent Care (NDUC) continue to deliver close to 99% for 
the three community Urgent Care Centres and looking at the Quality 
Premium penalty for A&E, it is anticipated that despite CHS NHSFT failing to 
achieve the 95% for the YTD, if NDUC activity was included, performance 
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would be closer to 96% for the YTD and quarter three.  CHS NHSFT are still 
working towards the delivery of a partnership model which will see a 
consistent model across the four Urgent Care Centres as well as improved 
system wide governance.  It is anticipated that this will be in place 
imminently.   

CHS NHSFT has signalled via the planning process that they are not 
expecting to achieve the standard for quarters three and four next year.  As 
part of the System Transformation Fund process, providers are expected to 
agree a realistic trajectory for 2016/17.  The CCG have at this stage, 
signalled that the expectation is for the standard to be delivered by 
discussions are still on-going.   

o Cancer 2WW – The CCG remain above the 93% standard for 2WW overall 
in December 15 with only exhibited breast symptoms failing to achieve the 
93% standard in that month.     

 
Exhibited breast symptoms performance decreased in December 2016 due 
to pressures at NUTH.  Looking at seasonality, December performance 
usually deteriorates and looking closely at the reasons for breaching, patient 
choice was the main reason which is consistent with previous years. 
  
Work continues towards the provision of a breast service in Sunderland and 
it is expected that the service will be in place in April 16 or May 16.  This is 
dependent on the relocation of the Community Dental Service and proposed 
building work needed at Grindon Lane.  The service specification and 
contract are currently being developed for the new service and this has been 
shared with the Provider.   

 
o Cancer 62 Days – the CCG remains above the standard for 62 day cancer 

performance for the YTD as at December 15 and the CCG did not achieve 
the standard overall for that month which is disappointing given the previous 
improvement.  The CCG also failed to achieve the 62 day screening target 
(one patient breach).  
 
Performance at NUTH and CHS NHSFT are the main areas of pressure, 
particularly around complex patients and patients who are transferred to 
NUTH from other providers.  The main specialty experiencing pressure 
remains Urology due to volume and capacity, particularly for diagnostics.  
The CCG have agreed to support CHS in the roll out of a number of 
initiatives such as one stop shop clinics which should improve flow 
throughout the pathways.  This is currently being worked through and more 
work is needed with primary care but it is anticipated that this would make 
some improvements. 
 
Looking at the screening breach, the patient was unfit for their first diagnostic 
episode so treatment was delayed.   
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CHS NHSFT submitted an improvement plan and trajectory to the Northern 
Tripartite which is being monitored closely.  As part of the planning process, 
CHS NHSFT have signalled that they will not be in a position to deliver the 
standard in Q1 2016/17 which is due to planned improvement work around 
the Urology backlog which is linked to diagnostic pressures.  The 
Contracting Team are discussing this with CHS NHSFT and the CCG have 
submitted an initial plan which states an expectation of delivery of the 
standard.  Again this will need to be discussed in greater detail. 
 

o Red 1 category A calls responded to with 8 minutes – Red 1 performance 
continues to be below the standard for NEAS overall which affects the 
2015/16 quality premium.  Pressures continue around the national shortage 
of trained paramedics and increased demand for services and 
commissioners collectively continue to work with NEAS to implement 
recovery plans.   
 
As reported at the last executive, a regional quality review group took place 
in December 2015 to discuss the quality issues linked to the deterioration in 
performance and understand the actions needed to be taken to improve 
performance.  A number of actions were agreed as part of this meeting to 
help address the performance issues.  The actions were: 
 
o Discussing with the unions about interrupting meal breaks for Red 1 calls 

only.  Expecting agreement on this soon. 
o Rollout of Clinical hub to increase clinical triage and green validation 
o Use of third party provision (although struggling to get cover from third 

party provision and limited to cost envelope) 
o Pilot of First Responders with the fire brigade  
o Actions that need to be taken to prevent ‘cohorting’ patients at the acute 

trust (15 minute handover) 
o Highlighting to Practices the use of a Taxi as opposed to Ambulance 

(when clinically appropriate) for GP urgent requests. 
o Agreed in Sunderland the use of ICAT for transport of patients detained 

under the Mental Health Act  
o Increase use of EOL vehicles at the weekend for other calls when not in 

use. 
 
It is highly likely that performance will not improve enough for NEAS to 
achieve this standard for 2015/16 which will impact the CCGs quality 
premium. 
 

CCG Quality and Health Outcomes and Quality Premium Indicators 
 

o Potential Years of Life Lost – Latest information published shows that the 
CCG will not achieve this for 2015/16 which impacts on the CCGs quality 
premium.  The position remains unchanged from previous reports.   
 

o HCAI – C. difficile for the Sunderland community and CHS NHSFT remain 
above trajectory using published data as at November 15.  As reported at 
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previous executive meetings, issues have been identified with the testing for 
C. difficile which is being picked up with Gateshead Health NHS FT (GH 
NHSFT).  CHS NHSFT have submitted a number of cases for appeal to the 
HCAI Improvement Group and almost all have been upheld which means 
that contractually, CHS NHSFT are slightly under the YTD trajectory and are 
likely to be under trajectory at year end.   

 
CHS NHSFT have reported a further MRSA case in January 16 and after 
investigation, it has been an avoidable case and attributable to CHS NHSFT.  
A full review will be presented at the next HCAI Improvement Case.  There 
has now been two MRSA cases, both attributable to CHS NHSFT and both 
deemed avoidable. 

 
o Cost per ASTRO-PU for November 2015 was £4.11 (Area Team= £3.75, 

England= £3.50).  This is 9.6% higher than the Cost per ASTRO-PU for the 
Area Team. (October = 5.7%); and 17.4% higher than for England (October 
= 14%).   In comparison to our neighbouring CCGs, Sunderland is 4.8% 
higher than South Tyneside CCG (£3.92) and 3.3% higher than Gateshead 
CCG (3.98) 
 
Forecast outturn at November 15 is to underspend on the prescribing budget 
by 1.7% or £874,660. 
 

Progress on the Medicines Optimisation Strategy: 

o Engagement with CHS has been good in recent weeks and this has enabled 
good progress with the joint formulary. Six chapters are now in the final draft 
stage. Three of these have also been reviewed and approved by the 
volunteer GP reviewers; the remaining three are out for GP review at 
present. The aim is to take all six chapters to the Joint Formulary Committee 
at the end of March for ratification.   There has also been good engagement 
with CHS clinicians around a number of prescribing guidelines. 
 

o Pharmicus have submitted reports for the year to December 2015. 
Annualised savings of £746,310.91 from cost –effectiveness 
reviews/switches and medicines optimisation review clinics have been 
reported – against a target for the year of £700,000. Face to face or 
telephone medication reviews are now taking place in the majority of 
practices with reported savings (included in the figure above) of 
£165,738.  Reasons where medication reviews involving contact with the 
patient have not been established have been discussed with Pharmicus and 
clarification given.  

 

o The trial of Optimise Rx prescribing decision support tool has been extended 
to a further four practices.  An engagement strategy is currently underway to 
understand the preference for either system from all Sunderland practices.   
 



 NHS Official Item: 9.5 

 Page 10 of 31 March 2016 

 

o The MO diabetes specialist nurse has started from January 2015 and there 
has been some good engagement with the initial practices.  The contract 
with the external company for the Stoma nurse project is currently under 
review with them.  It is hoped there will be progress on this shortly.  
 

o The antibiotic strategy for the reduction of inappropriate use has been 
extended to urgent care centres and community pharmacies through 
circulation of a briefing and antibiotic posters.  Patient leaflets in the form of 
the TARGET non-prescription forms have also been distributed to all 
practices to support clinicians. 
 

o The second peer review session as part of the Medicines Optimisation LIS 
took place at the February’s TiTO and practices were supported in the 
preparation for this to ensure that each attendee gained the most from the 
session.  

 

o IAPT Access and Recovery – Recovery is above the 50% standard as at 
November 15 and access is slightly below the CCGs year end trajectory of 
16%.  It must be noted however that the CCG is above the national 15% 
standard so far which is encouraging and both access and recovery are 
above the same period last year so progress is being made month on month. 
 
Work continues with Northumberland, Tyne and Wear NHS Foundation Trust 
(NTW) and Voluntary Sector providers to improve access levels. 
 

o Weekend Discharges – This is one of the two 2015/16 QP measures from 
the urgent care menu. Despite being consistently above the nationally set 
target of a 0.5% increase in the proportion of discharges on a weekend over 
2014/15, local proxy information shows that in December 15, the CCG 
remain below the target.  December 15 performance improved slightly on the 
previous month which is encouraging. 
 

o A&E Diagnosis Coding and Time in A&E for Mental Health Patients – This is 
sole measure from the mental health QP menu for 2015/16 as thus accounts 
for 30% of the QP.   

 
This measure has two parts, the first relating to the coding of diagnosis in 
A&E records and the second part relating to the time spent in A&E for 
patients with a mental health diagnosis.  Regarding diagnosis coding, CHS 
NHSFT have implemented the learning from a large data quality exercise 
within the trust and coding is now approximately 96% which goes some way 
for the CCG to achieve the first part.  NDUC are in the process of 
implementing a new process for adding the diagnosis code to SUS 
submissions and this is likely to happen in the next 6 weeks.  A full year 
refresh will also take place.   
 
The second part is linked to CHS NHSFT achieving the four hour standard 
overall but also is linked to the pathways in place between CHS NHSFT 
emergency department at the RAID Team who are based in ED.  An initial 
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meeting has taken place and a number of actions were agreed.  It was 
agreed that clinical responsibility was being handed over at the correct time 
and this was not causing any delays.  It was also agreed that the RAID 
Team were also not causing any patients to wait above four hours.   
 
CHS NHSFT and the RAID Team have undertaken an audit which looked at 
a number of patients with a diagnosis of mental health who breached the 
four hour wait target over a week.  The results of the audit show that all of 
the patients were true breaches (so no data quality issues) and in some 
cases, RAID were called but clinical handovers could not take place as the 
physical healthcare of these patients still needed attending to.  For those 
patients who did not see the RAID Team, the patients were not self-harmers 
and did not have any specific mental health issues.  The main reason for the 
breaches revolved around the need for a bed which are linked to wider flow 
and capacity issues within CHS NHSFT.   Clinical information shows that the 
vast majority of patients required an observation period (6 hours) and due to 
timing of paracetamol levels which can’t be taken until at least four hours 
after ingestion.  
 
Looking at local NDUC data, if this was factored in, it would not make the 
desired impact on performance due to the low volumes of mental health 
patients who attend the Urgent Care Centres. 
 
The key themes from the audit have been shared with public health 
commissioning colleagues due to the links with alcohol services.  It is 
unlikely given the pressures on A&E four hour wait at CHS NHSFT that this 
indicator will deliver. 
 

o MSK Referrals into SIMS –National data has finally been published for NHS 
e-referral and the latest data as at November 2015 shows an under 
performance against the 50% trajectory.  As at November 15, 41% of all 
MSK referrals were referred into SIMS and 59% direct to secondary care 
which is a small shift towards the community service compared to the 
previous MSK CATS service.  Information has been shared with the provider 
and they will be looking to coordinate engagement activities with localities 
and practices to understand the reasons for referring direct to secondary 
care.   
 
An incentive scheme has been offered to general practice with a view to 
maximising the usage of SIMS and approximately 25 practices are signed up 
at this point.  It is hopeful that more practices sign up to maximise the 
incentive scheme and help deliver the quality premium.  It has been 
agreement to extend the incentive scheme into 16/17 to ensure we get the 
most out of the MSK service.  

   Some specific feedback has been raised with the contracting team 
regarding the service and the use of the proforma and this is being picked up 
with the provider.  The provider is also keen to work with general practice to 
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understand issues and deal with them as they arise.  Key waiting time issues 
have now been addressed with waiting times close to the contract standard. 

Emergency Healthcare Plans – The CCG remain below the locally set 
trajectory of 0.2% with performance currently at 0.16% which in numbers 
terms, this equates to 471 EHCPs coded in Primary Care as at February 16.  
Members of the BI Team and Commissioning Team have met with the 
Alliance and agreed actions that can be taken to improve this throughout 
February 16 and March 16 which revolves around proactive coding of Health 
and Social Care Plans after a patient has had an MDT and sharing the list of 
patients who have had an MDT with practices to code the patients.  A series 
of EHCP training continues to take place and coding continues to improve 
and it is expected that this delivers in March 2016. 

 

Activity Measures  
 

o Non Elective Inpatients – Activity for December 15 is above trajectory for non-
elective inpatients and activity remains above the same period last year. 
 
Despite improvements in activity levels in September 15 to November 15, 
activity increased slightly in December 15.  Despite this increase, the CCG are 
just 108 spells above target (0.5%). 
 
As reported previously, the increase in activity from December 14 has been 
sustained into 2015/16 with the vast majority of the increase possibly linked to 
increased use of ambulatory care at CHS NHSFT.  Short stay (predominantly 
zero length of stay) Urology, ENT, Respiratory, Gastroenterology and 
Gynaecology admissions are all showing an increase which are all areas that 
are linked to ambulatory care.  The Contracting Team are currently reviewing 
this with CHS NHSFT with a view to understand the impact of these being re-
classified as ambulatory care.  Discussions are still on-going regarding this 
issue given its complexities and impact on mortality and potentially CCG 
allocations so a number of scenarios are being worked through.  This is being 
addressed as part of the contract negotiation process.  
 
Despite the increase, activity is starting to plateau and with the mobilisation of 
Recovery at Home (R@H) and Community Integrated Teams (CIT), it is 
anticipated that activity should begin to show some reduction.  Indicative 
information from the R@H services shows an increase in referrals from GPs 
from October and increased referrals to the Integrated Care Teams which is 
encouraging.  Localities have also commenced risk stratification and MDTs as 
part of the CIT programme and the number of patients who have been through 
the MDT process continues to increase. 

 
o Elective Inpatients: activity continues to be above trajectory due to increased 

activity in Orthopaedics, Gastroenterology and Ophthalmology.  CHSFT 
continue to work to deliver RTT for Orthopaedics and as the backlog reduces, it 
is expected that activity for this specialty will decrease toward the end of the 
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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 day cases.  This is being addressed with the provider.  CHSFT has 
notified the CCG of a significant increase in demand for Gastroenterology 
which is creating pressures in the department and a waiting times and a 
backlog.  As previously mentioned a number of actions are underway to 
address this issue. 
 

The BI Team have also picked up data quality issues relating to GH NHSFT and 

NUTH where activity has been assigned to the CCG when it should be 

specialised commissioning. 

Please note that a narrative is included within the main scorecard for each 
indicator. 

 
4. Quality Premium 
 
4.1 2015/16 
  
2015/16 QP indicators are currently included within the Delivery Dashboard.  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: 

 
o National indicator  

o Reducing potential years of life lost (as 2014/15) – 10% 
o Urgent Care Menu 

o Increasing the proportion of discharges on a weekend and 
bank holiday – 20% 

o Reducing avoidable emergency admissions – 10% 
o Mental Health Menu 

o Improving diagnosis clinical coding and total time in A&E for 
mental health patients – 30% 

o Improving Antibiotic Prescribing – 10% 
o Local Indicator 1  

o Increase in the number of Emergency Health Care Plans 
(EHCPs) – 10% 

o Local Indicator 2  
o 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 £271k of the £1.354m not taking into account 
penalties.  This is half the amount reported last month and is just an estimate at this 
point and is based on the following: 

o Potential Years of Life Lost – Predicted non achievement due to an increase 
in the number of lives lost based on 2014 published data.  It is highly likely 
that this indicator will not achieve for 2015/16. 
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o Weekend Discharges – Predicted non achievement which is a change on the 
previous month.  This is due to October 15 proxy information showing a 
significant reduction in weekend discharges which is being investigated further 
by the lead and actions are being taken to understand the issues.  
Performance has improved over November and December 15. 

o Reducing Avoidable Emergency Admissions – Predicted failure due to current 
performance for non-electives but this will be affected by any re-classification 
in activity which has been picked up with CHS NHSFT and discussions are 
on-going around the classification of these patients. 

o A&E Diagnosis Completeness and Total Time in A&E for Mental Health 
Patients – Predicted failure due to current performance and the overall risks to 
delivery of A&E and the clinical needs of these patients. 

o Antibiotic Prescribing – Predicted achievement due to current performance 
o Emergency Health Care Plans – Predicted to achieve based on current 

performance, although slightly under trajectory at the moment, the work being 
carried out within CIT, it is anticipated that this will achieve. 

o MSK Referrals – Predicted to not achieve based on the current information 
available. 
 

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 which is 
now only for incomplete pathways, Cancer 2WW and NEAS red 1 ambulance calls.   

Due to under performance for NEAS overall for Red 1 performance it is 
estimated based on current performance that 20% of the QP will be removed, 
thus achieving £217k at this point in total.   

A full quality premium schedule is available via the Delivery Dashboard. 
 

5. Delivery of Operational Plans 2015/16 – Executive Summary 
 
5.1 Out of Hospital Board 

Overall Programme 

5.1.1 2016/17 Value Proposition 

The revised 2016/17 value proposition was submitted in line with the deadline of 08 
February 2016, when we also had a quarterly site visit to Sunderland.  

Project level update 

5.1.2 Community Integrated Teams 

There has been some slippage on the timetable for the implementation of 
Community Integrated Teams (CITs). Risks and issues are identified and managed 
through the project management and reporting processes. The key issue relates to 
primary care concerns about data sharing with South Tyneside NHS FT (ST NHSFT) 
and this delay has impacted on MDT operation. There is a solution which will be 
implemented. 
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 Co-location of the community nursing teams and social care teams is now 
complete.  

 The programme of MDT meetings is now in place across all localities and MDT 
meetings have full representation from health and social care. 

 GP Practices have now completed their risk stratification and have identified the 
top 1% of high risk patients which are now being reviewed by MDTs. 

 Recruitment of additional nurses is still on-going, all staff anticipated to be in 
place by 22 Feb 2016 

 Living Well Link workers are now in place and are located with the Locality Co-
located teams. Existing Carers Locality Workers are located within the Co-
located Teams.  

 Information Governance work is ongoing to facilitate the data sharing across 
STFT Community Teams and General Practice. 

 IT/ Telephone solutions still on-going with both STFT and LA staff as they 
establish themselves in their new locations 

 Sunderland GP Alliance are now overseeing the mobilisation of additional GP 
input into CIT's and have the additional GP resource in place  

A workshop took place on 21st Jan 2016 to evaluate achievement against current 

objectives, vision and structure.  Progress against each of the four objectives was 

reviewed to inform the development of the revised objectives for 2016/17. Key 

points in respect of future objectives are: 

Objective 1: Co-location - Coalfields is still to move to Houghton PCC by April 2016 

but this has been achieved in the other 4 locations. Future objectives should move to 

creating integration, not just co-location. 

Objective 2: Clear standards and processes in place –developing the risk 

stratification tool; making the MDT meetings as efficient and effective as possible; 

sharing records and ensuring patients and carers are involved in decision making 

and care planning; reviewing the care co-ordination processes and supporting 

documentation; widening the information sharing. 

A Care Planning Task and Finish group has been established to lead objective 2 with 

its first meeting in February 2016. 

Objective 3: enhanced primary care in care homes and extra care – to focus on 

training, clarification of enhanced care and alignment to care homes. 

Objective 4: locality performance report – to focus on qualitative measures and 

analysis of admission patterns. 

5.1.3 Recovery at Home (RaH) 
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The project is on track although there have been some issues with capacity during 
surge. 

The Senior Management Team of the core service had time out. They revisited and 
re-affirmed the vision and principles of the service and agreed the milestones for 
next year. 

Single point of access – The team continue to see high levels of activity and have 

largely coped very well during times of intense pressure. However, due to sickness 

in the team, and vacancy factor, this resulted in a short period of time where the 

responsiveness of the service was affected. This has since settled and normal 

service is restored. TV screens have been installed and the team will soon have the 

ability to monitor the number of calls waiting and this will enable them to minimise 

the time taken to respond to calls. 

GPOOH co-location – GP out of hours service continues to work with partner 

organisations to develop stronger integrated working.  It had been highlighted that 

due to the increase in staffing levels noise has been identified as an issue.  Sound 

proofing is now in place to help manage this.  

GP in hours – Support has been increased from once a week to 5 days a week into 

Farmborough Court. The GP alliance is currently seeking out additional resource to 

extend the cover to 7 days. This will help to maintain an appropriate flow of patients 

through the service. Work continues with The Alliance via the community integrated 

care work stream to secure additional primary care input. Initial requirements of the 

team based in Leechmere have been identified, and capacity has been found to start 

to work together to test this out. 

IV pathways – Ambulatory Care group is established and a workshop is planned for 

April 2016 to develop initial pathways.  Preparation and mapping work is well 

underway. Recovery at Home Project plan will be cross referenced with Ambulatory 

Care project plan to ensure timescales are aligned. 

Beds – The CQC registration for Farmborough Court is still ongoing. The team has 

indicated that completion is imminent. The closure programme for the ‘Time to Think’ 

beds has been amended and the Village Care Home will no longer close at the end 

of March to minimise the risk of bed pressures while the development work is done. 

Performance framework – Work to develop performance reporting for the project 

has commenced.  Draft reports are now being shared through the interim 

performance team. The RaH team have drafted requirements for an internal 

dashboard to be used by the team, to be agreed. 

IT – Digital Solutions Team have had an initial workshop to map out RaH 

requirements – refer to their update report and action plans for further detail. 
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OD – RaH is being joined up with integrated teams as part of this enabling work 

stream. RaH representation to be included in group. Exploring potential for use of 

additional underspend for targeted interventions to support project.  Capacity issues 

within the team has prevented further work to develop the potential of closer working 

with CIT’s at this point in time.  However this will be picked up in the new financial 

year.  

OPAL Enhancement- Service has commenced and initial feedback has been very 

positive with examples shared of good outcomes for patients. 

Workforce – While new posts have been appointed to through the business case 

there are still some vacancies across the nursing element of the team that could 

impact on the ability to deliver the service.  This has been included on the Risk 

Register. 

5.1.4 Enhanced primary care 

The CCG has supported the initial plans from the GP Alliance to progress enhanced 

primary care for the 12% of the population with a LTC who account for 36% of the 

overall health and care spend 

The following projects are to form the Enhanced Primary Care work stream: 

Diabetes Project 

The purpose of this project is to implement a programme of best prescribing practice 

across primary care, through medication reviews, pro-active care management and 

education. 

Key metrics in this area include: 

1. Reduction in total cost of high cost oral drugs (SGLT2 and DPPIV) in highest 
quartile of practices by 10% versus current baseline. 

2. Improvement from 2014/15 baseline in the % of patients who achieve 
glycaemic control via HbA1C of 59mmol/mol – 79mmol in line with QOF 
targets.   

3. 10% Reduction in admissions (primary cause) related to diabetic 
complications (DKA, hypogylaemia).  

 

AF & Stroke Prevention 

The CCG has approved the programme which is in 2 key parts: 

 My Diagnostic equipment in each practice for the opportunistic screening of 
patients over 55yrs to address the gap in prevalence 

 24 ECG monitoring in 2 practices per locality for the whole locality aimed at 
reducing a significant number of referrals to the community cardiology service 
and acute hospital for the diagnosis of palpitations/suspected AF. 



 NHS Official Item: 9.5 

 Page 18 of 31 March 2016 

 

 
The GP Alliance understand the need to engage with the whole system over the 

next year of testing this approach due to the need to identify better information to 

inform future contracting arrangements with acute, community and primary care 

re cardiology services.  This is particularly relevant as the specification for the 

community cardiology service has recently been reviewed and will be relaunched 

at the April TITO. 

Key Metrics planned in this area are: 
1. Opportunistic screening and greater use of enhanced primary care services 

will bring SCCG up to national prevalence rates of 2.4% vs current SCCG rate 
of 1.9% (data from CCG) 

2. Achieve estimated efficiency savings across the health economy of £100K by 
using primary care based ECG services. 

3. Increase % of patients with AF who are anticoagulated by 10% vs current 
CCG anticoagulated rates. 

Care Homes 

Sunderland has an opportunity to align care homes with GP practices, but alignment 

is discouraged by the significant additional workload arising from practices taking on 

new patients in these patient cohorts.  Each patient must be registered at the 

practice, visited for an assessment, their care needs considered and their 

medications reviewed.  Paying practices to undertake this additional work could 

facilitate a realignment. 

Ideally, each care home would be supported by a single practice, but a redistribution 

of patients would not seek to increase any practice’s numbers of care home patients, 

only substitute so that the practice had a more sensible geographic distribution.  

Furthermore, patient choice would be paramount, and while we believe a high 

percentage of patients would willingly switch GP, all patients would, of course, retain 

the option of remaining with their existing doctor. 

Key metrics for this project are: 

1. Identify a lead practice (s) for individual care homes 
2. Achieve 30% alignment by October 2016, 50% alignment by March 17 and 

further development work to achieve 100% alignment from April 17 onwards.  
 

Map of Medicine 

Investment in clinical infrastructure – an existing product, Map of Medicine – can 

deliver improvements in clinical services by the consistent application of clinical 

pathways. 
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Map Pathways supports clinicians to make appropriate decisions at the point of care.  
Health organisations using Map Pathways have reported a reduction in outpatient 
first attendance appointments by an average of 5.2%.   Typically, they also see a 4% 
lower cost per admission.  
 

Map Referrals standardises the referral process across every practice, ensuring a 

consistent high-quality service for every patient in line with locally determined 

pathways.   

 

Key Metrics in this area are: 

1. Development/uploading of 40 key referral pathways. 
2. Reduction in referral to secondary care volumes by 5% against 3 high cost 

referral pathways, as agreed with CCG versus 2014/5 baseline 

The CCG has worked with the GP Alliance to identify the priority pathways for 

implementation linked to performance pressures and future productivity areas and a 

Clinical Reference group is being developed of interested GPs who are willing to 

review the national/local pathway for approval by the CCG Executive Committee.  In 

light of the development of the South of Tyne Health Group, the potential for and 

benefits of a joint clinical reference group with South Tyneside CCG will be explored. 

 

The two areas below would start after the above 4 projects have been implemented. 

Post-Discharge Clinics 

The Alliance will develop and pilot post-discharge clinics in two localities within 

primary care for a period of twelve months. The aim is to improve patients’ 

understanding of what happened in hospital, promoting self-management and 

conducting medication reviews. The pilot will be evaluated to understand the impact 

on the wider health economy, including an expected reduction in hospital admissions 

and readmissions from the better management of long term conditions in the 

community. 

Clinical Specialisms. 

Maximising the use of specialisms (GP with special interest), to the benefit of both 

patients and the wider healthcare economy, requires an audit of existing GP 

specialisms across all 51 practices within the city, coupled with a broader 

consideration of which skills are required.   

GPs with special interests need to operate across practices as individual practices 

are rarely likely to be able to sustain a specialism in their own right.  This in turn 

requires the development of new ways of working, utilising the structure of localities 

and supportive federations.  Some investment in infrastructure that can manage a 

more fluid use of GPs across multiple independent businesses will be essential. 
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5.1.5 Continuing Healthcare (CHC) 

Initial meetings with ST NHSFT, Local Authority and NHS Property services have 

taken place regarding Pallion. Due to the on-going nature of the discussion, 

alternative locations are being discussed and the Industry Centre appears to be a 

viable alternative so this is being explored further. A moving date will be confirmed 

once issues have been resolved.   

Further meetings with Mike Jarmin and Kathryn Dimmick are organised regarding 

EMIS roll-out.  

Work has also started between Sunderland City Council and ST NHSFT about new 

ways of working, with the CCG contributing to this.  

The CCG recently held a visibility wall on the improvements made, particularly by 

STFT in relation to the CHC process but current and restitution as a result of 

applying lean methodology which had made significant progress in the timeliness of 

assessments.  The restitution plan is on target as of March 2016 to meet the October 

16 deadline for completion of all assessments and decisions. 

5.1.6 Dementia 

Dementia City Wide Dementia Innovation Bid - practice guidance has now been 

developed and went to all practices by the 5th February for the environmental 

improvements to be completed by the end of March. All payments will be made to 

practices by the end of the financial year. Once complete, an outcome report will be 

drafted and shared with the appropriate individuals.  

Discussions with PROPCO have taken place regarding practices who are PROPCO 

owned and the suggested environment changes which need to be taken forward as 

part of this bid.  

Work with Tyne & Wear Care Alliance on the development and delivery of 

Dementia Care Training for Care Homes and General Practice is progressing very 

well. The dementia training for Care Home staff is already underway. There are 4 

days taking place w/c 1st Feb and the feedback so far is positive from the Care 

Home staff.  

Professor James has been working with Tyne & Wear Care Alliance on developing a 

Champion Training for in house care home staff who would like to be house leaders. 

They have identified suitable candidates in January and they are now on the training.  

The CCG lead manager met with Northumberland, Tyne and Wear NHS FT, Tyne 

and Wear Care Alliance, Sunderland University and Professor James on 3rd Feb to 

start initial discussions about a GP Practice Dementia Champion programme.  
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The remainder of the dementia work is on-going across Sunderland and all actions 

are progressing well.  

Discussions regarding responsibility of the Dementia Multi Agency Group (DMAG) 

led by Sunderland City Council still need to take place and until then any related 

work or networking is placed on hold. 

5.1.7 End of Life (EoL) 

The GP training in End of Life Care is underway and two sessions have been 

delivered.  The attendance from practices has been excellent.  The feedback from 

practices on the session has been extremely positive.   

The wider EoL training plan is in development taking into account the interim 

evaluation from the training provided during 15/16.  The Northern England Strategic 

Clinical Network have expressed an interest in rolling out this training regionally, 

potentially with Sunderland leading the work.  

 A review of the End of Life commissioned services is to take place in 2016/17 to 

ensure that services meet the national standards.   

5.2 Urgent Care Board (UCB) 

Flow out of Hospital is working well as evidenced by NEEP levels and very low 

numbers of delayed transfers of care at City Hospitals NHS FT. Work on Urgent 

Care Strategy has commenced and will be progressed via bi-monthly Urgent Care 

Board workshops 

5.2.1 Surge 

Surge Command continues to be called when required with good support and 

proactive problem solving from partners.  We are still working on better integration 

with Primary Care and NEAS. 

5.2.2 Urgent and Emergency Care Vanguard 

Funding has been allocated to rolling out NEWS and V5 app region wide - 

discussion continues around resources. 

5.2.3 Ambulatory care 

The project work programme, to be supported by the National Ambulatory 

Emergency Care Team, has been finalised.  Work is now progressing on the 

following five key work streams: 

 Ambulatory care pathways and point of care testing: a Kaizen event is 
planned for April to re-launch the Cellulitis and DVT pathways and develop 
COPD and UTI pathways across the system. We are focusing on these four 
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pathways as emergency admissions are highest in these conditions. The Kaizen 
will also include Point of Care testing to support pathway development; the 
intention would be to trial usage of Points of Care testing machines in 
primary/community care. 

 Communication and stakeholder engagement  which includes: 
o Whole system assessment criteria for referral to ambulatory emergency care 

-  standardising  ambulatory care assessment criteria in primary and 
community settings, building on NEWS, with supporting documentation with 
interoperability with existing IT clinical systems   

o Developing a pilot between all GP practices/RaH and CHS NHSFT 
ambulatory care unit, as well as NEAS Advanced Practitioners, to test the 
concept of ambulatory care i.e. senior decision makers available at CHS 
NHSFT to discuss patient cases with GPs, RaH and NEAs to ensure the 
patient gets the right service first time, i.e. RaH, ambulatory care unit or both 
depending upon patient need thus avoiding admission   

 Ambulatory emergency care unit direct access -  to pilot for three months 
direct access for NEAS Advanced Practitioners to AEC unit obviating ED 
(current pathway) 

 Patient engagement – engaging the patients and staff across the pathways 
including feedback and experience measures. 

 Primary care IT support – scoping how Map of Medicine can support the work 
programme, including referral criteria and pathways. Discussions are taking 
place with Sunderland GP Alliance mindful of the links to enhanced primary care. 
 

A recent meeting with the clinical Chief Operating Officer; the Consultant lead for 

Ambulatory care and the Emergency Ambulatory Care Unit lead was held with the 

CCG management and GP Executive lead and the national team.  The outcome was 

very positive, with sign up from clinicians to test the above approach, learn and put 

more effective pathways in place as a result of the learning over the next year.  The 

national team see the potential for Sunderland to lead the way in this area. 

Formal updates to both the Out Of Hospital and Urgent Care Boards are scheduled.   

5.3 Additional Transformational Changes 

5.3.1 General Practice strategy 

At the March meeting of the Strategy Implementation Group, the group considered 

an evaluation of the primary care extended hours service run in the East, West and 

North localities undertaken by Durham University on behalf of Sunderland Alliance. 

Enhanced access to primary care is in the NHS Mandate but clarity is needed as to 

whether this is same day access for urgent primary care problems - deliver in our 

GP-led Urgent Care Centres - or planned care like the extended hours DES. 

The Strategy group recommended the service should be tested further and therefore 

continue for the next year, enabling the recommendations in the report to be 

realised.  The recommendations largely focus on retaining the benefits of the pilot 
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whilst providing a more efficient and standardised offer across the 3 localities.  In 

addition the Strategy group recommended the focus should be on same day urgents 

for all the population in those localities except for those more complex patients who 

need continuity of care and should be supported by integrated teams and recovery at 

home.  They also recommended the offer be made to all 3 localities despite the low 

take up in the North, recognising the need to keep them engaged but that a potential 

option was for 2 sites across 3 localities.  The UC Board also considered the 

evaluation and supported the extension for a further year to enable the 

recommendations to be addressed and a non recurrent budget for the service has 

been secured for the next year. 

The group also considered a draft of a 5 yr. financial plan on a page for the general 

practice delegated budget, alongside the priorities within the GP Strategy.  It was 

agreed a subgroup meet to refine this for presentation to the March PC Committee 

for consideration.    

The next meeting of the group will review whether the delivery arrangements that are 

in place or need to be in place for the priorities are sufficient.  For clarity the priorities 

for 16/17 concern supporting general practice to increase capacity and build the 

workforce, continuing to deliver the role of General Practice in transforming out of 

hospital care, supported in both by working with the GP Federations. 

5.4 Mental Health Programme Board 

We await feedback for the 117 draft protocol and discussions are ongoing between 

Northumberland Tyne and Wear NHS FT, South Tyneside CCG and Sunderland 

Local Authority regarding NTW NHSFT hosting the 117 database.  

The CAMHS partnership is in the process of reviewing the CAMHS pathways and 

the transformational plans. We have been informed that the additional funding for 

CAMHS transformation is within our baseline and this will lead to re-evaluating the 

current and planned service provision.  

Crisis care concordat action plan has been updated and partnership meetings 

continue on a bi-monthly basis. There are ongoing discussions between the SCCG 

and LA about BCF budget to gain accurate up-to-date financial information from the 

LA. 

 
Authors:  Matt Thubron 

Deputy Head of Contracting, Performance and Business 
Intelligence 

 
   Helen Steadman 
   Strategy and Planning Manager 
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Green Red Red Red Red Green Red Red Green

green Red Red Red Red 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% Nov-15 - YTD 85.73% 90.0% 

18 Week Referral to Treatment Waiting Times - Non-admitted pathways 98.37% Nov-15 - YTD 96.52% 95.0% 

18 Week Referral to Treatment Waiting Times - Incomplete Pathways 94.01% Nov-15 - YTD 94.54% 92.0% 

52 Week Referral to Treatment Waiting Times - incomplete pathway 8 Nov-15 - YTD 1 0 No change since May 15


  

Patients waiting more than 6 weeks for 15 key diagnostic tests 0.55% Nov-15 - YTD 0.85% 1.0%

Performance remains below the 1% standard as at November 15.  November 15 performance shows some small breaches 

for MRI at South Tees and NUTH which could be linked to specialised services and this will be monitored to ensure that 

these are not long term issues.  For the first time in a number of months, there were no echo or ultrasound breaches at 

GHNHSFT which is good and the main pressures remain with endoscopy which are linked to the overall pressures in 

Gastroenterology.  Again it is anticipated that further improvements will be seen into January 16.



% patients spending 4 hours or less in A&E or minor injury unit - City Hospitals Sunderland 92.09% Nov-15 - YTD 94.78% 95.0% 

% patients spending 4 hours or less in A&E or minor injury unit - South Tyneside NHS FT 94.54% Nov-15 - YTD 94.23% 95.0% 

% patients spending 4 hours or less in A&E or minor injury unit - Gateshead Health NHS FT 95.49% Nov-15 - YTD 94.86% 95.0% 

% patients spending 4 hours or less in A&E or minor injury unit - Northern Doctors Urgent Care 99.35% Nov-15 - YTD 99.81% 95.0% 

No waits from decision to admit to admission (trolley waits) over 12 hours 1 Nov-15 - YTD 0 0 

% patients seen within 2 weeks of urgent referral for suspected cancer 95.79% Nov-15 - YTD 93.64% 93.0% 

% patients seen within 2 weeks of urgent referral for breast symptoms 97.18% Nov-15 - YTD 93.00% 93.0% 

% patients treated within 31 days of cancer diagnosis 98.91% Nov-15 - YTD 98.76% 96.0% 

Cancer diagnosis to treatment waiting times (31 day subsequent treatment surgery) 98.80% Nov-15 - YTD 97.77% 94.0% 

Cancer diagnosis to treatment waiting times (31 day subsequent treatment drugs) 99.49% Nov-15 - YTD 100.00% 98.0% 

Cancer diagnosis to treatment waiting times (31 day subsequent treatment radiotherapy) 99.62% Nov-15 - YTD 98.40% 94.0% 

% patients treated within 62 days of urgent referral for suspected cancer 87.28% Nov-15 - YTD 87.15% 85.0%

Cancer 62 days remains above the 85% standard for the year to date with improved performance in November 15 after 3 

consecutive months of under performance.  Performance at NUTH and CHS remain the main pressures, particularly 

complex patients who are transferred to NUTH and diagnostic delays.  The main specialty experiencing pressure remains 

Urology due to volume and capacity, particularly for diagnostics.  The CCG have agreed to support CHS in the roll out of a 

number of initiatives such as one stop shop clinics which should improve flow throughout the pathways.  This is currently 

being worked through and more work is needed with primary care but it is anticipated that this would make some 

improvements.



% patients treated within 62 days of urgent referral from NHS Cancer Screening Programmes 93.71% Nov-15 - YTD 96.30% 90.0% 

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

patient priority
82.50% Nov-15 - YTD 75.47% 85.0%

Please note that there is no national standard for this indicator, the 85% target is a locally agreed target with CHS NHSFT 

and is in place across a number of providers.  3 patients breached in November 15, all cited as being on a complicated 

pathway with multiple tumour groups requiring complex diagnostics.  1 patient breached due to surgery capacity for the 

Urology Robot at CHS and 2 breaches were due to MDT delays.


Ambulance: Cat A calls responded to <8 mins (Red 1 - Critical) 75.49% Dec-15 - YTD 72.23% 75.0% 

Ambulance: Cat A calls responded to <8 mins (Red 2 - Serious) 77.03% Dec-15 - YTD 73.63% 75.0% 

Ambulance: Cat A calls resulting in an ambulance arriving at the scene within 19 minutes 97.23% Dec-15 - YTD 96.17% 95.0% 

Number of patient breaches of Mixed Sex Accommodation 0 Oct-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% Sep-15 - YTD 98.67% 95.0%  

Performance remains below the 75% standard for R1 performance and the YTD performance continues to deteoriate with 

pressures relating to staffing, resources available and the number of calls.  An extraordinary meeting took place between 

Commissioners and NEAS in December to understand the performance issues, review the action plan and also agree any 

further actions that could be taken to address the under performance.  The actions agreed include the use of 3rd Sector 

providers for non urgent calls, use of advanced technicians and additional recruitment.  Other specific actions were also 

agreed at that meeting which are currently being worked through with some of these actions relating to the festive period 

such as a targetted comms campaign.

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 

Diagnostic test waiting times

Cancer waits - 31 days

RAG Rating : 2014-15 

performance vs target

Arrow Direction: 

performance vs same 

Cancer waits - 62 days

Ambulance Response Times

The CCG remain above the 93% standard for 2WW with another improvement in performance in November 15. The 

November 15 position saw the CCG achieve all the standards (except consultant upgrade which does not have a national 

standard) which is excellent.  Children's was the only tumour group not to achieve the standard but this was very low 

numbers.  Gastro was above the standard which was the first time since June and Breast also has shown another 

improvement.

Performance continues to improve overall for incomplete pathways with the CCG now at 94.5% as at November 15.  The 

CCG are expecting this to be maintained due to the improvements in Orthopaedics and Gastroenterology.  As of November 

15 published position, Gastroenterology, Respiratory Medicine, Orthopaedics and Neurosurgery (the latter commissioned 

by NHS England) are the only specialties under the 93% standard.  Although CHS have signalled that Orthopaedics will 

now not deliver 18 weeks in January 16 as initially agreed, performance agrees to improve with the number of patients 

over 18 weeks reducing month on month.  Gastroenterology has seen an improved performance and this is likely to 

continue into January 16.  Respiratory Medicine remains a concern due to consultant availabilty at CHS and the 

Contracting Team are in the process of meeting with CHS to understand the issues and actions needed to address the 

issue.

Published performance as at November 15 for CHS shows under performance for the year to date of 94.78%.  Using local 

information for December 15, performance has deteroriated further and the year to date position is now approx. 93.97%.  

Despite achieving Qtrs 1 and 2, peformance for Q3 and so far in Q4 is still higher than the same period last year and 

some weeks this amounts to around a 3%-4% improvement on the same period last year.  Delayed transfers of care 

remain at a very low level and throughout daily sitrep reporting, most of the time CHS are reporting lower NEEP levels 

than providers in the south of the patch.  Weekly surge meetings continue to take place along with extra scheduled 

meetings at time of real surge.  Additional funding throughout the winter period has allowed additional schemes to be 

funded such as additional transport and spot purchasing of beds if they are needed.

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

Potential Years of Life Lost from causes considered amenable to healthcare 2014 2,742.20       

Latest nationally published data 2014 shows an increase in the number of PYLL in 2014 which was not 

expected.  There has been a decreasing trend from 2009 and the CCG have an ambition for a year on year 

decrease and the latest 2014 figure is now at the same level as 2009.
gggggggggggg

Health-related quality of life for people with long-term conditions 69.7% Mar-14 69.0% 67.6% Latest nationally published data March 2015.


Estimated diagnosis rate for people with dementia 69.5% Nov-15 - YTD 77.2% 67.7%    

Non-elective discharges at weekends and bank holidays New 2015/16 Nov-15 - YTD 21.2% 22.5%

Weekend discharges continues to decrease from July 2015 and remains under the target for the quality 

premium.  Anecdotal information by stakeholders suggests that the number of weekend discharges has 

increased.  Information available from the national data suggests otherwise as the number of discharges on 

a weekend in 15/16 compared to 14/15 has decreased slightly, particularly from July 15 onwards.  A refined 

analysis has been provided to Leads to aid the discussions on why this is not the case.

gggggggggggg

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

Patient experience of primary care - GP Out of Hours services Jul-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

Primary Care - Quality of Appointments at GP practice (positive answers) New 2015/16 Dec-15 - YTD 410.63 449.30

January 2016 published data score is 38.67 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 (85.70 / 100) 2. Listening to you (85.98/ 100) 3. Explaining 

test and treatments (81.65 / 100) 4. Involving you in decisions about your care (74.19 / 100) 5. Treating you 

with care and concern (83.11 /100).   Glenda Laydon, Wednesday, January 13, 2016

 ggggggggg

Primary Care - Overall Experience of GP Surgery (positive answers) New 2015/16 Dec-15 - YTD 86.8% 88.1%  ggggggggg

Primary Care - Overall Experience of making an appointment (positive answers) New 2015/16 Dec-15 - YTD 76.0% 76.8%

January 2016 published data remains just below target with 76.02% rating the overall experience of making 

an appointment as Good, with a target of 76.8%. However this score is still above the national average of 

73%. CCG practice ranges from the lowest performing at 57% to the highest performing at 97%. Glenda 

Laydon, Wednesday, January 13, 2016&#x0D;&#x0A;

 ggggggggg

Number of MRSA infections for local CCG residents 1 Nov-15 - YTD 0 0  

Number of MRSA infections in local Hospitals 4 Nov-15 - YTD 1 0  

Number of Clostridium Difficile infections for local CCG residents 93 Nov-15 - YTD 63 59  

Number of Clostridium Difficile infections in local NHS FT 42 Nov-15 - YTD 38 22  

Prescribing costs per astro pu (distance from SHA ave %) 8.3% Oct-15 - YTD 5.7% 5.0%

Cost per ASTRO-PU for October 2015 was £4.24 (Area Team= £4.01, England= £3.72). This is 5.7% higher 

than the Cost per ASTRO-PU for the Area Team. (September = 8.8%); and 14% higher than for England 

(September = 18.1%). In comparison to our neighbouring CCGs, Sunderland is 0.2% higher than South 

Tyneside CCG (£4.23) and 3.4% higher than Gateshead CCG (£4.39).  Forecast outturn from at October 15 is 

to underspend on the prescribing budget by 1.6% or £824,397.

 

Antibiotics prescribed in primary care (score) New 2015/16 Oct-15 - YTD 0.7% 0.8% ggg gggggggggggg
Proportion of broad spectrum antibiotics prescribed in primary care New 2015/16 Oct-15 - YTD 11.1% 11.3% ggg gggggggggggg
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

Proportion of people with depression and/or anxiety disorders with access to psychological therapies 14.5% Nov-15 - YTD 10.0% 10.7%  

The number of people accessing IAPT who are moving to recovery 46.4% Nov-15 - YTD 51.0% 50.0%  

Proportion of people that wait 6 weeks or less from referral to entering treatment New 2015/16 Aug-15 - YTD 99.6% 75.0%  gggggggggggg
Proportion of people that wait 18 weeks or less to start treatment compared to those finishing treatment New 2015/16 Aug-15 - YTD 98.3% 95.0%  gggggggggggg

Mental Health A&E attendances under 4 hours New 2015/16 Nov-15 - YTD 89.0% 95.0%  gggggggggggg

Mental Health A&E Diagnosis Coding Data Quality New 2015/16 Nov-15 - YTD 54.1% 90.0%  gggggggggggg

Emergency Health Care Plans (EHCP) in Primary Care (in EMIS) New 2015/16 Dec-15 - YTD 0.16% 0.20%

Quality Premium key performance indicator for 2015/16 worth 10% of the overall quality premium £135,424 

based on March ' 2016. It is disappointing to see that performance remains at 0.16% as the phased 

trajectory increases to 0.20% in December ' 15 and will continue to increase to 0.23% in March 2016. 

December's performance missed target by 98 Emergency Health Care Plans in place as at the 1st December.  

Glenda Laydon, Wednesday, December 02, 2015

 gggggggggggg

GP referrals into Sunderland Intermediate MSK Service New 2015/16 Nov-15 - YTD 41.09% 44.0%

National data has now been published and the data shows that the proportion of referrals to MSK CATS has 

not increased since the mobilisation of the new service.  The CCG hope to achieve 50% of all referrals for 

MSK going through MSK CATs from October 15 to March 16.  The CCG are currently working through an LIS 

for primary care which aims to maximise the utilisation of SIMS.

 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

YTD recovery has now moved slightly over the 50% target for November15 at 51.03%, which is very 

promising and now the challenge is to maintain this level of recovery to achieve the year-end target. Access 

remains below expected levels. Although above the national expectation and higher than the same period 

last year, performance remains slightly below the year to date phased locally set trajectory.

CHS remain significantly above trajectory for C difficile although this is misleading as a number of cases 

have been successfully appealed.  The main issues remain with the testing for c difficile which is currently 

being reviewed.  Taking the upheld cases into account, contractually CHS are forecasting to be under 

trajectory by the end of the year.

CHS reported 1 case in November 15 which after PIR, it was deemed to be a trust acquired case and an 

avoidable case.  The case was a Urology case and contract sanctions have been applied. The case was 

discussed at the HCAI Improvement Group and an action plan agreed.

Performance continues to hover around the 90% mark for mental health patients and the time spent in A&E. 

This clearly will be affected by the wider A&E performance issues experienced by CHS NHSFT so this 

indicator is a significant risk for the CCGs quality premium. In order to understand the reasons why patients 

with mental health conditions wait longer in A&E and the CCG have requested an audit to be undertaken by 

CHS NHSFT and the NTW RAID Team to try and understand any data quality issues as well as that clinical 

rationale. Once this is available, actions can be agreed to be taken forward.  The audit has now been 

recieved and is being analysed and early information shows that the vast majority of breaches relate to 

patients waiting for a bed so are linked to the wider capacity issues at CHS around 4 hour wait.

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 Nov-15 - YTD 35,125 32,746

Elective activity remains above plan, predominantly linked to the 

performance recovery at CHS where the Trust are working to achieve 18 

weeks at specialty level.  The main areas of over performance are 

Orthopaedics and Ophthalmology.  Other areas of over performance relate 

to activity at other providers such as Dermatology at CDDFT.  CHS continue 

to work towards delivery of 18 weeks for Orthopaedics and performance is 

improving and the number of long waiters continue to decrease.  Spinal and 

complex reconstructions are the main areas of over performance.  

Ophthalmology pressures were due to a backlog in cataracts at CHS.  This 

was predominantly due to an increase in activity from other commissioners 

due to pressures at other trusts.  The BI Team are also aware of activity that 

has been allocated to CCGs which should be specialised earlier in the year 

which has not been refreshed.

 

Number of Non Elective Inpatient Admissions (MAR) 30,825 Nov-15 - YTD 20,948 21,041

As at November 15, non electives remain slightly under trajectory and 

activity levels have slowed from the beginning of the financial year.  Activity 

remains higher than the same period last year, mainly due to increased 

short stay emergencies at CHS, the vast majority appear to be linked to 

increased use of ambulatory care such as ENT, Urology and Gastro.  The 

Contracting Team have discussed this with CHS and have proposed that this 

activity is removed from non elective admissions and classified as ward 

attenders.  CHS are currently reviewing this proposal as this could affect 

mortality.  This is also currently being discussed as part of the contract 

negotiations.  As part of the ambulatory care work which is being led by the 

CCG, an audit is due to take place to understand the pathways as part of the 

wider work around ambulatory care and this should help understand how 

patients are accessing these services and whether or not they could be seen 

in the community.

 

Number of First Outpatient Attendances (MAR) 108,969 Nov-15 - YTD 77,707 72,545

The CCG have moved above trajectory for first outpatients.  Despite being 

above plan for a small number of specialties (Orthopaedics and Gastro), the 

main driver of the over activity is increased reporting of Radiology at CHS 

(part of which was not included within the trajectory) and increased 

reporting by Independent Sector Providers (again which was not included 

within the trajectory).

 

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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Actual To 

Date

Target To 

Date

 Risk to 

Year End
Comments

Delayed Transfers of care from hospital per 100,000 1408.60 Nov-15 - YTD 805.50 984.00

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) Nov-15 - YTD 7,586.20 7,603.40

As at November 15, non electives remain slightly under trajectory and activity levels have slowed 

from the beginning of the financial year.  Activity remains higher than the same period last year, 

mainly due to increased short stay emergencies at CHS, the vast majority appear to be linked to 

increased use of ambulatory care such as ENT, Urology and Gastro.  The Contracting Team have 

discussed this with CHS and have proposed that this activity is removed from non elective 

admissions and classified as ward attenders.  CHS are currently reviewing this proposal as this 

could affect mortality.  This is also currently being discussed as part of the contract negotiations.  

As part of the ambulatory care work which is being led by the CCG, an audit is due to take place to 

understand the pathways as part of the wider work around ambulatory care and this should help 

understand how patients are accessing these services and whether or not they could be seen in the 

community.

gggggggggggggggggggggggg

Estimated diagnosis rate for people with dementia 69.5% Nov-15 - YTD 77.2% 67.7% 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) 0.40%

Green

Positive Variance to Plan or 

negative variance <=0.1%

0.1% > variance < 0.5% 

(negative variance)
Negative variance >= 0.5%

Based on mth 8 reported position in Non ISFE Return.  Please note that the 

CCGs agreed surplus has increased by £2m in M8 as agreed by the Local 

Area Team (NHS England)

2 Plan - Full year (vairance to plan as % of allocation) 0.39%

Green

Positive Variance to Plan or 

negative variance <=0.1%

0.1% > variance < 0.5% 

(negative variance)
Negative variance >= 0.5%

Based on mth 8 reported position in Non ISFE Return.  Please note that the 

CCGs agreed surplus has increased by £2m in M8 as agreed by the Local 

Area Team (NHS England)

3 QIPP - Year to date delivery 98.15%

Green

>=95% of Plan <95% of plan >=75% of plan <75% of Plan Based on mth 8 reported position in Non ISFE Return.

4 QIPP - Full year forecast 97.20%

Green

>=95% of Plan <95% of plan >=75% of plan <75% of Plan Based on mth 8 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 8 reported position in Non ISFE Return.

6 Running Costs <=RCA

Green

<=RCA Not applicable >RCA Forecast variance of -£0.166m for mth 8 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 8 reported position in Non ISFE Return.

8
Financial Position meets the 2015/16 surplus planning 

requirement
3.5%

Green
>=1% >=0 and <1% <0%

Based on mth 8 reported position in Non ISFE Return. Plans currently in place 

to deliver surplus of £18.12m against allocation of £512.66m.

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 8 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
99.19%

Green
>=95% >=75% and <95% <75%

Based on mth 7 position to be reported to Governing Body of CCG. Average 

BPPC achievement across all 4 indicators = 99.19%

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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Quality premium 2015/16 overview

Sunderland CCG

Population*

Possible Quality Premium Funding (£5 per head)

Assumptions

Title of Measure
Percentage of Quality 

Premium
Value for CCG

Measure Achieved Eligible QP funding
Comments

N
a

ti
o

n
a

l

Reducing Potential Years of Life Lost

10% £135,424 No £0
Will not achieve based on 2014 published data which shows PYLL 

increased in Sunderland.  

Reduction in Avoidable Emergency Admissions
10% £135,424 No £0

Rated as Amber as short stay emergency admissions are above plan 

and above last year. 

Increase the level of weekend and bank holiday dischages
20% £270,848 No £0

Rated as Amber as this was achieving but now under the agreed target 

for the QP for 15/16.  Slight improvement in November 2015

Im
p

ro
v

in
g

 

A
n

ti
b

io
ti

c
 

P
re

s
c

ri
b

in
g Improving antibiotic prescribing in primary and secondary care

10% £135,424 Yes £135,424

M
e

n
ta

l H
e

a
lt

h
 

M
e

n
u

Reduction in the number of patients attending an A&E

department for a mental health-related needs who wait more

than four hours to be treated and discharged, or admitted,

together with a defined improvement in the coding of patients

attending A&E.

30% £406,272 No £0
Rates as Red due to number of variables in place to deliver this 

indicator.  Part 1 likely to achieve but Part 2 is linked to CHS NHSFT 

being able to deliver 95% for all patients which is at risk.

Increase in the number of Emergency Healthcare Plans (EHCP) coded 

in primary care (in EMIS)
10% £135,424 Yes £135,424

Rated as Amber as this is slightly below the locally agreed trajectory for 

October but likely to achieve for 15/16

Increase in the number of GP referrals into the Sunderland Intermediate 

MSK Service
10% £135,424 No £0 Rated as amber due to the latest information from NHS England. 

Totals 100% £1,218,816 £270,848

NHS Constitution rights and pledges Adjustment to Quality Value of adjustment Measure Achieved Adjustment to QP 

Referral to treatment times (18 weeks) - Incomplete Pathways 30% -£81,254 Yes £0
Despite a steady decline since April 15 which is linked to performance 

recovery at CHS NHSFT, this is likely to achieve at year end

A&E waits 30% -£81,254 Yes £0
CHS NHSFT nownot delivering year to date for 95% due to pressure in 

Q3.  Rated as Amber due to the indicator being on CCG Composite 

Performance which will take into account NDUC performance. 

Cancer waits - 14 days 20% -£54,170 Yes £0

CCG nowachieving the 2WW standard but pressures remain in Lung, 

Breast, Lower GI and Upper GI.  The latter are expected to be short term 

issues linked to the pressures in Gastroenterology at CHS NHSFT and 

Breast performance is improving month on month so rated as Amber.

Category A Red 1 ambulance calls 20% -£54,170 No -£54,170
NEAS not achieving year to date and rated is a significant risk to year 

end given we are now going into a period of sustained surge.

TOTAL ADJUSTMENT 100% -£270,848 -£54,170

REVISED TOTAL £325,018 £216,678

U
rg

e
n

t 
C

a
re

 

M
e

n
u

L
o

c
a

l

Achievement

270,848

£1,354,240

The CCG manages within its total resources for 2014/15

There are no serious quality failures during 2014/15

Value
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
29 MARCH 2016 

Report Title: 
 

Outcome of the GP Election Process 2016 
 

Purpose of report 

 
To advise the governing body on the process and outcome of the recent GP elections.  

Key points, risks and assurances 

The CCG Constitution, approved by members in August 2012, updated in November 2013 and 
again in January 2015, sets out the process to appoint and the term of office for all GP members 
serving on both the governing body and executive team.   
 
The CCG currently has 6 executive GPs in post, all of which were re-elected in 2014 for a term of 
either 4 years or 2 years.  As a result, the term of office for 3 of these posts is due to expire on 31 
March 2016.  The remaining 3 executive GPs will remain in post for a further 2 years.   
 
The CCG needed to undertake a process to recruit 3 GPs to the role of executive.   This paper 
sets out the election process which has been carried out in accordance with the CCG’s standing 

orders, appendix 6 of the CCG’s Constitution.   

 
As a member organisation, the CCG is committed to ensure that all GPs with the requisite skills 
and a mandate from their colleagues have the opportunity to become governing body members.  
Any GP working within one of the CCG’s member practices, irrespective of their contractual 
status, partner or salaried, was be eligible to apply. 
 

The timetable for the election process was as follows: 

 

Stage 1 – expressions of interest 

Written expressions of interests were invited from the GP membership, with confirmation from 
the candidates that they met the core competencies and attributes detailed in the eligibility 
criteria.  These were collated by the administrator of Sunderland LMC and the closing for this 
stage was 24 February 2016. 
 

Stage 2 – panel assessment  
A panel was convened to assess each applicant against the eligibility criteria. The role of the 
panel was to oversee the process and undertake the assessment but not to select the 
candidate.  Depending on the number of eligible candidates, an election process would be 
conducted with the GP membership of the CCG. 
 
The panel consisted of the following members: 



 

 Dr Ian Pattison, CCG Chair 

 Pat Taylor, lay member for audit and governing body vice chair 

 Aileen Sullivan, lay member for patient and Public Involvement 

 Dr Olagoke Aiyegbayo, Sunderland LMC representative 

 Dr Bill Westwood, Gateshead LMC representative 

 
There were a total of 5 applications received and the panel reviewed these at its meeting on 
25th February 2016.  The panel agreed that all applicants could proceed to the next stage 
and, as there were more eligible candidates than posts available, an election was 
undertaken by Sunderland LMC. 
 

Stage 3 - ballot 

A ballot took place between 2 March 2016 and noon on 23 March 2016.    

 

Stage 4 – confirmation of result 

The results will be announced at the governing body meeting on 29 March 2016. 

 

Recommendation/Action Required 

The governing body is asked to: 

 Note the election process as outlined above for assurance purposes; 

 Confirm the result of the ballot and election of the 3 executive GPs with effect from 1 April 
2016 

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 all that apply) 

CO1: Ensure the CCG meets its 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:  Develop and deliver primary medical care commissioning 
 

Any relevant legal/statutory issues 

NHS Sunderland CCG Constitution, in particular appendix 6, Standing Orders. 



 
 
 
 

Are the identified risks on the risk register?  

 
Not applicable 

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

Not applicable 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

None identified  

Has there been appropriate 
clinical engagement?  

Yes, via Sunderland LMC as per the CCG’s Constitution 

Has there been/or does there 
need to be any patient and 
public involvement? 

None identified  

Any current or expected 
impact on patient 
outcomes/experience? 
 

None identified  

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

Yes, via Sunderland LMC as per the CCG’s Constitution  
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
29 MARCH 2016 

Report Title: 
 

Equality Objectives and Action Plan 2016/17 
 

Purpose of report 

To provide the governing body with the CCG’s updated equality objectives and supporting action 
plan for 2016/17. 

Key points, risks and assurances 

As part of the CCG’s statutory duty relating to equality and diversity, the CCG has undertaken a 
self-assessment under the new equality delivery system (EDS2).  NHS England produced EDS2 as 

part of their commitment to everyone counts which is at the heart of the NHS Constitution. The 
EDS2 toolkit has been designed for use within the NHS to demonstrate how organisations are 
performing with regard to their equality duties and help identify any areas for improvement.   
 
There are 18 outcomes grouped under four goals in EDS2 which the CCG can use to self-assess 
against. These are: 

 Better health outcomes for all 

 Improved patient access and experience 

 A representative and supported workforce 

 Inclusive leadership 
 
The equality objectives for 2016/17 have been developed following this assessment and aim to 
address those areas identified for improvement.  The objectives were developed following a 
process of evidence gathering, stakeholder engagement and a self-assessment grading.  
 
The attached action plan outlines the proposed equality objectives and actions required to meet the 

objectives for 2016/17. These were reviewed by the executive committee at its meeting on 2 

February 2016 and recommended for submission to the governing body for formal ratification. 

Recommendation/Action Required 

The governing body is asked to review and approve the equality objectives and action plan for 
2016/17 

Sponsor/approving director   David Gallagher, chief officer 

Report author 
Hannah Pearson, senior governance officer (NECS) 
Reviewed by: Deborah Cornell, head of corporate 
affairs  

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its public accountability duties 
 



2 
EDS Action Plan 2016-17 

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:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

This paper will support the CCG to comply with its duties under the Equality Act 2010, having due 
regard to: 

 Eliminate unlawful discrimination harassment and victimisation and other conduct prohibited 
by the 2010 Act; 

 Advance equality of opportunity between people who share a protected characteristic and 
those who do not; 

 Foster good relations between people who share a protected characteristic and those who 
do not. 

Are the identified risks on the risk register?  

There are no specific risks relating to this report. 

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

Reviewed at Executive Committee on 2 February 2016 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
None identified  

Has there been appropriate 
clinical engagement?  

Yes as part of the self-assessment process 

Has there been/or does there 
need to be any patient and 
public involvement? 

A stakeholder engagement event was held to inform and 
involve the public and patients around the EDS2 process.  
Feedback was gained to highlight areas for improvement and 
develop the equality objectives. 

Any current or expected 
impact on patient 
outcomes/experience? 
 

Expected impact of implementing the equality objectives and 
action plan: 

 Improved engagement with public 

 Improved patient experience, particularly in relation to 
the complaints process. 

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

As above 
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Equality Objectives Action Plan 2016-17 
 
Objective 1 – Continuously improve engagement, ensure that services are commissioned and designed to meet the needs of patients from 
at least 6 protected groups 
Goal: Better health outcomes 
Lead: Julie Whitehouse  

Action Benefits/rationale Lead(s) Update Timescale/
Deadline 

Current 
Status 

Future 
Goal 

Seek patient views 
from people in at 
least 6 protected 
characteristics 
groups 
 
 
 

A diverse range of patient 
views and ideas for 
improvements can be 
collated which is 
representative of the 
population Sunderland 
CCG serve. 

Julie 
Whitehouse 

14/03/16 - CCG ‘plan on page’ for 
2016/17 produced in draft. This will be 
used to develop the patient and public 
engagement plan for 16/17. 
 
Group with protected characteristics 
will be incorporated into the plan. 

December 
2016 

Developing Achieving 

 
Explore new ways of 
working and 
engaging with the 
public, implementing 
at least one new 
service to obtain a 
diverse range of 
patient views (at 
least 6 protected 
groups) 
 
 

 
Ensures that the local 
population are 
consistently and 
effectively engaged 
 
 

 
Julie 
Whitehouse 

14/03/16 - An equality and diversity 
group has established, initially 
attended by members of the public 
with an interest in equality issues. 
This currently includes people with 
experience of physical disability, sight 
impairment, autism and mental health 
services. 
 
This group will support the CCG to 
implement the equality objectives 
action plan. 

December 
2016 

Developing Achieving 
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Work with local 
stakeholders to 
address issues and 
make improvements 
 

 
Share 
knowledge/data/best 
practice 
 

 
Julie 
Whitehouse 

14/03/16 - the CCG hosts and chairs 
the ‘all together better’ 
communications and engagement 
steering group (CESG) attended by 
key stakeholders. 
 
Work is underway to develop an 
engagement sub –group to address 
local issues and develop best 
practice.  The group held its first 
meeting on 27th January 2016. 

December 
2016 

Developing Achieving 

 
Ensure people with 
at least 6 protected 
characteristics are 
included in all 
relevant 
Communications 
and Engagement 
strategy/plans. 

 
Ensure engagement of 
hard to reach groups is 
monitored and integrated 
into business strategies 

 
Julie 
Whitehouse 

14/03/16 - See above and including: 

 16/17 engagement plan will 
incorporate groups with protected 
characteristics  

 CESG will monitor communications 
with different groups of interest. 

 Equality and diversity group will 
monitor CCG plans 

 Engagement sub-group will support 
the implementation of action to 
address diversity issues with 
partners  

December 
2016 

Developing Achieving 
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Objective 2 – Improve and simplify the complaints process ensuring that complaints are handled efficiently and effectively for 
at least 6 protected groups 
 
Goal: Improved patient access and experience 
Lead: Deborah Cornell 

 

Action Benefits/rationale Lead(s) Update Timescale/
Deadline 

Current 
Status 

Future 
Goal  

 
 
Seek views from patients on 
current complaints process and 
obtain feedback for areas for 
improvement. 
 

 
 
Current process can 
be improved 
 
 

 
 
Katharine 
Humby/ 
Anne 
Greenley/ 
Deborah 
Cornell 

14/03/16 - a process has been 
introduced to seek the views of 
complainants regarding their 
experience of making a 
complaint.  This will enable the 
complaints team better 
understand the issues facing 
complainants and facilitate 
improvements to process.  The 
first set of results from this 
initiative will be available in 
April 2016 and this information 
will be shared with the CCG. 

 
April 2016 

Developing Achieving 

Implement at least one new way 
of working in relation to 
Customer Complaints 
 

Improve customer 
experience  
 
 

Katharine 
Humby/ 
Anne 
Greenly 

14/03/16 - NECS has reinforced 
and introduced a number of 
controls to ensure that 
complaints are managed 
effectively and in line with the 
NHS Complaints Procedure.  
This included the introduction of 
a centralised complaints team 
within the clinical quality service.   
 
The complaints team strives to 
make improvements to 
processes to enhance customer 
experience.  Between 2014 and 

December  
2016 

Achieving  Excelling 
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2016, the team reported 32 
examples of service 
improvement.  Three examples 
of these are shown below: 
 Regular reports detailing 

complaint activity, themes 
and recommendations from 
investigations.  These 
reports have been reviewed 
and revised and tailored to 
CCG needs.  The 
introduction of a dashboard 
style report to supplement 
the current report is under 
development. 

 A process has been 
developed to assist case 
handlers in quality 
checking/mistake proofing 
complaint records. 

 A study during February 
and March 2016 to 
determine time spent on 
complaints handling.  This 
should enable the 
complaints team to 
determine the time spent 
on case handling by 
members of the team and 
the associated cost. 
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Provide an easy read 
guidance/directory outlining 
current complaint process and 
services available to public, 
reviewing annually as a 
minimum or as appropriate 

Ensures public are 
informed/engaged in 
current processes 

Katharine 
Humby 

14/03/16 - an information 
leaflet has been developed 
regarding the NHS complaints 
process which is aimed at 
complainants or potential 
complainants. 

April 2016 Developing Achieving 

 
 
Objective 3 – Continuously monitor and review staff satisfaction to ensure they are engaged, supported and have the tools to 
carry out their roles effectively 
Lead: Clare Nesbitt 

 

Action Benefits/rationale 
 

Lead(s) Update Timescale/D
eadline 

Current 
Status 

Future 
Goal 

Undertake a staff survey 
with a minimum of 90% 
response rate from staff 
who are not on long term 
sick or maternity leave 
 
 

To engage staff and gain 
feedback on areas for 
improvement 
 

Clare Nesbit 14/03/16 - SCCG completed 
its 3rd annual NHS staff 
survey in September 2015 
with a completion rate of 
80.2%.  This will inform and 
build upon the staff survey 
and investors in people 
action plan from 2014-15 
which was developed with 
staff and is led and 
implemented by staff work 
streams 

March 2017 Achieving Excelling 

Provide relevant 
appropriate data for the 
9 WRES indicators 

To improve workforce race 
equality across the NHS. 
Enhance the opportunities, 
experiences and working 
environment for BME staff, 
and in doing so, help lead 
towards improvements in 
the quality of care and 
satisfaction for all patients. 

Jenna 
McGuinness/H
annah 
Pearson 

14/03/16 - NHS England 
have advised that the WRES 
data return for 2016 will be 1 
July. In preparation for the 
return NECS HR and Equality 
and Diversity teams are 
liaising internally to prepare 
the relevant data for the 
WRES indicators. HR are 
providing the metrics for the 

June 2016 Developing Achieving 
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CCG by 29 April so that the 
WRES report can be 
produced within the deadline. 

 
Implement at least one 
new way of working for 
people in all protected 
groups following staff 
feedback/recommendati
ons from staff survey 
‘you said we did’ 
 

 
Staff feel engaged, and 
motivated to provide 
feedback 
 

 
Clare Nesbit 

14/03/16 - 6 staff work 
streams were established 
based on feedback from the 
annual NHS staff survey and 
key pieces of work and 
actions progressed.  One 
major improvement was the 
development and approval of 
a reward and recognition 
strategy for SCCG 

March 2017 Achieving Excelling 

 
Ensure objectives are 
set for all members of 
staff and reviewed in 
regular (at least bi 
monthly) one to one 
meetings 
 

 
Staff have clarity and 
focus on the aims of their 
role 
 

 
Clare Nesbitt 

14/03/16 - All staff have 
completed an annual 
appraisal outlining key 
objectives.  These objectives 
are reviewed on a regular 
basis with monthly 1:1 
meetings between staff and 
line managers across all 
teams 

September 
2016 

Achieving Excelling 

Ensure each member of 
staff has a Personal 
Development Plan in 
place to identify areas 
for development 
 

Staff can identify areas for 
improvement to carry out 
their roles 
 

 
Clare Nesbitt 

14/03/16 - As part of the 
annual appraisal process all 
staff agree with their line 
managers an annual 
personal development plan.  
The areas identified will 
improve individual and 
organisational development 
in their role 

December 
2016 

Achieving Excelling 
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Objective 4 – Ensure that the CCG Governing Body actively leads and promotes Equality and Diversity throughout the 
organisation 
Lead: Deborah Cornell 

 

Action 
 

Benefits/rationale Lead(s) Update Timescale/ 
Deadline 

Current 
Status 

Future 
Goal 

Ensure Equality 
Analysis/Equality Impact 
Assessments are 
undertaken for all new 
policies and procedures 
that impact on the local 
population or staff 
 

To assess the practical 
benefits for protected 
groups and to show 
consideration has been 
given to each of the 
protected groups when 
developing the 
policy/procedure 

Aimee Tunney/ 
Hannah 
Pearson/ 
Deborah 
Cornell 

14/03/16 - All revised policies 
relevant to the CCG include an 
equality analysis. 

May 2016 Developing Achieving 

Ensure 100% staff who 
are not on long term sick 
or maternity leave 
complete mandatory 
E&D training 
 

To ensure awareness of 
E&D throughout the CCG 

Deborah 
Cornell 

14/03/16 - The importance of 
completing all mandatory 
training, including E&D, is 
included on each staff briefing 
and as part of the staff 
appraisal process. 

December 
2016 

Achieving  Excelling 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY   

 
29 March 2016 

Report Title: 
 
Updated Health and Safety Strategy 2016 
 

Purpose of report 

To provide the governing body with an updated health and safety strategy for the CCG 

Key points, risks and assurances 

The attached strategy sets out the CCG’s approach and arrangements for the management of 
health and safety within the CCG.  

 
Key points 
The strategy aims to ensure the health, safety and welfare of CCG employees, clients, 
patients, students, contractors, visitors and members of the general public and will, so far as is 
reasonably practicable, establish procedures and systems necessary to implement this 
strategy.  This will ensure the CCG continues to comply with the legal and statutory obligations 
under the Health and Safety at Work Act 1974.  In addition the adoption and embedding within 
the organisation of an effective health and safety strategy and processes will ensure that the 
reputation of the CCG is maintained and enhanced, to ensure business success, continuing 
financial strength. 
 
The strategy has been updated following a change in legislation relating to Health Service 
Guidance 65 (HSG65) which moved to the plan, do, check, act model as detailed in section 5, 
page 17-19.     
 
The strategy was reviewed and approved for submission to the governing body by the executive 
committee at its meeting on 5th February 2016. 

Recommendation/Action Required 

The governing body is asked to formally approve the attached strategy. 
 

Sponsor/approving director   David Gallagher, Chief Officer  

Report author 

Lee Crowe, Senior Governance Officer, 
Health and Safety, NECS. 
Reviewed by:  Deborah Cornell, Head of 
Corporate Affairs 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its public accountability duties 
 
 

CO2:  Maintain financial control and performance targets  
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CO3: Maintain and improve the quality and safety of CCG commissioned services  

CO4: Ensure the CCG involves patients and the public in commissioning and reforming services   

CO5: Identify and deliver the CCG’s strategic priorities  

CO6: Develop the CCG localities  

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

CO8:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

Health and Safety at Work Act 1974 

Management of Health and Safety at Work Regulations 1999 

Workplace (Health, Safety and Welfare) Regulations 1992 

Health and Safety (Display Screen Equipment) Regulations 1992 

Health and Safety (Consultations with Employees) Regulations 1996 

Manual Handling Operations Regulations 1992 

Health and Safety (Safety signs and signals) regulations 1996 

Control of substances Hazardous to Health (COSHH) Regulations 2002 

Electricity at Work Regulations 1989 

Noise at work regulations 1989 

Personal Protective Equipment at work Regulations 1998 

Provision and Use of Work Equipment Regulations 1998 

Reporting of Injuries and Dangerous Occurrences Regulations 1995 

Regulatory Reform Order (Fire Safety) 2005 

 

Are the identified risks on the risk register?  

None identified 

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

Strategy approved by executive committee at its meeting on 2nd February 2016. 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources required?   
 
None identified  

Has there been appropriate clinical 
engagement?  

Not applicable as change in legislation. 

Has there been/or does there need to 
be any patient and public involvement? Not applicable as change in legislation. 

Any current or expected impact on 
patient outcomes/experience? Not applicable as change in legislation. 

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

Not applicable as change in legislation. 
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1. Introduction 
 

1.1 This strategy sets out: 

 
  the approach and arrangements for the management of health and 

safety within NHS Sunderland CCG (the CCG); 

  the approach to the management of health and safety in our role as a 
clinical commissioning group. 

 
1.2 This strategy aims to ensure the health, safety and welfare of CCG 

employees, clients, patients, students, contractors, visitors and members of 
the general public and will, so far as is reasonably practicable, establish 
procedures and systems necessary to implement this strategy.  This will 
ensure the CCG complies with the legal and statutory obligations under the 
Health and Safety at Work Act.  In addition the adoption and embedding 
within the organisation of an effective health and safety strategy and 
processes will ensure that the reputation of the CCG is maintained and 
enhanced, to ensure business success, continuing financial strength. 

 
1.3 As part of this strategy it is also acknowledged that not all health and safety 

risks can be eliminated. Ultimately it is for the organisation to decide which 
risks it is prepared to accept based on the knowledge that an effective risk 
assessment has been carried out and the risk has been reduced to an 
acceptable level as a consequence of effective controls. 

 
1.4 This strategy will help the CCG fulfil its legal and statutory obligations under 

the Health and Safety at Work Act 1974 and to develop action plans and 
objectives in line with HSG65. 

 

 
 

2. General Approach: Principles, Aims and Objectives 
 
2.1 This strategy sets out the CCG’s approach to the way in which in general 

terms health and safety is managed. This will be achieved by having robust 
processes in place for health and safety and provide a useful tool for the 
systematic and effective management of health and safety.  It will also inform 
and guide managers and staff as to the way in which all health and safety 
matters are to be controlled. 

 
2.2 To ensure adherence with this strategy subsequent procedures will be 

developed to ensure compliance with all health and safety regulations and 
close links will be made between the CCG and NECS health and safety 
team who currently provide the health and safety function for the CCG. 

 
1.2 The aims of the strategy are as follows; 

 
   To ensure that the CCG meets its legal and statutory obligations under 

the Health and Safety at Work Act 1974 and subsequent regulations 

   To ensure that health and safety is understood, effectively managed 
and an integral part of the CCG’s culture and its operating systems
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   To maintain health and safety compliance and assure the governing 
body it is being managed effectively 

   To ensure health and safety management is a cohesive element of the internal 
control systems within the CCG. 

   To assure customers, staff and partner organisations that the CCG is 
committed to managing health and safety appropriately 

   To protect the services, staff, reputation and finances of the CCG 
through the early identification of risks relating to health and safety and where 
such risks are identified, ensuring appropriate risk assessment is undertaken 
and the risk mitigated through the implementation of 
controls and actions 

   To provide a safe working environment and ensure there is provision of 
adequate welfare facilities 

   To ensure there is provision of sufficient training, instruction, supervision and 
information to enable all employees to contribute positively to their own safety 
and health at work and to avoid hazards and control risks 

   To ensure plant and equipment are safe 

   To ensure there is safe access 

   Work collaboratively with NHS Property Services to ensure that buildings 
used by the CCG are safe and free from dangers in line with the 
Memorandum of Occupation. 

 
1.3 In order to achieve these aims the CCG is committed to ensuring that; 

 
   health and safety management is embedded as an integral part of the 

management approach to the achievement of our objectives 

   support is given to managers and staff in achieving levels of 
competency and health and safety knowledge 

   communication and consultation takes place between the CCG, NECS, NHS 
Property Services and other organisations where shared occupancy of 
buildings is identified in relation to health and safety matters 

   staff understand the need to comply with health and safety standards. 

   workplace risks are assessed and safe systems of work introduced 

   health and safety management is seen as a collective and individual 
responsibility, managed through the agreed committee 
structure and line management arrangements 

   a supportive and “fair blame” culture and approach is maintained and staff  
are encouraged to report health and safety issues to ensure lessons are 
learnt 

   key objectives are set around health and safety 

   robust workplans are developed in relation to health and safety. 

   appropriate training and development is provided to all staff in the 
application of this strategy. 
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3. Duties and Responsibilities 
 
3.1 The governing body has overall responsibility for health and safety management. The 

governing body has a duty to assure itself that the organisation has properly identified 
the requirements for health and safety and there are processes and controls in place 
to mitigate any health and safety risks and the impact they may have. The governing 
body discharges this duty by: 

 
 delegating authority to the executive committee to ensure there is a robust 

structure in place for the effective management of health and safety throughout 
the CCG 

 receives reports as required from the executive committee, identifying 
significant risks and mitigating actions following regular review of the 
management action plan and other documentation 

 demonstrates leadership, active involvement and support in health and safety 
management. 

 

 
 

3.2 Executive Committee  
 
3.2.1  The principal purpose of the executive committee (the committee) is to exercise on 

behalf of the governing body  those functions delegated to it in respect of the 
development, implementation and monitoring of health and safety, ensuring 
compliance with health and safety legislation. This is in particular by providing 
assurance on the systems and processes by which the governing body leads, directs 
and controls its functions in order to achieve the CCG’s corporate objectives. 

 
3.2.2  The committee has delegated authority from the governing body  to approve and 

review this strategy as and when required. 
 
3.2.3  The committee, on behalf of the governing body , will keep the health and safety 

matters under regular review and ensure any issues are coordinated, managed, 
monitored and reviewed including: 

 
 ensuring the implementation of the strategy 

 oversight of any health and safety risks 

 ensuring the CCG complies with all relevant policies and procedures relating to 
health and safety (in relation to employees, visitors and 
others) 

 ensuring staff fulfil their responsibilities with regards to health and safety as set 
out within the relevant regulations and approved codes of practices 

 ensuring that all activities undertaken are consistent with the safe 
operation of the CCG 

 ensuring that all liability is covered by adequate insurance through the 
CCG insurance arrangements 

 ensuring sufficient resources are made available to enable the CCG to fulfil 
their legal and statutory obligations in relation to health and safety. 
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3.3 Management Structure 

 
3.3.1  Key members of the management team have responsibility for the effective 

implementation of this strategy and the systems that support it as follows; 
 

3.3.2  Chief Officer 
 

The chief officer has the overall responsibility to; 

 
   ensure the implementation of this strategy and support the work of the health 

and safety agenda as set out in this strategy; 

   continually promoting health and safety, demonstrating leadership, 
commitment and support; 

   ensure an appropriate committee structure is in place to manage health and 

safety; 

   plan for adequate staffing, finances and other resources, to ensure the 
effective management of health and safety within the CCG. 

   ensure all statutory requirements are met and ensure the work is 
undertaken to meet the CCG’s health and safety objectives; 

   ensuring all senior leads are appointed with managerial responsibility for 
health and safety 

   ensuring an annual report adequately reflects health and safety management 
issues within the CCG.  

 

 
 

3.3.3  Head of Corporate Affairs/Senior Governance Manager, Health and Safety (NECS) 
 

The head of corporate affairs reports directly to the chief officer and is the 
organisational service line lead for health and safety.  The CCG buys support from 
the North of England Commissioning Support service (NECS) to deliver the health 
and safety agenda on its behalf and this role is s supported by the senior governance 
manager, health and safety. 

 

Their responsibilities include:  

 
 ensuring robust systems are in place with the NECS to deliver the health 

and safety agenda on behalf of the CCG 
 liaise with NECS to ensure health and safety management action plan is 

reviewed and updated and presented to the executive committee 

 scrutinising the controls and assurances in place; 

 scheduling health and safety matters on the executive committee and governing 

body agendas as appropriate 
 coordinating regular reports regarding health and safety 
 ensuring there is an appropriate review of the CCG service line in relation 

to health and safety systems 

 overseeing the management of health and safety, ensuring action plans are put 

in place, regularly monitored and implemented; 
 ensuring statutory/mandatory training on health and safety is undertaken by 
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the governing body  and executive committee members. 
 

 
 
3.3.4  All Line Managers 

 
All line managers have a responsibility to incorporate health and safety management 
within all aspects of their work and are responsible for ensuring the implementation of 
this strategy by: 

 
   demonstrating personal involvement and support for the promotion of health 

and safety 

   ensuring staff under their management are aware of their 
responsibilities in relation to this strategy 

   setting personal objectives for health and safety and monitoring their 
achievement 

   ensuring risks relating to health and safety are identified, managed and 
mitigating actions are put in place for their relevant functions. 

 
3.3.5 All Staff 

 
All staff working within the CCG, including temporary/agency staff, have a 
responsibility to: 

 
   be aware of their responsibilities in line with this strategy 

   have a duty under legislation to take reasonable care of their own safety 
and the safety of others who may be affected by the CCG’s business and 
to comply with appropriate policies, procedures and guidelines 

   identify and report health and safety risks and incidents to their line 
manager 

   attend statutory, mandatory and other appropriate training as 
determined by the CCG and their line manager. 

 
3.3.6  Contractors and Agency Staff 

 
Managers must ensure that where they are employing or contracting agency staff, 
those staff are aware of and adhere to all relevant policies, procedures and guidance 
of the CCG. 

 

 
 

4. Legal Requirements 

 
4.1 To ensure the CCG provides a safe and secure environment for patients, public, staff 

and contractors, the following regulations underpin the approach to safety 
management: 

 
 Health and Safety at Work Act 1974 

 Management of Health and Safety at Work Regulations 1999 

 Workplace (Health, Safety and Welfare) Regulations 1992 

 Health and Safety (Display Screen Equipment) Regulations 1992 
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 Health and Safety (Consultations with Employees) Regulations 1996 

 Manual Handling Operations Regulations 1992 

 Health and Safety (Safety signs and signals) regulations 1996 

 Control of substances Hazardous to Health (COSHH) Regulations 2002 

 Electricity at Work Regulations 1989 

 Noise at work regulations 1989 

 Personal Protective Equipment at work Regulations 1998 

 Provision and Use of Work Equipment Regulations 1998 

 Reporting of Injuries and Dangerous Occurances Regulations 1995 

 Regulatory Reform Order (Fire Safety) 2005 
 
 
 

5. Approach to Health and Safety Management 
 
5.1 The CCG will follow the approved Health and Safety Executive (HSE) guidance 

for management of health and safety, Health Service Guidance 65 (HSG65). 
 
5.2 HSG65 provides guidance for organisations and professionals who wish to improve 

health and safety in their workplaces. It focuses on effective health and safety 
policies, planning and implementation, measuring performance and auditing and 
reviewing performance. 

 
5.3 The diagram below describes the essential requirements of successful health and 

safety management.  
 

 
 
 
 
 
 

 
 

5.4  Plan 

 
5.4.1 The CCG will ensure that health and safety procedures are developed ensuring that it 

sets out the general approach, objectives and arrangements that need to be put in place 
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for managing health and safety within its business.  This document will say who does 
what, when and how and will influence the activities throughout CCG ensuring that it 
works in a safe manner whilst discharging its day to day duties.  A number of health and 
safety procedures will be developed to underpin this policy ensuring the CCG meets its 
statutory obligations and to also clearly state how the CCG will effectively plan and 
implement health and safety. 

 
5.5.3 Planning is vital to implementing this strategy.  Annual management action plans will be 

developed to ensure a systematic approach is taken towards implementation and 
ensure the CCG meets its health and safety requirements.   

 
5.5 Do 
 
5.5.1 The CCG needs to have an effective governance arrangements in place, as well as 

arrangements for executing and implementing its health and safety requirements across 
the organisation.  Supporting policies and procedures will be developed to empower and 
encourage staff to work safely within their and others place of work without apportioning 
blame. 

 
5.5.2 Organising within the CCG will be sustained by follow the four C’s  
 

 Control – methods within the organisation in relation to governance structure and 
the reporting between committees. 

 Co-operation - between individuals by means of safety representative and groups 

 Communication – ensuring there is clear two way communication throughout the 
organisation. 

 Competence – ensuring there are systems in place to assess competence  
 

The CCG’s values and beliefs should be shared across the whole of the organisation 
aimed at all levels of staff to maintain a positive health and safety culture.   
 
The CCG’s governance structure is detailed at appendix 1 and shows the reporting 
arrangements and links between the governing body and its key committees.    

 
5.6 Check 
 
5.6.2 Objectives along with performance standards and key performance indicators will be set 

and used for measuring achievement across the organisation in relation to health and 
safety.  These should be given the same attention as other organisational standards 
with an emphasis on senior management responsibility.  This work will be monitored by 
the executive committee.  

 
5.6.3 Active monitoring needs to be in place to reveal how effective the CCG health and 

safety systems are functioning and identify any potential control issues.  This will also 
show how effective the health and safety management system is functioning.  Active 
monitoring will be established through health and safety audits, workplace inspections, 
training compliance. 

 
5.6.4 Reactive monitoring also needs to be in place through systems such as investigating 

accidents or incidents, which may well cause harm or loss, it can then be used to plan 
corrective action required.  Reactive monitoring can determine causes of poor 
performance and also identify underlying causes of poor health and safety performance.  
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The CCG will ensure reactive monitoring takes place by reviewing incidents, claims, 
risks and complaints. 

 
5.6.5 Incidents and accidents will be monitored by the CCG and any measures that have 

been put in place following this to help control risk and prevent accidents and incidents 
from happening in the future.   

 
5.7 Act  
 
5.7.1 Key performance indicators will be reviewed by the executive committee as part of the 

regular reporting cycle.  The outcomes from health and safety audits will also be 
included in this to ensure lessons learnt are taken forward. 

 
5.7.3 Monitoring of staff sickness absence and workplace health will be monitored by the HR 

department and any relevant health and safety issues will be fed into the executive 
committee.  

 
5.7.4 Occupational Health will provide data to the executive committee as and when 

requested. 
 
5.7.6 Accident and incidents will be reviewed by the executive committee ensuring that all 

injuries, illnesses and dangerous occurrences are reported through the RIDDOR 
system. 

 
5.7.7 Any prosecutions for health and safety offences and health and safety enforcement 

notices served on the CCG will be monitored by the executive committee.  

 
 

6. Incident Reporting 
 
6.1 The CCG has policies in place to ensure staff are encouraged and able to report any 

health and safety incidents.  The policies require all incidents to be reported as soon 
as possible and ensure lessons learnt are appropriately shared across the 
organisation and ore widely where appropriate.  Please refer to the CCG’s risk and 
incident reporting policy for further information. 

 
6.2 Specifically, the CCG promotes a culture of openness and learning and all staff are 

encouraged to be open when raising concerns. 
 

 
7. Equality and Diversity Statement 

 
7.1 The CCG is committed to promoting human rights and providing equality of 

opportunity, not only in our employment practices, but also in the way we 
commission or provide services. The CCG also values and respects 
the diversity of its employees and the communities it serves.  In applying this strategy, 
the organisation will have due regard for the need to: 

 
 promote human rights 

 eliminate unlawful discrimination 

 promote equality of opportunity 

 provide for good relations between people of diverse groups 
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7.2 This strategy aims to be accessible to everyone regardless of age, disability 
(physical, mental or learning), gender (including transgender), race, sexual 
orientation, religion/belief or any other factor which may result in unfair treatment or 
inequalities in health or employment.  The CCG has sought to promote equality, 
human rights and tackling health inequalities by considering the impacts and 
implications when developing the strategy. .   

 
 

8. Equality Analysis 
 
8.1 In accordance with the CCG’s equality duties, an equality analysis has been carried 

out on this strategy. There was no evidence to suggest it would have an adverse 
impact in relation to race, disability, gender, age, sexual orientation, religion and belief 
or infringe individuals’ human rights. 

 
9. Dissemination and Implementation 

 
9.1 The strategy will be circulated to all individuals identified with specific 

responsibilities and communicated to all staff via the CCG’s intranet, as well as a 
reminder to all line managers of their responsibilities to share it with their staff.  

 
9.2 For health and safety management to be effective within the organisation, this strategy 

will become a living document and a natural ‘part of everyday 
working practice’. 

 
 

10. Training 
 
10.1 Overall accountability for procedural documents across the organisation lies with the 

chief officer. This includes establishing and maintaining an effective document 
management system, for meeting all statutory requirements and adhering to guidance 
issued in respect of procedural documents. 

 
10.3 Training and education are key to the successful implementation of the health 

and safety agenda and the embedding the culture of a safe working environment 
in the organisation. Staff will have the opportunity to develop more detailed 
knowledge and appreciation of the role of health and safety through: 

 
 policy/strategy manuals 

 induction 

 line manager 

 specific training courses 
 
 
11. Review 

 
 

11.1 This strategy will be reviewed at least every 2 years, or earlier if required, in relation 
to:  

 
   legislative changes 

   good practice guidance; 

   case law; 
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   significant incidents reported; 

   new vulnerabilities; and 

   changes to organisational infrastructure. 
 

 
 

11.2 The strategy will be reviewed by the executive committee and submitted to the 
governing body for formal approval. 

 

 
 

12. Date approved  
 

 

 Executive committee:   2 February 2016 

 

 Governing body: 
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 Executive Committee 

Minutes of the meeting held at 12.30pm on Tuesday 2 February 2016 
In the Joseph Swan Room, Pemberton House 

 
Minutes 

 
Present:  David Gallagher (DG) Chair 
  Debbie Burnicle (DB) 
  David Chandler (DCh) 
  Ann Fox (AF) 
  Dr Claire Bradford (CB) 
  Dr Ian Pattison (IP) 
  Dr Jacqueline Gillespie (JG)  
  Dr Val Taylor (VT)  
  Dr Fadi Khalil (FK)   
  Dr Tracey Lucas( TL) 
  Dr Henry Choi (HC) 
  Florence Gunn (FG) 
  Gillian Gibson (GG) part 
   
In Attendance:  Roger Ford (RF) 
  Scott Watson (SW) 
  Helen Turnbull (HT) for item 2016/31 
  Kathryn Headley (minutes) 
       
 
2016/20 Welcome and Introduction 
 
DG welcomed everyone to the meeting.   

2016/21 Apologies for Absence 

Apologies were received from Deborah Cornell 
 
DG confirmed that the meeting was quorate. 
 
2016/22 Declarations of Interest 
 
HC declared an interest in item 2016/31.  The chair did not consider this to be a 
material conflict as the paper was about the scheduling of the annual TITO 
programme. 
 
2016/23 Items of Any Other Business 
 
None raised. 
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VT and FK joined the meeting at 12.40pm 
 
2016/24  Minutes of the previous meeting held on 5 January 2016 
 
Some minor wording changes were required.   
 
At minute reference 2016/08, Finance Report Month 9, the SCCG share of managing 
the risk around section 117s, be amended to “approximately £138k”. 
 
VT had raised the matter of Rehab Update at AOB. 
 
Subject to those amendments the minutes were APPROVED as an accurate record. 
 
2016/25 Matters arising from the minutes and action log 
 
Items 2015/177, 212, 2016/04, 09, 10, 12, 14 were completed and would be 
removed from the action log. 
 
2016/14 Review and update to Value Based Clinical Commissioning policy.  CB 
made a further appeal for a volunteer to sit on IFR panels.  All clinicians were asked 
to consider undertaking this role which had a time commitment of a half day per 
week. 
 
2016/16 Reward & Recognition Policy – DG said that the version of the policy 
brought to the last meeting had been written referring to individuals reaching 
milestones from 1 April 2015.  This has been reconsidered and it was now proposed 
that all staff employed by the CCG since authorisation in April 2013 will benefit from 
milestone recognition awards. 
 
AF declared an interest as she would benefit from this amendment.  The chair 
determined that this was not of material consequence. 
 
The Executive Committee AGREED that the policy be amended accordingly and 
submitted for approval and adoption by the Remuneration Committee. 
 
IP joined the meeting at 12.55pm 
 
2016/20 AOB / Junior Doctors Strike – AF said that the 10 February strike action had 
been confirmed.  The Urgent Care Board (UCB) had met earlier that day and TL and 
Sean Fenwick, CHSFT, had discussed system plans for provision of support and 
cover.  Communications would be circulated seeking support from GP practices and 
Recovery at Home services to ease pressure on the system.  AF said that the key 
focus and priority of the UCB was to maintain patient safety.  Practices would be 
encouraged to limit pre-booked appointments to allow for more urgent /same day 
appointments to offer patients.  DB said that communications should therefore 
include assurance that contract penalties would not apply.  Messages would be 
agreed with NHS England.  HC asked if localities could provide additional sessions, 
and this would be considered if felt necessary.  RF said it would be helpful to 
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understand what impacts had been experienced during the day of strike action in 
January. 
 
2016/26 Finance report – Month 9 
 
DCh presented the report which provided the Executive Committee with a summary 
of the financial position of the CCG as at month 9 (ending 31 December 2015) and 
sought approval of the budget virements for that period. 
 
The CCG remains on track to deliver its financial duties for 2015/16, at least an 
£18.1m surplus, running costs being £384k under target and achieving 95% of the 
QIPP target. 
 
The year to date figures have seen no significant changes with an acute overspend 
of £1.6m, prescribing underspend of £413k, community services now showing a 
£500k underspend, due to year end accruals no longer being required, and the 
Better Care Fund overspend of £2.3m due to pressure from packages of care, 
although the Task and Finish group continue to work on this. 
 
The forecast year end outturn position is reported as £3.5m overspend on acute 
services, and year end agreements have been made with CHSFT and GHFT.  An 
underspend of £1.3m on prescribing is forecast based on latest Prescription Pricing 
Authority (PPA) figures, an improvement of £500k in one month. This is a significant 
achievement and Sunderland has the lowest cost growth in the region.  The BCF 
outturn position is reported to be £2.4m overspent due to continuing pressures on 
CHC packages. 
 
DCh said that the year-end agreements with CHSFT and GHFT had reduced the 
risks on acute contracts to £500k.  There remained a risk of a further £1,000k 
overspend on the BCF. 
 
There were two virements in the report requiring approval and these related to 
movement of vanguard funding to appropriate budgets. 
 
DCh briefed the committee on the impact of the allocations in the financial plan and 
confirmed that the distance from target had changed from 12% to 18.6%.  This would 
mean that SCCG would receive in effect flat cash for the next three years, and for a 
further two years if the distance from target did not drop to below 10% and this would 
pose a significant risk.  The position would not change unless there were changes in 
the national formula. 
 
The Primary Care allocation for 2016/17 would be 3.5% and 2.5% following year. 
 
In relation to planning, a change of rules has resulted in not being able to commit the 
1% non-recurrent monies as these are to be held to manage any system-wide 
issues. 
 
The proposed draw down of the £13.5m surplus would be over three years.  This is 
to be limited to £2m in 2016/17 if insufficient national funds are available, with 
£11.5m over the following two years. 
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DCh agreed to circulate the schedule of allocations to committee members after the 
meeting. 
Action: DCh 
 
RF said that overspending on acute commissioning was a recurring issue and asked 
how this would be managed with a flat cash allocation going forward, and queried 
the protection of the primary care funding.  DCh said that the acute overspend 
related to a mixture of elective and non-elective activity and that the strategy to shift 
activity was taking longer than planned.  The requirement to work to system-wide 
plans would come with funding and aim to deliver savings.  RF commented that GP 
overspend would not be given the same consideration.  DG said that this was the 
first year of delegated primary care budgets being overseen by the CCG and this 
had driven the development and implementation of the GP Strategy. 
 
DCh clarified that the £3.4m miscellaneous budget line was a combination of non-
recurrent and reserves monies held to manage year end risks and this could now be 
spent. 
 
IP said that national messages around additional investment in the NHS were 
misleading and in the spirit of transparency local messages should be issued to 
clarify that Sunderland will not benefit from any increased funding.  DG said that it 
was also important to engage the public in the planning round.  RF offered to be 
involved.  VT said that the 3.5% increase in GP funding should be included in any 
local messages. 
 
The Executive Committee: 
• NOTED the financial position of the CCG as at 31st December 2015.  
• APPROVED the budget virements for month 9. 
 
2016/27 SCCG Assurance report 
 
DB presented the report which provided the Executive Committee with the current 
position against the CCG Assurance Framework requirements and delivery against 
the CCG Operational Plan transformation programmes for 2015/16. 
 
The ongoing pressures on RTT at CHSFT relates particularly to orthopaedic, gastro 
and respiratory services.  SW said that he has discussed consultant workforce 
issues with CB and they were due to meet with CHSFT.  CB said that the QSRC has 
requested sight of the workforce report at discipline level to inform these discussions. 
 
CHSFT was not achieving the A&E 95% target in Q3 even though pressures have 
reduced and performance was better than the same period in 2014/15.  The Urgent 
Care Board is looking into the causes and spikes in demand in A&E, and it was 
noted that the Recovery at Home collaborative working is beginning to make a 
difference.  Other contributing factors are that the GP service in Pallion has not been 
as efficient as expected, and, in times of regional pressures, the improved position in 
Sunderland, built on from the Perfect Week, has meant that they receive diverts from 
other areas. 
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RF queried the latest sitrep position where CHSFT was at level 3 with others at level 
4, and 111 performance showed 27% of patients were referred to A&E, rising to 30% 
on Friday 29 January.  It was noted that the whole system had been in surge and TL 
and AF would be reviewing the latest reports as they did on a daily basis.  AF said 
that the norm would be around 10-15%. SW said that the daily dashboard would 
average at around 14%. As there was a query about these figures TL would discuss 
the latest position with RF out with the meeting. 
 
SW added that many other providers have all minor injuries within contracts whereas 
CHSFT does not, therefore comparisons would show 1-2% less performance.  It 
would be more comparable to look at city performance as a proxy against other 
providers, e.g. NUTHFT, Northumbria Healthcare. 
 
GG joined the meeting at 1.35pm 
 
DB drew attention to the section on Ambulance response times, detailing some 
examples of actions being taken.  IP said that there was an increase of upgrading 
calls to “999” status to try to reduce waiting times.  SW said that there was a 
significant piece of work being done with NEAS to improve the position and it was 
important that everything that could be done to support this and putting challenge 
into use of the service should be done.  VT said that NEAS seemed to treat calls to 
care homes as a lower priority as the patient is in a place of safety and this often 
leads to upgrading calls to “red”. AF would be reviewing the SIRMS data and feeding 
back on trends. 
Action: AF 
 
In relation to the Quality Premium, DB drew attention to the information on RAID 
team waiting times, and assured that clinical responsibility was being handed over at 
the appropriate times and not causing any delays.  The RAID equivalent service for 
older people had made good progress and 35 admissions had been avoided within 
the first month.  There have been some improvements made following MSK referrals 
to the new service, although more work is required to achieve a two week waiting 
time.  Due to some IT issues there has been some delay with the introduction of the 
incentive scheme for practices and this should be in place in February 2016.  VT 
said that the incentive scheme was being back dated to December to encourage 
more referrals.   
 
The Executive Committee wished to formally thank the Medicines Optimisation Team 
for the significant efforts to achieve an underspend position. 
 
In relation to the Transformation Programmes, DB said that feedback from the 
integrated teams’ public engagement events and the vision for Out of Hospital 
services would be made at the Celebration Event on 25 February 2016. 
All GP practices were to formally sign an Information Governance agreement by the 
end of March 2016. 
 
An overview of the work being undertaken by the GP Alliance was reported, i.e. work 
with Medicines Optimisation re diabetes prescribing, post discharge clinics, clinical 
specialisms, map of medicines and alignment of practices to care homes.  DB said 
that the work was in the early stages of development, and the proposals have had 



NHS Official  Item: 10.2 

Page 6 of 9 
 

clinical input from members of the GP Alliance and been signed off by 
commissioners including the Executive GP lead for Out of Hospital.  The GP Alliance 
has agreed to widen the input to engage other CCG clinical and management staff 
as plans develop further. 
 
Surge command has been successful and CHSFT has been impressed by 
responses. 
 
The Executive Committee NOTED the: 
• position and progress to date against the CCG Operational Plan  2015/16 
• use of proxy measures within the Outcome Measures domain where 
 published data is annual 
• predicted CCG Quality Premium payment relating to 2015/16.   
 
2016/28 Extension of the North East Ambulance Service (NEAS) Renal  
  Dialysis Patient Transport Service (PTS) 
 
SW presented the report which sought Executive Committee approval to extend the 
contract, due to expire in June 2016, for Patient Transport Services with North East 
Ambulance Service for Renal Dialysis patients for a further one year. 
 
SW said that the extension period would provide the opportunity to review the detail 
of the overall PTS contract.  He said that there was a risk of challenge as this was a 
very active market. However it was important to review the criteria and ensure that 
the service was the best it could be. The procurement process would follow 
procurement law and advice.  All other CCGs have agreed to this extension. 
 
IP queried the contract values associated with NEAS Renal Dialysis PTS as the 
SCCG share was significantly higher than others.  SW said that there were 3 
providers of the service and this was the NEAS payment, other CCGs had additional 
contracts with other patient transport services.  He said that he was comfortable that 
SCCG was not overpaying, however by taking time to review the detail of the 
contract it may be possible to make some savings. 
 
VT left the meeting at 2.02pm 
 
The Executive Committee: 
• NOTED the content of the paper, the options available and the risks 
 associated with each option 
• SUPPORTED the recommendation to extend the Renal Dialysis PTS contract 
 with NEAS for a further year until 30th June 2017. 
 
2016/29 Sustainability Strategy 
 
DCh presented the paper which sought Executive Committee approval of a 
Sustainability Strategy and Action Plan for the CCG including an action plan as to 
how the CCG will commence the implementation of this strategy. 
 
The requirement for the CCG to have a strategy had previously been discussed at 
the non-agenda Executive Committee meeting in January and the document had 
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been developed to cover three key areas, commissioning for sustainability across 
pathways to reduce duplication, being a sustainable organisation and promoting 
sustainability amongst our GP members and met both legal and NHS Sustainability 
Unit requirements.  Reporting on progress and action would be included in the CCG 
Annual Report. 
 
The actions taken to date and plans for the forthcoming year were detailed in the 
report. 
VT re-joined the meeting at 2.10pm 
 
GG said that it would be useful to link this to the local authority work and make 
reference to social value clauses, “making every contract count”, within the action 
plan. 
 
VT welcomed the opportunity to question actions and waste of time and resources. 
 
AF asked if there links with NHS Property Services as “premises owners”.  DCh 
confirmed that they would work together on appropriate issues.  DB noted the need 
to amend some of the leads for the action plan and would raise with DCh separately. 
 
The Executive Committee APPROVED the Sustainability Strategy and Action Plan 
for formal sign off by the Governing Body. 
 
2016/30 SCCG Policy for working with the pharmaceutical industry 
 
The SCCG policy for working with the pharmaceutical industry was brought to the 
Executive Committee in January 2016 and amendments were requested. CB 
presented the report which included the amended policy with the recommended 
changes which were highlighted for ease of reference. 
 
DB queried the flow chart referring to PMO sign off and would agree amended 
wording with CB.  VT said that practices may be put off by the requirement for 
business cases; however DB said that this could be done via the Gateway process 
already in place. 
 
Subject to this one slight amendment, the Executive Committee  
• APPROVED the recommendation and policy for use 
• SUPPORTED implementation of the policy. 
 
2016/31 SCCG Proposed TITO Programme 2016/17 
 
JG presented the report which sought Executive Committee approval of the 
proposed TITO Programme for 2016/17.  The paper outlined the discussions which 
have taken place within the TITO Steering Group regarding the range of options for 
delivery of the TITO Programme 2016-17 including the Group’s preferred option. 
 
JG said that feedback from events had identified a lack of training for admin staff and 
a survey monkey had been undertaken to understand all practice staff needs.  The 
responses supported having less Learning with Lunch sessions and focusing on six 
half day TITO events over the year avoiding Christmas and school holiday periods. 
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HT said that there should be no practice closures for education or training other than 
that offered via the TITO Steering Group and therefore all attempts are made to flex 
the programme to meet requirements. 
 
IP said that the Sunderland TITO programme was the envy of other GPs across the 
region. 
 
JG formally recorded thanks of behalf of herself, the Steering Group and the CCG to 
Viv Gray for all her hard work supporting the TITO programme and wished her well 
for her secondment with the GP Alliance. 
 
The Executive Committee SUPPORTED the recommendations made by the TITO 
Steering Group regarding the 2016-17 TITO annual programme. 
 
The chair called a break at 2.25pm 
 
RF left the meeting 
 
The meeting reconvened at 2.35pm 
 
2016/32 Updated H&S Strategy 
 
DG presented the paper which provided the Executive Committee with an updated 
health and safety strategy for the CCG. 
 
All members were reminded to complete the appropriate module within the statutory 
mandatory training.  The link would be recirculated. 
Action: KH/OD Team 
 
The Executive Committee APPROVED the strategy and RECOMMENDED its 
submission to the Governing Body for formal approval. 
 
 
2016/33 EDS2 updated action plan 
 
DG presented the paper which provided the Executive Committee with the updated 
equality objectives and supporting action plan for 2016/17.  The amendments had 
been made due to changes in legislation. 
 
The action plan for 2016/17 detailed the level of progress currently being made.  AF 
suggested that some context be added to provide detail and status of developing 
areas prior to submission to the Governing Body. 
Action: DCo 
 
Members were reminded that evidence of any training done could be submitted to J 
Leadbitter in the OD Team to be evaluated for compliance with Statutory mandatory 
training requirements. 
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The Executive Committee APPROVED the equality objectives and, subject to adding 
context to the action plan, RECOMMENDED its submission to the Governing Body 
for formal approval. 
 
2016/34 Corporate Affairs Assurance Report Q3 
 
DG presented the report which provided the Executive Committee with an update 
and assurance on corporate affairs activity during the period 1 October 2015 – 31 
December 2015. 
 
Members were again reminded the Information Governance module was a priority in 
order that the CCG achieved the IG Toolkit.   
 
DG said that the FOI topics were included in the report and these would be reviewed 
to see what more information could be made available on the CCG website to 
negate the need to submit individual requests via this route.  He also informed 
members that he personally received a weekly update and status report on 
complaints. 
 
The Executive Committee RECEIVED the report for assurance purposes. 
 
2016/35 TITO Steering Group Minutes from 5 January 2016 
 
The Executive Committee RECEIVED the minutes for information. 
 
2016/36 SCCG TITO Event Report – 18 November 2015 
 
The Executive Committee RECEIVED the report for information. 
 
2016/37 Communications and Engagement Steering Group minutes – 4 
  December 2015 
 
The Executive Committee RECEIVED the minutes for information. 
 
2016/38 Any Other Business 
 
As there were no items of business the meeting closed at 2.45pm 
 
Date and time of next meeting 
The next meeting would be held on Tuesday 1 March 2016 at 12.30pm in the Joseph 
Swan Room, Pemberton House. 
 

 
 
Signed 
 
 
Dated 02.03.16 





























 Item No. 3 
 

SUNDERLAND HEALTH AND WELLBEING BOARD 
 

Friday 15 January 2016 
 

MINUTES 
 

Present: - 
 
Councillor Paul Watson (in 
the Chair) 

- Sunderland City Council 

Councillor Pat Smith - Sunderland City Council 
Neil Revely - Executive Director of People Services 
Dave Gallagher - Chief Officer, Sunderland CCG 
Gillian Gibson - Acting Director of Public Health 
Dr Val Taylor - Sunderland CCG 
Ken Bremner - Sunderland Partnership 
Kevin Morris - Healthwatch Sunderland  
   
   
In Attendance:   
   
Councillor Ronny Davison - Sunderland City Council 
Sarah Reed  - Assistant Chief Executive, Sunderland City 

Council 
Michael Armstrong - Department of Work and Pensions 
Victoria French - Assistant Head of Community Services, 

Sunderland City Council 
Liz Highmore - DIAG 
Gary Davison - Connect 
Lorraine Nelson - Transactional Services, Sunderland City 

Council 
Richard Elliott - Integrated Commissioning, Sunderland City 

Council 
Stuart Cuthbertson - Office of the Chief Executive, Sunderland City 

Council 
Karen Graham  - Office of the Chief Executive, Sunderland City 

Council 
Gillian Kelly - Governance Services, Sunderland City Council 
 
 
HW49. Apologies 
 
Apologies for absence were received from Councillors Leadbitter, Miller and Speding, 
Steve Walker and Dr Pattison.   
 
 
 
 



HW50. Declarations of Interest 
 
There were no declarations of interest. 
 
 
HW51. Minutes 
 
The minutes of the meeting of the Health and Wellbeing Board held on 20 November 
2015 were agreed as a correct record.  
 
   
HW52. Feedback from Advisory Boards 
 
Adults Partnership Board 
 
Karen Graham informed the Board that the Adults Partnership Board had met on 5 
January 2016 and the main issues considered had been: - 
 
• Over2You Project 
• Memorandum of Understanding for Carers 
• Future, Role, Purpose and Priorities of the Board 
 
Karen advised that at the next meeting, the Board would look at a template for key 
priorities and a shortlist for developing these.  
 
Kevin Morris enquired who was leading the Over2You project for Gentoo as 
Healthwatch would be happy to complement this work. Neil Revely commented that 
this issue had been raised at the Adults Partnership Board and Gentoo had been 
advised to engage with Healthwatch. 
 
Neil Revely highlighted that the Carers Strategy Implementation Group had begun 
an audit based on the draft Memorandum of Understanding and the outcomes so far 
had been positive. The Adults Partnership Board had recommended that all of the 
Health and Wellbeing Board individual partners should sign up to the Memorandum 
of Understanding once it was finalised.  
 
RESOLVED that the update be noted.   
 
 
HW53. Update from the Health and Social Care Integration Board 
 
Dave Gallagher advised that the Integration Board had met on two occasions since 
the last meeting of the Health and Wellbeing Board. The first meeting in December 
2015 had taken the form of a development session to consider what the future might 
look like. A report had been commissioned from Mazars LLP to provide a high level 
review of Better Care Fund plans and there was some learning for the Board arising 
from the report, particularly around the measurability of impact. A further 
development session was planned to take place in February for the Integration 
Board to reflect on the Board’s initial vision, aims and purpose, to take stock of its 
role and function and to agree the vision and key principles to drive forward the next 
phase of health and social care integration in Sunderland.  



The Board had also met on 7 January 2016 and had been advised that the projected 
overspend in relation to the Better Care Fund would be £6.5m following the 
implementation of mitigating actions. The Board had also discussed the longer term 
view for the Better Care Fund, what success would look like and how the group 
could work together for a wider group of partners. 
 
Neil Revely commented that Mazars knew both the Council and CCG very well so 
their report both made sense and was relevant. Mazars had felt that the Integration 
Board was too focused on finance and not on the broader integration outcomes and 
were more confident that the governance arrangements for funding were robust. The 
Integration Board would be in a good position to report back following the 
development session in February.  
 
The Chair highlighted that there were many people who were depending on 
integration happening and there was an expanding need in the city which had to be 
met.  
 
Dave Gallagher assured the Board that this was happening on the ground. It was felt 
that Sunderland was in a reasonably good place but partners wanted to be better 
and slicker. Neil Revely added that there was anecdotal information to show that this 
was happening but there had not been enough data gathered together to give whole 
system confidence.    
 
The Board were informed that Sunderland had a low number of patients waiting for 
delayed discharges due to the work of the integrated teams.  
 
Kevin Morris asked how patients were experiencing these changes and Dr Taylor 
noted that the quality of care had improved for the patients they were dealing with in 
the practice but this was very difficult to measure. There was a lot of hard work 
needed on the ground to get patients involved initially but this would come and 
outcomes would build slowly over a few years. 
 
The Board were informed that Jon Rouse, Director General at the Department of 
Health, had recently visited the Integrated Hub and congratulated the service at the 
hub as being one of the most integrated and effective he had seen. It was satisfying 
to have an external, independent view of this initiative. 
 
RESOLVED that the update be noted.     
 
 
HW54. Welfare Reform 
 
Sarah Reed introduced Michael Armstrong, Senior Partnership Manager from the 
Department for Work and Pensions (DWP) to deliver a presentation on the current 
position with regard to welfare reform and proposed future developments. 
 
Michael informed the Board that the Welfare Reform and Work Bill was currently 
going through Parliament and this would build on the measures introduced in the 
Welfare Reform Act 2012 and aimed to make the benefits and tax credits system 
fairer and simpler. The reformed welfare and pensions systems would provide value 



for money and place greater emphasis on personal responsibility, with employment 
to be an aspiration for all who were able to work. 
 
The changes which had taken place so far were summarised as: - 
 
• Universal Credit replacing six in work and out of work benefits 
• Personal Independent Payment (PIP) had now replaced Disability Living 

Allowance (DLA) 
• New state pension system from 6 April 2016 
• Housing Benefit had changed, including the introduction of caps on Local 

Housing Allowance rates 
• Government contribution to Discretionary Housing Payments 
• A cap on the total amount of benefit that working-age claimants could receive 
• Community Care Grants and Crisis Loans replaced by Local Welfare Provision 
• Migrants’ Access to Benefits/Habitual Residence Tests 
 
The Welfare Reform and Work Bill 2015 was intended to make provision and report 
on: progress towards full employment and the apprenticeships target; the effect of 
support for troubled families; social mobility; the benefit cap; social security and tax 
credits; loans for mortgage interest; and social housing rents. 
 
There had been a number of announcements as part of the Spending Review 
including confirmation that changes would not be implemented to the tax credits 
income threshold or taper and the continued roll-out of Universal Credit to a further 
1.3million claimants by 2020-2021. Michael highlighted that Universal Credit had 
gone live in November 2015 and there were now almost 800 claimants, with 80-100 
of these in Sunderland. 
 
Sarah Reed delivered a presentation giving an overview of what the Council had 
been doing since the reforms to the welfare system were made in 2012. She advised 
that the total benefit claim had reduced by 7% in the city since the new system had 
been implemented.   
 
Sarah outlined the current position with regard to housing benefit claims and the 
households being affected by the Benefit Cap. As the Government sought to make a 
further £12bn savings from the welfare budget by 2019/2020, the impact on 
Sunderland would be: - 
 
• 2,750 new households could be affected by the Benefit Cap, these would mostly 

be households with children, single mothers would be the biggest group to lose. 
• Over 10,000 Disability Living Allowance claimants would need to claim Personal 

Independence Payments instead, with 55% expected to lose out. 
• Further roll out of Universal Credit bringing with it new challenges, potentially: - 
 increasing rent arrears 
 increased need for budgeting support 
 increased need for digital support to manage changing obligations. 

• Individual agencies ability to continue to support residents reduced. 
 
Sarah highlighted that it was important for the city to understand who would be 
affected by the changes and how. Using the Intelligence Hub the Council was 



starting to build a picture of the potential numbers being impacted on by one or more 
of the forthcoming welfare reforms, what the potential broader impacts may be and 
the current and changing demands for services linked to welfare reform. It was felt 
that the city needed to develop a collaborative approach to mitigating the impacts on 
its residents.  
 
It was highlighted that there was a lot of concern from disabled people about the 
online nature of the benefit application process and the impact this could have on the 
security and dignity of the person concerned. The Personal Independence Payment 
(PIP) process was traumatic one to go through for a disabled person and a number 
of employers would not consider employing a disabled person due to the costs 
associated with additional training and necessary adjustments. 
 
At the present time an individual had to apply for Discretionary Housing Payments 
every six months and it was suggested that this would save Council and social 
housing resources if it only had to be done once a year. 
 
Michael Armstrong stated that he recognised the points that were being made and 
noted that 93% of Universal Credit claims would be made online and this was a one 
off application which would take twenty minutes to complete. He was concerned 
about access for claimants who had to regularly update information but highlighted 
that there would be support within job centres for individuals to complete applications.  
 
The Chair expressed concern that there was not enough access to the technology to 
enable people to make online applications and that there were already queues at 
community centres to use public access computers with this demand only increasing 
as further changes came on stream. Councillor Smith added that local councillors 
were dealing with people on a daily basis which were affected by welfare reform and 
felt that these changes were not realistic. 
 
Dr Val Taylor queried if there was a breakdown of age groups for the number of 
single people claiming housing benefit and Lorraine Nelson advised that these 
figures were for the whole range of benefit claimants, including pensioners. 
 
Dr Taylor commented that she sat on tribunals in relation to applications for PIP and 
DLA and stressed the need for individuals to have good representation at the 
hearings. Some claimants were not genuine, however many of them were, but the 
application forms were not filled in well enough to be useful and Dr Taylor was 
concerned about these having to be completed on a pc. It had been her 
understanding that all applicants for DLA or equivalent were going to have a face to 
face assessment but this was not currently happening. Welfare rights was a real 
issue and people needed to know the correct information to submit as part of their 
applications.  
 
Liz Highmore commented that the individuals who were visually impaired or had 
speech difficulties could be overlooked as part of this process. Richard Elliott 
highlighted that the Council did work with Gentoo to offer support in relation to 
welfare rights tribunals but there were a large amount coming through and only a 
limited available resource.  
 



Neil Revely noted that the Health and Wellbeing Board would be involved in the 
fallout from this policy and it was clear that this was not being designed fairly but the 
impact of national policy was out of the control of local partners. It was inevitable that 
only negative impacts would be seen as a result of the reforms.  
 
The Chair stated that it was for the Council and partners to work together and to 
consider the outcomes which organisations wanted for the city. There was a clear 
relationship between the increasing suicide and self-harm figures and the reduction 
of benefits through welfare reform. 
 
It was noted that good work was good for people’s health but Gillian Gibson 
highlighted that the lack of respect shown to people in receipt of benefits was 
damaging to their mental health. She emphasised that individuals could and should 
treat others with respect and the Department for Work and Pensions needed to look 
at this within their own workforce. 
 
Kevin Morris commented that the negative impact of the changes on families should 
be collated so that the cumulative effects could be clearly seen. It was then for 
partners to examine the data and consider what they could do to change the 
situation.  
 
Michael Armstrong accepted that it was a difficult message to deliver and that many 
individuals and families were finding the situation difficult. He advised that the DWP 
was working with national and local employers, helping them to become more 
disability aware and that there was some funding to come forward for this. He stated 
that he would take back the issue of face to face meetings for PIPs. 
 
With regard to online applications for claims, Michael stated that the system did not 
have full functionality at the current time but that the new version which was being 
launched shortly was very straightforward and secure. The DWP would be judged in 
future on getting people off benefits and into work and not just a reduction in 
numbers of claimants. There were strong partnership arrangements in the region 
and Sunderland and DWP were looking at how they could work better on a local 
basis to support people. Jobcentres were also working hard to ensure that people 
were treated well.   
 
On a positive note, Dr Taylor stated that she had seen a lot of people who had been 
in receipt of Incapacity Benefit and now had been moved onto Employment Support 
Allowance and had begun to get the right treatment. The Chair was in agreement 
that it was a positive step to get people employed and that no one wanted to see 
National Insurance contributions being wasted, however he felt that the current 
reforms were draconian. 
 
Having thanked Michael and Sarah for their presentations, the Health and Wellbeing 
Board: - 
 
RESOLVED that the information be noted. 
  
 
 
 



HW55.  Action on Supporting Suicide Prevention  
 
The Executive Director of People Services submitted a report highlighting a 
programme to implement a joined up communications programme for suicide 
prevention which had been developed following a scrutiny review into suicide and 
would be active from April 2016. 
 
The Executive Director advised that the background to the scrutiny review had been 
evidence from Public Health and the impact of local issues and welfare reform which 
had led to Sunderland showing an increase in rates of suicide and self-harm over 
recent years. The rate of suicide in Sunderland was higher than the national average 
(10.6 per 100.000 compared with England 8.8 per 100,000) and the North East had 
the highest standardised death rates from suicide and injuries of undetermined intent 
in both males and females aged 15 and over. 
 
As a result of the needs highlighted through the scrutiny review, it had been agreed 
to develop a joined up communications campaign for suicide prevention which would 
involve the Council, the CCG, City Hospitals and other relevant partners. The 
campaign would have a two pronged approach, focusing on men and young people, 
and would signpost to support, advice and guidance. 
 
National providers had been approached to deliver the campaign and a 
Communications Agency with specific experience in working with Samaritans on 
suicide prevention had been appointed. A meeting was to be held with relevant 
partners and the Chair of the Safeguarding Boards during January to agree the 
campaign objectives and next steps. It was also proposed to deliver a presentation 
on the programme to the regional Health and Wellbeing Chairs group. 
 
Gillian Gibson highlighted that publicity campaigns had the biggest impact if they 
were joined up with something else. The Suicide Prevention Group would be part of 
the campaign and it was important to link with this regional group. The Portfolio 
Holder was keen for partners to look across the city to assess what was being done 
as part of mental health work in schools, by Washington Mind and Samaritans, and 
to identify any gaps. 
 
Kevin Morris stated that he had been stunned by the figures and was interested by 
the comparative statistics which showed that suicide and self-harm had increased 
since cuts to the welfare system had begun. He felt that it would be useful to have 
some chronology to look at the trend in more detail. The Chair commented that the 
issue was about more than mental health needs but the conditions which were being 
imposed on people. 
 
Dr Taylor advised that the data for 2013 was now available and showed that the 
suicide rates were highest in the 45-59 age group and that there had been a spike 
following the recession in 2008. She noted that it could have a significant effect on 
GPs if they had a suicide within their practice and a lot could be done to recognise 
suicidal risk and suggested that a training session be held on this in the future. 
 
Gillian Gibson highlighted that ‘Life Worth Living’ training which had been developed 
in Sunderland was available and could be targeted at practice staff as well as GPs. 



NTW were linked into this training and there were various types of training which 
could be accessed. 
 
Councillor Davison queried how realistic the figures were, given that on some 
occasions, evidence was not conclusive of suicide. Gillian Gibson advised that these 
were national figures but Public Health would look locally at those deaths considered 
to be suicide and those which were undetermined and that the actual figures could 
be higher. 
 
Having fully considered the report, the Board: - 
 
RESOLVED that the contents have the report be noted.  
 
 
HW56. The Health of Sunderland 
 
Gillian Gibson delivered a presentation to the Board summarising the key themes 
from the Director of Public Health’s Annual Report 2015. 
 
The report highlighted that the recent decline in population on the city had levelled 
out and was predicted to rise to 280,000 by 2030. There was a higher proportion of 
older people in the city in comparison with the England average and 38% of the 
population lived in areas which were among the most disadvantaged 20% in England. 
 
The life expectancy for a male in Sunderland was 77.3 years compared with the 
England average of 79.5 years and 80.8 years compared with 83.2 years for a 
female. However healthy life expectancy for males was 58.9 years compared with an 
average of 63.3 years and 58.0 years compared with 63.9 years for females. 
 
The report outlined the major long term conditions which were affecting people in 
Sunderland and the actions which were being taken to try and address these and 
also detailed the level of mental illness and comparative indicators for children and 
young people. 
 
The key challenges arising from the report were: - 
 
• Responding to the changes to the population structure including; fewer children 

and younger working age adults, more elderly population and increasing ethnic 
diversity. 

• Tackling poverty through increasing employment and educational attainment. 
• Addressing teenage pregnancy, smoking during pregnancy, breastfeeding and 

child obesity. 
• Tackling the big four lifestyle risk factors – smoking, excessive alcohol use, poor 

diet and low levels of physical activity – including for people with multiple 
unhealthy behaviours. 

• Preventing early deaths from cancer, cardiovascular disease and respiratory 
disease. 

• Tackling poor mental health through prevention and building individual and 
community resilience. 

• Managing the likely increase in the level of long term conditions, including 
increasing proportions of people with multiple long term conditions. 



• Delivering better integrated care for individuals and reducing the over-reliance on 
hospital services, through promotion and support for self-care. 

• Recognising and addressing the needs of people with poorer mental health and 
wellbeing. 

 
The Chair commented that he felt that the statistics provided by the ONS were 
unreliable but unfortunately were used by the Government as the basis for 
distribution of resources. Gillian Gibson stated that the ONS used to look at GP 
registers and numbers of births and deaths to generate mid-year population 
estimates but accepted that the accuracy of these figures could be challenged. 
 
It was highlighted that there had been very little change in relative deprivation in the 
city and the levels were twice the national average. The Chair highlighted the 
success of the ‘Stop Smoking’ services and Gillian Gibson said that there were 
positive things happening in Sunderland but noted that there was a need to monitor 
women’s health and also diet issues. 
 
Councillor Smith observed that health issues could be traced back to early years and 
intervention and felt that children were suffering a lot of stress in schools and there 
was not the level of support which there should be to help them.  
 
Gillian Gibson noted that it was important to get the best out of the school nursing 
service and that the CCG was looking at improving emotional health in schools. 
There were a number of schools who were doing the right thing with regards to 
supporting children and if this could be shown to be impacting on achievement, then 
more schools would enhance this support. 
 
The Government’s proposal to make PHSE compulsory in all schools was 
highlighted and it was suggested that this could be a way to access improvements in 
health teaching.  
 
Dave Gallagher expressed concern about the gap between Sunderland and England 
and also the internal gap between the healthiest and unhealthy years. There were 
huge inequalities across the city and it was necessary to target the right places. 
 
Councillor Davison referred to the statistics for Accident and Emergency attendance 
for 0-4 year olds and accident statistics for 0-14 year olds. Gillian advised that these 
figures related to attendance for any issue and that traditionally, attendances for 
children at Accident and Emergency in Sunderland were high as there was a culture 
of going straight to hospital rather than seeking alternative services.  
 
RESOLVED that the information contained in the presentation be noted. 
 
 
HW57. Active Sunderland Board – Quarterly Update 

 
Victoria French presented the update from the Active Sunderland Board and Board 
Members were reminded that at the last update report in November 2015 the Active 
Sunderland Board had agreed to develop its priorities for Year 1, identify target 
groups and identify how activity levels were to be measured. 
 



The first priority had been determined as ‘Improving community access to schools’ 
and consultants had completed an audit of five secondary schools and would provide 
a toolkit of ‘local best practice’. The Great Active Sunderland School Charter had 
been launched and all schools would be assisted in identifying and overcoming 
barriers and in the development of community access plans. Victoria advised that 
there had been some great success in a short space of time and schools were being 
helped to ensure that the programme was balanced and right. 
 
In response to a question from Kevin Morris, Victoria stated that the take up from 
schools had been good and there had been no difference between community 
schools and academies. 
 
The Board had agreed to focus on two further priorities of increasing participation 
levels in cycling for women aged 18-34 and to increase participation levels in older 
people. It had also been agreed that that the following measures of activity from 
Sport England’s ‘Active Lives’ would be used: - 
 
• The active population i.e. 30 minutes of sport and physical activity once per week 

(1 x 30 minutes, 14+) 
• The inactive population i.e. less than 30 minutes of activity per week (using 

Public Health’s wider definition, 14+) 
 
These measures would include activities which were not classified as a ‘sport’ and 
performance data for children under 14 would be obtained on a local level. 
 
Victoria informed the Health and Wellbeing Board of the Government’s ‘New 
Strategy for an Active Nation’ which focused on outcomes which demonstrated 
‘social good’ and had a good crossover with the themes of the Active Sunderland 
Board. Key headlines for the strategy included increasing participation for those who 
do little or no activity, Sport England now being responsible for over 5’s participation, 
making sport stronger and more resilient and supporting Olympic and Paralympic 
achievement.  
 
The Health and Wellbeing Board would receive further updates from the Active 
Sunderland Board on a regular basis. 
 
RESOLVED that the update be noted. 
 
   
HW58. 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 advised that it was proposed to reinstate a series of closed Board 
sessions during 2016/2017 to ensure that the Board had time to have a full debate 
and discussion over key topics and areas for development. It was intended that the 
first session would be on system leadership and following discussion at today’s 
meeting, suicide prevention would be a topic for a forthcoming session. 
 
 



The Board RESOLVED that: - 
 
(i) consideration be given to topics for in depth closed partnership sessions for 

2016/2017; and 
 

(ii) the forward plan be noted and requests for any additional topics be passed to 
Karen Graham. 

 
 
HW59. Date and Time of Next Meeting 
 
The next meeting of the Board will be held on Friday 11 March 2016 at 12noon. 
 
 
 
 
 
 
 
(Signed) P WATSON 
  Chair 




