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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
24 May 2016 

Report Title: 
 

Governing Body Assurance Framework 
 

Purpose of report 

To present the governing body with an end of year position for the 2015/16 framework and an 
update of the 2016/17 position for the governing body assurance framework (GBAF).   

Key points, risks and assurances 

The GBAF has been developed to ensure the CCG meets its statutory requirements in relation to 
governance and provide assurance in relation to the delivery of the CCG’s corporate objectives.  
The objectives were agreed by the governing in May 2015 and an additional objective added for 
2015/16 in relation to primary care commissioning (corporate objective 8).  These have not 
changed for 2016/17. 
 
Key points and assurances 
The CCG has robust arrangements in place to monitor its performance against agreed objectives 
and targets. The GBAF is used to identify any risks to the agreed corporate objectives and to 
highlight any gaps in assurance and/or control in relation to these. 
 
The controls identified within the framework were assessed as the key elements needed to mitigate 
risks to delivery of the objectives as far as possible, act as a deterrent to risks occurring and also 
provide a structured approach by which any identified risks could be managed. The GBAF also 
identifies gaps in control and/or assurances to provide assurance to the governing body that these 
are being addressed.  
 
The framework has been reviewed by the relevant lead directors and senior managers and the end 
of year position for 2015/16 is attached at appendix 1.  The framework also provides a listed of 
risks associated with each corporate objective and details of these are attached at appendix 2.  
 
The framework will be reviewed by the audit committee at its meeting on the morning of 24 May 
and, subject to any amendments, the committee will be asked to recommend approval of the 
framework to the governing body at its meeting in the afternoon of 24 May.  

Recommendation/Action Required 

The governing body is asked to: 

 Note the GBAF end of year position for 2015/16 for assurance purposes; 

 Approve the GBAF position for 2016/17 to include the risks highlighted in section 6 of this 
report. 

Sponsor/approving director   David Gallagher, chief officer  
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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 

Statutory duties and responsibilities and corporate governance guidance/best practice  

Are the identified risks on the risk register?  

The relevant risks on the register were used to inform the risk ratings contained within the 
framework.  Details of these risks are attached at appendix 2. 

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

The framework is reviewed on a six monthly basis by the audit committee and governing body 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
n/a 

Has there been appropriate 
clinical engagement?  

n/a 

Has there been/or does there 
need to be any patient and 
public involvement? 

n/a 

Any current or expected 
impact on patient 
outcomes/experience? 

n/a 

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

n/a 
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Governing Body Assurance Framework:  
End of Year Position 2015/16 and Position for 2016/17 

 
 

1. Introduction 
 

1.1 The purpose of this paper is to provide the governing body with an end of year position 
for the governing body assurance framework (GBAF) 2015/16 and the position going 
into 2016/17.  The framework was approved by the governing body at its meeting in 
May 2015 and identifies the controls, assurances and strategic risks to the delivery of 
the CCG corporate objectives. 

 
2. Corporate Objectives  

 
2.1 The governing body reviewed the CCG’s corporate objectives at its development 

session held on 19 May 2015 and an additional objective was identified (CO8) with 
relation to primary care co-commissioning.  The CCG had undertaken delegated 
responsibility for this function with effect from 1 April 2015. 

 
2.2 The CCG’s corporate objectives are as follows: 

  

 CO1  - Ensure the CCG meets its public accountability duties 

 CO2a - Maintain financial control 

 CO2b  - Maintain 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 key strategic priorities 

 CO6  - Develop the CCG localities 

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

 CO8  - development and delivery of primary medical care  
  commissioning  

 
 The corporate objectives have not changed for 2016/17. 
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3. Governing Body Assurance Framework Process  
 

3.1 The CCG has an internal governing body assurance framework (GBAF) in place which 
it uses to monitor the CCG’s internal controls systems, identify gaps in control and 
provide assurance against the delivery of the CCG’s corporate objectives.  The chief 
officer maintains overall responsibility for the delivery of the GBAF. 

 
3.2 The CCG has robust arrangements in place to monitor the CCG’s performance against 

agreed objectives and targets. The GBAF is used to identify any risks to the agreed 
corporate objectives, highlight any gaps in assurance and/or control in relation to these 
and provide assurance to the governing body that these are being addressed. 

 
3.2 The controls identified within the framework were assessed as the key elements needed 

to mitigate risks to delivery of the objectives as far as possible, act as a deterrent to risks 
occurring and also provide a structured approach by which any identified risks can be 
managed.  
 

3.4 The audit committee maintains oversight of the CCG’s risk management and internal 
control arrangements and reviews the GBAF to identify any further gaps in controls and 
assurances to provide assurance to the governing body that the CCG is discharging its 
functions appropriately. 

 
 
4. System of Risk Management and Internal Control  

 
4.1 The CCG has in place a system of internal control mechanisms to ensure it delivers its 

policies, aims and strategic objectives.  This system is a set of processes and 
procedures in place designed to identify and prioritise the risks, to evaluate the 
likelihood of those risks materialising and the impact should they materialise, and to 
manage them efficiently, effectively and economically. 
 

4.2 To support the GBAF, the CCG also has clear risk management processes to place for 
identifying, analysing, evaluating, controlling, monitoring and communicating risk.  The 
types of risks the CCG faces include corporate (accountability to the public), clinical 
(associated with commissioning responsibilities), reputational and financial risks.  The 
quality, safety and risk committee oversees the risk management function on behalf of 
the governing body.  

 
4.3 Wherever risks to the achievement of the CCG’s objectives have been identified, an 

assessment was undertaken to ensure the appropriate controls were put in place and 
supporting action plans identified to mitigate these risks as far as possible.  A number of 
controls and assurances, along with associated gaps in assurance and controls, were 
identified and together these formed the GBAF. 

 
4.4 The governing body maintains oversight of the internal control and risk management 

frameworks and seeks assurance that these are being managed within appropriate 
delegated limits and with specified objectives and robust action plans.  The audit 
committee provides the governing body with an independent and objective review on 
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the CCG’s finance and governance systems, financial information and compliance with 
laws, guidance, and regulations governing the NHS in so far as they relate to finance 
and ensures the adequacy and effectiveness of the GBAF, using it to guide its work and 
that of audit and assurance functions that report to it. 

 
4.5 The scheme of delegation and reservation sets out the responsibilities of the 

membership, governing body and its sub-committees, the chief officer and other 
directors to ensure the CCG discharges its functions appropriately.   
 

4.6 The CCG’s financial framework also forms part of the internal control framework with a 
number of approved policies and procedures in place to ensure the CCG manages its 
finance in accordance with national policy and guidelines. This includes the financial 
scheme of delegation which sets out the delegated limits for key individuals within the 
CCG and ensures these individuals have a clear framework in place within which they 
can make financial decisions.   

 
 

5. GBAF End of Year Position 2015/16 
 
5.1 The directors and relevant senior managers have reviewed and updated the GBAF for 

the end of year position for 2015/16.  A copy of the outcome of this is attached at 
appendix 1. 

 
5.2 The risks associated with each corporate objective are listed in the GBAF and details of 

these individual risks can be found in appendix 2. 
 
 
6. GBAF for 2016/17 
 
6.1 Following the review of the GBAF to establish the end of year position for 2015/16, the 

following additional risks to the delivery of the CCG’s corporate objectives have been 
identified going forward into 2016/17: 

 

 CO1:    existing external audit services will not be in place after March 2017 

 CO2b:  delivery of A&E targets 

 CO6:    disengagement of practices in localities. 

 CO6:    temporary arrangements in locality commissioning teams. 

 CO7:    changes in the local authority senior leaders 

 CO8:    final governance arrangements unclear or not robust leading to financial 
reporting errors or incorrect payments. 

 
6.2 These additional risks will be added to the CCG’s risk register and included in the next 

update of the GBAF in November. 
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7. Recommendation 
 
7.1 In line with the CCG’s governance arrangements, the audit committee and governing 

body reviews the GBAF every six months to ensure progress is being made towards 
delivery of the corporate objectives and seeks assurance on any gaps in controls that 
threaten delivery of these.  

 
7.2 The audit committee will review the GBAF at its meeting on the morning of 24 May and, 

subject to any amendments, the committee will be asked to recommend its approval to 
the governing body at its meeting on the afternoon of 24 May. A verbal update on this 
will be given at the governing body meeting.   

 
7.3 The governing body is asked to: 
 

 Note the GBAF end of year position for 2015/16 for assurance purposes: 

 Approve the GBAF position for 2016/17 to include the risks highlighted in 
section 6 of this report. 

 
 
 
Author: D Cornell 
  Head of Corporate Affairs 
 
Date:  13 May 2016 
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Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Direct
or

Risk
Rating

Corporate Objective: CO1. Ensure The CCG Meets Its Public Accountability Duties

Linked to NHS England CCG assurance components: Well-Led Organisation, Delegated Functions

1367
674
1471

Risk management/register
process established to review
risks regularly

Commissioning plan and
locality plans in place 

Audit Committee meets to
ensure robust systems and
processses in place to meet
statutory duties.

Lay member for audit 

Independent audit committee
member

Annual review of CCG
constitution and governance
structure (terms of reference for
all committees)

Audit cycle and plans agreed

Lay member representation on
the governing body

Risk management group
established (sub-group of the
quality, safety and risk
committee)

Primary care
co-commissioning committee
set up.

Service line agreement
with North of England
Commissioning Support
(NECS) to provide support
around governance and
risk management

Reports to quality, safety
and risk committee and
governing body on risk

Reports to executive
committee and
development sessions
held

CCG constitution review
completed 

Risk register process well
established (SIRMS
electronic system in place)

Review of risk
management undertaken
and improvements made

2 year operational and 5
year strategic plans in
place 

Business continuity plan
approved and recovery
plan in place.

Desktop exercise
undertaken with director
and senior team.

Audit panel set up to
procure External Audit
Services during 16/17.
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To ensure the CCG has
robust systems in place
to fulfill CCG assurance
with NHS England and
meets its public
accountability duties by:

- Ensuring the CCG
meets all of its statutory
duties

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

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

Risk that the CCG is
not meeting its
statutory
responsibilities
around legislative
framework for
deprivation of liberty.

Risk that Looked
After Children  health
arrangements will be
found to not meet
statutory
requirements

Procurement of
External Audit
Services 

Page 1



Governing Body Assurance Framework 2015/16

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Direct
or

Risk
Rating

Corporate Objective: CO1. Ensure The CCG Meets Its Public Accountability Duties

Linked to NHS England CCG assurance components: Well-Led Organisation, Delegated Functions

Internal audit reports.
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Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Direct
or

Risk
Rating

Corporate Objective: CO2a. Maintain Financial Control

Linked to NHS England CCG assurance components: Financial Management, Planning, Performance

649
1415
1285
992
1389
1532
1533

Updated operational and
medium term financial plan
with contingencies identified.

Regular internal reviews of
financial performance and risk

Budget reporting, variance
analysis and forecast out turns
provided to and reviewed with
Senior Managers

Regular review of
investments/disinvestments

Executive committee
management of finance.

Executive committee
development sessions
 
QIPP steering group reviews of
QIPP achievement

Audit Committee meets to
ensure robust systems and
processes in place to meet
statutory duties

Lay member for audit

Monthly quality and contractual
meetings

In-house finance team 

Monthly senior staff meetings

Vacancy control process

Oracle authorisation controls

Finance reports to
executive committee, BCF
Integration Board, Primary
Care Committee and
governing body 

Investment in finance
training for staff and CCG
members

Financial plans agreed by
governing body
 
Internal Audit review of
financial controls wiht
outcome of significant
controls.

Service audit reports from
payroll, NHS SBS (Oracle),
NECS and Exeter.

Regular budget and
forecast out-turn meetings
with budget holders

Prescribing reports to
quality, safety and risk
committee and regular
prescribing savings task
and fnish group reports to
the executive committee

Regular QIPP reporting to
the executive and audit
committees.

Unable to predict
forecast outturn for
prescribing in the early
quarters of the year.  
Potential requirement for
contingency funds
cannot be accurately
predicted 

Unable to predict all
potential influence on
PBR costs (National
Institute for Clinical
Excellence and
demand)

Unable to predict all
future demand
fluctuations for acute
services.

D
a

vid
 C

h
a

n
d

le
r      

4
 x

 3
=

1
2

M
o

d
e
ra

te

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

- Ensuring the CCG lives
within its
allocation/control totals

- Ensuring the CCG
works within its running
cost allowance

Risk of in year
financial overspend
on CCG programme
and running cost
budgets as a result
of unknown
pressures arising in
year.

Risk to achievement
of the CCG's
financial plan and
ability to meet
financial control
totals in 2016/17 and
beyond. 

Risk that the CCG
will not achieve the
planned savings of
£5m by reducing
non-elective
spending in 2016/17
via the Out of
Hospital
Transformation and
Mental Health
Investments. 

Risk that CCG fails to
process oustanding
continuing care
restitution claims
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Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Direct
or

Risk
Rating

Corporate Objective: CO2a. Maintain Financial Control

Linked to NHS England CCG assurance components: Financial Management, Planning, Performance

Scheme of reservation and
delegation

Health and social care
integration board, and BCF
implementation group, S75
agreement and BCF task and
finish group 

Risk of overspend in
Better Care Fund
and non
achievement of cost
efficiency
requirements for
2015/16 & 2016/17
of £9.5m. 

Financial distressed
providers seeking to
increase income

Risk the CCG has an
underspend
materially greater
than planned at
year-end.  
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Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Direct
or

Risk
Rating

Corporate Objective: CO2b Maintain Performance Targets

Linked to NHS England CCG assurance components: Financial Management, Planning, Performance

1359
1469

Executive committee
management of provider
performance.

Executive committee
development sessions.

Regular monitoring with
medical director and clinical
leads.

Transformational work
programmes with GP
executives and clinical leads.

Monthly quality and contractual
review meetings.

In-house performance team.

Monthly director and senior
staff meetings.

Infection, prevention and
control meetings with
providers.

Escalation process for A&E.

Urgent care board enabling a
whole system review.

Transformation board agreed
to take on systems-wide
resilience role including
oversight of planned care
issues (including referral to
treatment and 18 weeks).

Performance reports to
executive committee and
governing body.

Infection, prevention and
control reports.

Reports to quality safety
and risk committee.

Outcomes and learning
from the perfect week with
City Hospitals Sunderland.

One to one regular
meetings between chief
officer and directors and
their counterparts in
provider organisations, e.g.
chief officer and chief
executive of City Hospitals
Sunderland.

Quality meetings with NHS
England.

Internal audit reviews.

Quarterly reviews of BCF
performance at H&SC
Integration Board,
supported by monthly BCF
Implementation Group
meetings.

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

- Ensuring delivery of
locally, regionally and
nationally agreed and
prescribed performance
indicators.

Risk to delivery of all
cancer standards
within CHS NHSFT
under the NHS
Constitution. 

NEAS failure to
deliver FT
ambulance response
targets
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Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Direct
or

Risk
Rating

Corporate Objective: CO3. Maintain And Improve The Quality And Safety Of CCG Commissioned Services

Linked to NHS England CCG assurance components: Delivery Of Commitments & Improved Outcomes

682
1360
647
667
1075
1467

Sunderland Safeguarding
Children's Board (SSCB) and
Sunderland Safeguarding
Adults Board (SSAB)
established with quality
assurance processes in place
(improvement board)

Working in partnership with
other agencies 

Safeguarding improvement
plan

GP executive lead for quality
and lay member for patient and
public involvement (also chair
of quality, safety and risk
committee)

Effective serious incident
reporting processes in place
and embedded across the
health economy 

Integrated quality action plan 

Serious incident process
aligned with the contractual
obligations. 

Service line agreement with
NECS serious incident,
incidents (corporate and
general practice) and
complaints management  

Engagement strategy in place

Quality review groups in place
and working effectively

Further assurance
needed around
timeliness of provider
complaints 

Incident reporting
process within
member practices not
yet robust but
improving.

SIRMS rolled out and
promoted via
newsletters, TITO

Audit of case files and work
plan for SSCB and SSAB.

Independent review of
SSCB functions.

Reports to quality, safety
and risk committee,
including providers,
medicines optimisation,
safeguarding and quality in
care homes.

Reports to governing Body
and governing body
development sessions

In-depth reviews with
providers 

Serious incident panel and
learning

Internal Audit outcome
reports

Named GP for
safeguarding adults and
children

Key assurances from
quality review meetings
with providers
 
New operating model for
MASH 

New service agreed.

Patient experience
initelligence being
captured, e.g. clinical

Low number of incidents
being reported by
member practices 

Lack of robust evidence
that new multi- agency
safeguarding hub
(MASH) operating model
is improving frontline
practice
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Ensure the safety of
patients by
commissioning safe and
high quality services by:

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

- Responding positively
to national requirements
set out national
publications

Potential impact of
personalisation and
personal health
budgets on strategic
commissioning

Risk to other
providers of breast
services (cancer and
surgery) from
increased demand
following suspension
of service at CHS
NHSFT

A&E 95% 4 hour
target  

Quality of NHS
funded care within
nursing/care homes 

Significant risk that
CHSFT will breach
its trajectory of 34
cases of Clostridium
Difficile during
2015/16. 

Risk of lack of
continuity of services
and potential patient
harm as a result of
the planned junior
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Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Direct
or

Risk
Rating

Corporate Objective: CO3. Maintain And Improve The Quality And Safety Of CCG Commissioned Services

Linked to NHS England CCG assurance components: Delivery Of Commitments & Improved Outcomes

Head of safeguarding working
across both the local authority
and CCG

Patient experience process
established.

assurance visits.doctors strike 
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Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Direct
or

Risk
Rating

Corporate Objective: CO4. Ensure The CCG Involves Patients And The Public In Commissioning And Reforming Services

Linked to NHS England CCG assurance components: Well-Led Organisation, Delegated Functions

1466 Monthly quality review
meetings with providers 

Structured approach to
unannounced visiting
programme across providers  

Communications and
engagement steering group 

Quality, safety and risk
committee

Serious incident panel

CCG constitution 

Lay member for patient and
public involvement 

Executive practice manager
lead 

Interactive facility on website

Use of 'My NHS' membership
tool

Communication strategy 

Engagement strategy 

Strategic engagement support
from NECS 

Sunderland Health Forum

Stakeholder survey

Patient experience process
established

Wider engagement
and  involvement
agenda not yet fully
established 

Reports to executive
committee and governing
body

Quality action plan
monitored by governing
body
(incorporating the Francis,
Berwick and Keogh
reports)

Reports to quality, safety
and risk committee

Patient experience process

Patient engagement
events held

Communications strategy
approved by governing
body, including the digital
marketing strategy

Partnership work being
developed with the Local
Authority.

Focused discussions with
patient groups on service
specific changes 

Engagement strategy
approved by governing
body 

Engagement sessions held
to capture and join up
activity across the CCG  

Patient experience

Patient experience
intelligence not being
captured as soft
intelligence

Public attendance at
Sunderland Health
Forum needs to be
strengthened
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Ensure patients and the
public are actively
involved in the
commissioning and
reforming of services by:

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

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

Statutory duties
relating to formal
consultation
requirements with
patients and the
public not adhered
to.
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Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Direct
or

Risk
Rating

Corporate Objective: CO4. Ensure The CCG Involves Patients And The Public In Commissioning And Reforming Services

Linked to NHS England CCG assurance components: Well-Led Organisation, Delegated Functions

Patient and healthwatch
representative at primary care
commissioning meeting

Governing Body meeting held
in public.

intelligence being
captured.
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Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Direct
or

Risk
Rating

Corporate Objective: CO5. Identify And Deliver The CCG's Key Strategic Priorities

Linked to NHS England CCG assurance components: Well-Led Organisation, Delegated Functions

1453 Local incentive scheme 

Quality premium

2 year operational and 5 year
strategic plan in place 

Plans for each transformation
programme in place

Multi-agency programme
boards supported by working
groups linked to the
multi-agency transformation
board/executive committee

Transformational work
programmes with executive
GPs and clinical leads

Monthly senior management
team review of key
performance indicators
(KPIs)/progress

Monthly QIPP meeting

Signed contracts in place with
providers and service line
agreements in place with
NECS

Contract management
meetings and process with
providers and with NECS

CCG internal provider
management group

Monthly internal senior
management team meeting to
review NECS contract

NHS England quarterly
checkpoint meetings and
pre-meetings on
performance and
transformation.

Regular development
sessions with executive
committee 
clinical leads and locality
teams

Engagement at time in time
out events 

Monthly assurance reports
to executive committee on
the transformational
changes and KPIs

Monthly assurance reports
to the governing body  

Medical director chairs and
locality representatives
attend the provider
management group

Contract monitoring log

Monthly finance reports to
executive committee  and
governing body

Governing body
development sessions,
including partners, to
develop/review joint vision
and priorities

Community services
provider management
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Develop and deliver the
annual plan to deliver
the 2015/16 elements of
the 5 year Strategic Plan
and the CCG elements
of the joint strategic
needs assessment by:

- Ensuring the plan
meets NHS England
requirements

- Developing strategic
partnerships with key
stakeholders, including
the local authority, health
and wellbeing board
(HWBB) and NHS
England.

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

- Ensuring the internal
commissioning teams
are aligned to the
priorities

Procurement of
Commissioning
Support Services. 

Page 10



Governing Body Assurance Framework 2015/16

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Direct
or

Risk
Rating

Corporate Objective: CO5. Identify And Deliver The CCG's Key Strategic Priorities

Linked to NHS England CCG assurance components: Well-Led Organisation, Delegated Functions

CCG working with NHS
England and other local CCGs
to jointly re-procure
commissioning support
services via the Lead Provider
Framework.

board in place with CCG
senior input supported by
system wide transformation
team.  Reporting to the
CCG led out of Hospital
Board.  
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Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Direct
or

Risk
Rating

Corporate Objective: CO6. Develop The CCG Localities

Linked to NHS England CCG assurance components: Well-Led Organisation, Delegated Functions

Locality Plans in place for
15/16

Local incentive scheme to
support engagement along
with locality innovation funding

Monthly locality meetings 

Quarterly development
sessions with locality teams

Locality commissioning
Managers

GP executive leads and
locality practice managers and
locality practice nurse in place
for each locality

Time In Time Out Events 

Locality team attendance at
executive committee
development sessions

Clinical leadership
development programme 

Monthly locality practice
managers meeting  with
strategic practice manager
lead

Monthly locality learning
together meetings

Session to refresh vision and
function of localities including
team sustainability.

Public governing body
meetings 

Annual general meeting for
member practices and the
public  

CCG constitution review
process 

Planning framework in
place

Clinical leads development
session and action plan
developed.

Director and senior
manager time out  to
review appropriate
resource allocation

Engagement events in
developing priorities for
next year

360 degree feedback
stakeholder survey

Quarterly meeting with
deputy chief officer and
locality teams

Monthly updates on
staffing changes to
executive members

Locality action plans
variable across the
localities

D
e

b
b

ie
 B

u
rn

icle
     

4
 x

 3
=

1
2

M
o

d
e
ra

te

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

- Publishing the
Constitution and
meeting all of the
statutory obligations

- Meeting annually to
publish and present the
CCG annual report,
including the annual
accounts

- Holding meetings of
the Governing Body in
public. 

- Funding Locality
Teams 
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Governing Body Assurance Framework 2015/16

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Direct
or

Risk
Rating

Corporate Objective: CO7.  Integrating Health And Social Care Services, Inc Better Care Fund

Linked to NHS England CCG assurance components: Financial Management, Planning, Performance

Health and wellbeing board
with appropriate CCG senior
membership

Revised health and social care
integration board with
appropriate CCG senior
membership

BCF implementation group
supporting the integration
board

Task and finish broup re:
further efficiencies from the
BCF in 2015/16 supported by
external consultant from
Mazars

Engagement with the provider
forum under the Health and
wellbeing board

Multi agency transformation
board

Multi agency out of Hospital
board and supporting
arrangements

Signed section 75 agreement
with the local authority

Quarterly meetings with the
vanguard national team.

Work on joint
commissioning team
currently underway
but not completed

5 year strategic
commissioning plan, 2
year operational plan and
BCF plan 

Reports to health and
wellbeing board and
governing body

Integrated overall
operating model
developed following 2 day
accelerated solutions
event with partners as a
direction of travel

CCG working with the local
authority who has secured
a strategic intelligence
partner for the city

System wide
transformation team to
support delivery of out of
hospital programme

CCG accepted as a
national vanguard site

Community services
provider board established
to oversee implementation
of the out of hospital model
in 15/16 reporting to the
out of hospital board.

Reporting process not
yet fully established

D
e

b
b

ie
 B

u
rn

icle
     

4
 x

 3
=

1
2

M
o

d
e
ra

te

Continue to develop the
Sunderland joint health
and wellbeing strategy to
have the best possible
health and wellbeing for
Sunderland by
implementing the
Sunderland vision for
Integration through:

- Developing an  overall
integrated operating
model

- Developing locality
integrated teams across
health and social care

- Developing integrated
commissioning
processes

- Developing shared
intelligence processes

- Person centred
co-ordinated care
planning

- Implementing the
Better Care Fund (BCF)
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Governing Body Assurance Framework 2015/16

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Direct
or

Risk
Rating

Corporate Objective: CO8. Primary Care Commissioning

Linked to NHS England CCG assurance components: Delivery Of Commitments & Improved Outcomes

1438 Primary care commissioning
committee (PCCC)

Lay member chair

NHS England and Healthwatch
representative on PCCC 

Regular 1:1 meetings with
CCG deputy chief officer and
director of commissioning for
NHS England

Forum for level 3 CCGs in
Cumbria and North East to
share learning and
experiences 

Internal CCG commissioning
reference group consisting of
functional leads for quality,
contracting, reform, finance,
governance to share
information  and advice on
systems and processes

NHS England assurance
framework requires quarterly
self-certification of delegated
arrangements authorised by
CCG audit chair and chief
officer.  Internal Audit review of
this assurance once a year.

Memorandum of
understanding signed and in
place between NHS England
and CCG for 2015/16 re what
NHSE can provide to support
the delegation agreement

Draft strategy for General

Forum is fully
established but needs
formal terms of
reference and
minutes of meetings.

CCG quality
framework not in
place.

Agreement on future
placement of Cumbria
and the North East
primary care
commissioning staff

Reports to governing body

Handover report from NHS
England 

Reports to the PCC
Committee

Reviewed the Strategy and
Planning Manager post to
create some more capacity
to drive forward the GP
Strategy and some of the
priorities.

Agreed a part time primary
care workforce post with
Sunderland University,
funded by the University
but embedded in CCG to
deliver on workforce plans

Role of Cumbria and the
North East primary care
support team clarified in
relation to Sunderland
decision making

Regular reviews of
resources and
commitments with budget
manager and Cumbria and
North East area team
support 

Developed support team to
advise practices on
preparing for CQC
inspections and ensuring
they are fit for purpose.

Agreed with CCG North

Recurring gap in relation
to monies for GP IT

D
e

b
b

ie
 B

u
rn

icle
     

4
 x

 3
=

1
2

M
o

d
e
ra

te

Develop and implement
systems and processes
for primary care
co-commissioning by:

- Developing a strategy
for primary care/general
practice in line with the
CCG's vision

- Working in partnership
with NHS England to
deliver the delegated
function

- Working in partnership
with Durham CCGs also
taking on level 3
delegation in 15/16.

- Quality framework

Primary Care Quality
- with
co-commissioning.  
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Governing Body Assurance Framework 2015/16

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Direct
or

Risk
Rating

Corporate Objective: CO8. Primary Care Commissioning

Linked to NHS England CCG assurance components: Delivery Of Commitments & Improved Outcomes

Practice in place

Cycle of business for PCCC in
place

Close working relationship with
Cumbria and North East area
team's finance department

Implementation group to
oversee delivery of general
practice strategy in place.

Forum the NHSE PC team
will stay as central team for
next 18 months supporting
all 13 CCGs.

Page 15



NHS Sunderland CCG Register of strategic risks

13/05/2016

Ref Objective Risk description Director
Owner

Initial
funding
cost

Initial

C L Sco
re

Controls Gaps in controls Internal assurance External assurance Gaps in
assurance

Residual
funding
cost

Residual

C L Sco
re

Reviews

682 Potential impact of personalisation and
personal health budgets on strategic
commissioning
CCG needs to understand the
personalisation approach and potential
impact on strategic commissioning. 
Need to build on the Lead Commissioning
arrangement with LAs and utilise the
thorough understanding of
personalisation and personal budgets
within LAs to support implementation.

3 2Ian
Holliday

Ian
Holliday

4 3CO3.
Maintain
And
Improve
The Quality
And Safety
Of CCG
Commissi
oned
Services

On-going discussions and
implementation plan with LA to
be developed in 14/15 - policy
to be finalised by April 15

to be managed
through joint
commissioning
arrangements with LA

The pooling of budgets within
the BCF and LA now formally
acting as Lead Commissioner
for care packages enhances
the personalisation agenda
bringing in considerable
resource and expertise from
the LA

The Lead
Commissioning
arrangements not yet
fully understood or
implemented

Progress now
monitored and
scrutinised via BCF
Implementation Group

Need to fully
embed new
governance
arrangements

02/07/2015

Ian Holliday

This risk will be
picked up within
both the Lead
Commissioning
arrangements
within the BCF
and the
development of
Community
Integrayed Teams

14/01/2016

Ian Holliday

Numbers of
personal health
budgets remain
low however
increased
emphasis in
16/17 operating
plan will focus
external
assurance on
numbers
receiving
personal
budgets. Risk
remains.

12 60 0

4 -
£100k -
£1m

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Ian Holliday Robust arrangements to be put in place to ensure
personalisation of care plans within new ways of working

02/07/2015 31/12/2015

1359 Risk to delivery of all cancer standards
within CHS NHSFT under the NHS
Constitution. 
Lack of capacity to deliver the two week
wait (2WW), 31 day and 62 day cancer
targets within CHS NHSFT.   Patients are
waiting longer than the standards in
certain areas for diagnosis and treatment
under the cancer standards.

4 3David
Gallagher

Scott
Watson

4 3CO2b
Maintain
Performa
nce
Targets

Monthly monitoring  in place
via Contract Review Group,
Performance Sub Group and
Provider Management Group
(internal to CCG)

Published information
is 2 months behind so
visibility of
performance and
numbers of patients is
not up to date.

Henry Choi meets with
Cancer Manager at
CHS NHS.

Routine information
provided at a local
level by CHS NHSFT.

Increased scrutiny nationally
around 62 day performance
and weekly PTLs will need to
be submitted by provider to
increase visibility.

CCG working with
CHS NHSFT to
implement an
incentive scheme to
improve performance
in key specialty areas.

28/07/2015

Scott Watson

New risk added.

31/12/2015

Matt Thubron

CHSFT Cancer
plan provided.
Plan is relatively
high level and
key actions and
issues are being
taken forward with
CHSFT via Henry
Choi and contract
team.

Ongoing review
of delivery via
contract review
meetings.

12 120 0

3 - £10k
- £100k
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NHS Sunderland CCG Register of strategic risks

13/05/2016

Ref Objective Risk description Director
Owner

Initial
funding
cost

Initial

C L Sco
re

Controls Gaps in controls Internal assurance External assurance Gaps in
assurance

Residual
funding
cost

Residual

C L Sco
re

Reviews

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Matt Thubron CHS NHSFT developing an action plan around cancer
delivery, particularly 62 days on the back of the national
letter released.  CCG developing an incentive scheme to
support performance improvement

26/07/2015 23/08/2015

1469 NEAS failure to deliver FT ambulance
response targets
As a result of NEAS FT failing to deliver
performance targets (R1, R2, R19) there
is a risk that patient care and safety could
be compromised and the CCG would fail
to deliver the CCG Quality Strategy and
performance targets, which would result
in failure to secure Quality Premium for
investment and potential harm to
patients.

4 3Ann Fox

Daisy
Barnets
on

4 4CO2b
Maintain
Performa
nce
Targets

SCCG Urgent Care Board
activity.

None Action log, minutes of
meetings and
workshops.

Additional funding for:
ICAT Transport,
Clinical Audit,
Advanced
Practitioners,
Paramedic Pathfinder.

UCB Actions: Review
demand / capacity for
hospital discharge,
improve ambulance
services use of
alternative pathways,
develop a gap
analysis via the
directory of services.

SCCG Systems Resilience
Group

None Action log, minutes of
meetings and
workshops.

NEAS Quality Review Group None Action log, minutes of
meetings and
workshops.

NEAS Performance and
Contracting Group

None Action log, minutes of
meetings and
workshops.

Also: 2 extraordinary
meetings held,
escalated to tripartite
meeting (Monitor,
NEAS, Commissioners)

15/01/2016

Daisy Barnetson

New risk added.

03/03/2016

Daisy Barnetson

Reviewed risk
and no change

16 120 0

4 -
£100k -
£1m

647 A&E 95% 4 hour target  
As a result of CHS failure to deliver the A
and E 95% 4 hour target there is a risk
that patient care and safety could be
compromised and the CCG would fail to
deliver the CCG Quality Strategy and
constitutional target for A and E, which
would result in failure to secure Quality
Premium for investment and potential
harm to patients.

4 3Ann Fox

Daisy
Barnets
on

4 4CO3.
Maintain
And
Improve
The Quality
And Safety
Of CCG
Commissi
oned
Services

SCCG Urgent Care Board
activity.

Action log, notes of
meetings and
workshops and Urgent
Care Board action
plan which is updated
on a monthly basis.

SCCG Systems Resilience
Group

Action log, minutes of
meetings and
workshops.

NEAS Quality Review Group Action log, minutes of
meetings and
workshops.

NEAS Performance and
Contracting Group

Action log, minutes of
meetings and
workshops.

19/01/2016

Daisy Barnetson

Risk reviewed
and re-opened
and reassigned
as appropriate.
Controls and
assurances
updated and
initial risk rating
changed to 4 x 4.

03/03/2016

Daisy Barnetson

Reviewed risk
and no change

16 120 0

4 -
£100k -
£1m
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NHS Sunderland CCG Register of strategic risks

13/05/2016

Ref Objective Risk description Director
Owner

Initial
funding
cost

Initial

C L Sco
re

Controls Gaps in controls Internal assurance External assurance Gaps in
assurance

Residual
funding
cost

Residual

C L Sco
re

Reviews

1466 Statutory duties relating to formal
consultation requirements with patients
and the public not adhered to.
There is the risk that the CCG may not be
meeting its statutory duties in relation to
undertaking formal consultations as part
of the commissioning function.

3 2David
Gallagher

Deborah
Cornell

3 3CO4.
Ensure
The CCG
Involves
Patients
And The
Public In
Commissi
oning And
Reforming
Services

CCG Patient and Public
Involvement Strategy

Strategy signed off by
quality, safety and risk
committee and
governing body.

All Together Sunderland
Communications and
Engagement Steering Group
(CESG)

Monthly meetings
held with
representaive from
key partners,
including the local
authority.
Minutes from the
CESG received at
executive and quality,
safety and risk
committees.

Internal Audit annual
audit of both the
communications and
engagement functions

Formal training sessions for
key members of staff via the
Consultation Institute

Evaluation from the
training not yet
undertaken

Staff attendance at
the relevant
trainign session

Operational engagement
sub-group of the All Together
better communications and
engagement steeringr group
(CESG)

Meetings not yet fully
establised, first
meeting 27th January
2016.

CCG representation
on sub-group

Minutes from
meeting not yet
received by
communicaitons

01/01/2016

Deborah Cornell

New risk added.

02/03/2016

Deborah Cornell

Actions updated
with revised
dated for
completion.

9 60 0

1 -
None

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Deborah
Cornell

5 specific training sessions organised to address gap in
skills relating to consultation requirements

01/01/2016 31/05/2016 Training sessions were due to be held in Feb and March, however these have been postponed to
Apil-May due to needing further clairifcation as to who should attend.  Work underway with OD to identify
those individuals from the CCG's training needs analysis.   

Date Entered : 02/03/2016 12:45
Entered By : Deborah Cornell

Outcome Under Review

Deborah
Cornell

Representation from other key partners to be clarified on
newly estalished operational engagement sub-group

01/01/2016 31/05/2016 First meeting of the engagement sub-group has taken place to establish a way forward.  Number of key
representatives attended and work underway to establish clear terms of reference.

Date Entered : 02/03/2016 12:41
Entered By : Deborah Cornell

Outcome Under Review

1415 Risk to achievement of the CCG's
financial plan and ability to meet financial
control totals in 2016/17 and beyond. 
There have been a number of risks /
pressures which have been identified in
2015/16 which are highly likely to impact
on the CCGs financial plan and ability to
meet financial control totals in 2016/17
and beyond. The risks / pressures which
have been identified are: 
- Notification by Monitor of potential
changes to the structure of the tariff
system which are likely to increase the
costs of Acute Contracts. Circa £3m. 
- The intention of NHS England to
recommend 0% growth for 2016/17 to
CCGs who are greater than 5% from
target allocations in order to support pace
of change. Impact of circa £2.5m. 
- The notification by Monitor of
inflationary pressures in 2016/17 for
providers due to HMRC legislation
changes as well as a likely reduction in
efficiencies required on contracts. Circa

4 4David
Chandler

Tarryn
Lake

4 4CO2a.
Maintain
Financial
Control

Refresh and development of 5
year financial plan to identify
potential financial pressure,
level of mitigation required to
reduce risk and additional
measures (such as QIPP
schemes) to mitigate the risk of
non delivery of financial targets
for approval by Governing
Body.

Potential issues with
external factors such
as timing of
notifications from NHS
England on
allocations for
2016/17 as well as
notifications from
Monitor on tariff for
2016/17.

Development and
delivery of financial
strategy and
mitigating actions to
deliver financial
targets.

Potential issues
with mobilisation of
mitigating actions
in terms of
timescales
required for
delivery to be
successful and
inform contracting
round for 2016/17.

21/04/2016

Tarryn Lake

Aciton plan
updated and
additional actions
added.

16 16

Unfun
ded

0 50000

5 - Over
£1m
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NHS Sunderland CCG Register of strategic risks

13/05/2016

Ref Objective Risk description Director
Owner

Initial
funding
cost

Initial

C L Sco
re

Controls Gaps in controls Internal assurance External assurance Gaps in
assurance

Residual
funding
cost

Residual

C L Sco
re

Reviews

£2m.   
- High levels of growth in expenditure in
areas such as CHC and prescribing.
Circa £2m. 
- Potential changes to the allocation
calculation by NHS England for CCGs.
Impact not yet known.
- The allocation calculation for delegated
budgets for co-commissioning is not yet
known and could potentially adversely
impact CCG if it does not cover growth
pressures.  
- Potential changes to Funded Nursing
Care rate. Anticipated potential impact of
£4m. 

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Tarryn Lake Refresh financial plan for CCGs planning cycle led by
Directors and Governing Body in order to inform level of
mitigating actions required.

06/10/2015 31/12/2015 Financial modelling under development within Sustainability and Transformation Planning footprint in order
to further understand economy wide financial challenges and how they may impact on QIPP shortfall for
CCG. 

Date Entered : 21/04/2016 20:34
Entered By : Tarryn Lake                             
-----------
The financial plan has under gone a refresh as part of the national submission to NHS England on
03/03/2016. Activity modelling has identified a further requirement for QIPP in 2016/17. 

Following identification of additional QIPP schemes for 2016/17, refresh of the CCGs financial plan current
modelling and utilisation of the CCGs non recurrent commissioning budgets of £5.3m, current modelling is
indicating a £16m shortfall in QIPP schemes for 2016/17 to 2018/19.  

Date Entered : 03/03/2016 15:13
Entered By : Tarryn Lake                             

Tarryn Lake Head of Finance to work with Heads of Service as part of
planning process for 2016/17 to identify additional
productivity schemes.

17/11/2015 11/12/2015 Management resources aligned to additional schemes and developing detailed project plans in order to
support delivery of productivity. 

Date Entered : 21/04/2016 20:39
Entered By : Tarryn Lake                             
-----------
Executive Committee agreed progression of QIPP schemes linked to contract negotiations & these are
incorporated into the financial plan submission to NHS England on 02/03/2016.

Additional schemes are under review in order to assess likely impact in 2016/17 to address shortfall with
senior officers in the CCG. Meeting scheduled for 10/03/2016 to review possible schemes and align
management resource to progress work. 

Date Entered : 03/03/2016 15:15
Entered By : Tarryn Lake                             

1453 Procurement of Commissioning Support
Services. 
Risk that procurement of commissioning
support services could impact on cost
and quality of commissioned support
services for the CCG.

3 3David
Chandler

Tarryn
Lake

3 3CO5.
Identify
And
Deliver
The CCG's
Key
Strategic
Priorities

Procurement support put in
place from County Durham and
Darlington NHS Foundation
Trust.

Updates provided
from CFO on progress
of procurement
through internal CSS
group.

Regular reporting
to Executive
Committee not yet
established.

LPF group established
from leads in each
CCG organisation to
monitor progress on
procurement.

Service specifications for
commissioning support
services currently being
developed by CCG reps from
each CCG as part of regional

CCG service line
leads for
commissioning
support units
receiving and

Regular reporting
to Executive
Committee not yet
established on
progress.

LPF group reviewing
and signing off regional
service specifications
which have been
developed.

31/03/2016

Tarryn Lake

action plan
updated &
progress
updated.

9 9

Unfun
ded

0 250000

4 -
£100k -
£1m
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NHS Sunderland CCG Register of strategic risks

13/05/2016

Ref Objective Risk description Director
Owner

Initial
funding
cost

Initial

C L Sco
re

Controls Gaps in controls Internal assurance External assurance Gaps in
assurance

Residual
funding
cost

Residual

C L Sco
re

Reviews

LPG group. reviewing service
specifications and
feeding back as part
of CSS group.

Timetable in place as part of
the regional LPF group in order
to monitor progress on
procurement.

Regular reporting
to Executive
Committee on
progress not yet
established.

LPF group regularly
reviewing and ensuring
progress being made
against timetable.

Finance sub group established
as part of LPF group in order to
ensure service specifications
are appropraitely costed and
procurements is completed
within CCG financial
envelopes.

Regular reporting
to Executive
Committee not yet
established.

Finance sub group
reporting to LPF group
to identify issues for
resolution.

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Tarryn Lake Internal risk register to be maintained by PMO team and
issues to be raised at Executive Committee as required.

11/12/2015 11/12/2015 Risk register up to date and being monitored. No major issues to report to Executive Committee. 

Date Entered : 31/03/2016 11:11
Entered By : Tarryn Lake

1285 Risk that the CCG will not achieve the
planned savings of £5m by reducing
non-elective spending in 2016/17 via the
Out of Hospital Transformation and
Mental Health Investments. 
This could lead to a failure in the CCGs
financial duties resulting in a section 19
report being issued by external auditors
to the Secretary State of Health and
possible going concern issues being
raised.

3 3David
Chandler

Tarryn
Lake

4 3CO2a.
Maintain
Financial
Control

QIPP Steering Group in place
to oversee delivery of QIPP
Schemes.

Regular reporting on non
elective spend to Governing
Body, Executive Committee
and Out of Hospital Board.

Health and Social Care
Integration Board and BCF
Implement ion Group to receive
regular reports on progress to
reduce non electives.

Impact assessment of Mental
Health Scheme commissioned

Creation of milestone
reporting to be
developed and
shared with QIPP
owners.

Reporting Processes
in place.

Monitoring
processes to be
improved - see
action plan.

21/04/2016

Tarryn Lake

Progress against
action plan
reviewed &
updated.

12 9

Unfun
ded

0 50000

5 - Over
£1m

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Tarryn Lake Develop althernative QIPP plans to offset risk of
non-delivery.

14/04/2015 23/09/2015 CCG still awaiting outcome of final decisions surrounding funding allocatin for 2016/17 from national NHS
England funding following submission of further information to support the Value Proposition. 

Date Entered : 21/04/2016 20:42
Entered By : Tarryn Lake                             
-----------
The CCG is awaiting outcome from NHS England on national vanguard funding proposed in Value
Proposition (including £1m incentive fund for management of risk) - decision has been delayed until mid
April 2016.

Date Entered : 31/03/2016 10:59
Entered By : Tarryn Lake                             

Tarryn Lake Develop robust milestones and progress reporting for new
Out of Hospital schemes and new mental health schemes
with analysts and commissioning leads.

14/04/2015 19/05/2015 Progress against trajectories to continue to be monitored in Vanguard Contracting & Finance Group, QIPP
Steering Group and reported to Audit Committee & Chief Finance Officer. 

Provider Board signed up to delivery of trajectories in 2016/17 and early reporting indicating a possible
impact on activity however this requires further detailed review and understanding. 

Date Entered : 21/04/2016 20:43
Entered By : Tarryn Lake                             
-----------
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NHS Sunderland CCG Register of strategic risks

13/05/2016

Ref Objective Risk description Director
Owner

Initial
funding
cost

Initial

C L Sco
re

Controls Gaps in controls Internal assurance External assurance Gaps in
assurance

Residual
funding
cost

Residual

C L Sco
re

Reviews

Progress against trajectories to continue to be monitored in Vanguard Contracting & Finance Group, QIPP
Steering Group and reported to Audit Committee & Chief Finance Officer. 

Date Entered : 31/03/2016 10:59
Entered By : Tarryn Lake                             

992 Risk that CCG fails to process oustanding
continuing care restitution claims
Continuing Care Restitution Payments.
CCGs will pay for backdated continuing
care claims in 2015/16 from a central
pool held by NHS England that the CCG
has contributed £6m into (prescribed
figure). Risk that the CCG will not process
outstanding payments efficiently and not
get value from their prescribed
contribution of  to the national pooled
fund in 2015/16. Poor value from pool
contributions & potential adverse impact
on future years resources

3 3David
Chandler

Tarryn
Lake

3 3CO2a.
Maintain
Financial
Control

Performance monitoring via
NECS contract & contract
meetings.

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

Regular progress reports from
NECS & STFT monitored by
CCG managers and meetings
with NECS & STFT to agree
corrective actions.

Progress reports
being monitored by
CCG management.

Formal regular NECS
& STFT Contract
Meetings in place
from January
(replacing reactive
meetings to date).

Progress
processing claims
not yet at speed
that the CCG would
like to see - no
payments made in
2014/15.

31/03/2016

Tarryn Lake

progress updated
on Action Plan.

9 9

Unfun
ded

0 20000

5 - Over
£1m

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Tarryn Lake Head of Service Reform & Joint Commissioning and Head
of Finance to work closely with providers to ensure efficient
processes & capacity in place and if not to make
recommendations to address to the Executive Committee.

23/05/2014 30/09/2015 STFT contract meetings continue and additional assurances being provided on delivery of targets.
Additional capacity as a result of CCG investment in place to complete assessments. 

24 claims fully paid as at 31/03/2016.

Date Entered : 31/03/2016 10:57
Entered By : Tarryn Lake                             
-----------
STFT contract meetings continue and additional assurances being provided on delivery of targets.
Additional capacity as a result of CCG investment in place to complete assessments. 

22 cases assessed as not eligible and 18 claims fully paid as at 03/03/2016.

Date Entered : 03/03/2016 14:56
Entered By : Tarryn Lake                             

1389 Risk of overspend in Better Care Fund
and non achievement of cost efficiency
requirements for 2015/16 & 2016/17 of
£9.5m. 
This could impact on sustainability of
services incorporated within the BCF as
well as the ability for the CCG to meet its
statutory financial duties due to the
liabilities which may be incurred.

3 3David
Chandler

Tarryn
Lake

4 4CO2a.
Maintain
Financial
Control

Governance structure in place
within Better Care Fund to
monitor financial position and
achievement of targets on a
monthly basis through budget
meetings and the Better Care
Fund Implementation Group.
The Better Care Fund
Implementation Group
provides assurance to Better
Care Fund Integration Board
on financial position and
achievement of efficiencies.

Potential issues with
ability to proactively
manage pressures as
they arise. Availability
of resources to
develop and
implement efficiency
plans.

Scheme (Pool)
managers still
developing
understanding of
service
incorporated into
pooled budget and
potential
opportunities for
efficiencies which
may lead to delays
in development
and
implementation of
savings plans.

External support
currently being
considered to support
development of
efficiency plans.
Scheme managers
actiely identifying
mitigation plans to
reduce impact of
financial risks.

21/04/2016

Tarryn Lake

Action plan
updated.

16 9

Partial
Fundi
ng

0 500000

5 - Over
£1m

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Tarryn Lake Better Care Fund Implementation Group to review financial
position & efficiency plan achievement on a monthly basis
and identify mitigations for non achievement of plans and
risks of overspends.

14/08/2015 31/03/2016 2015/16 outturn position reported an overspend on BCF of £9.9m with a liability for the CCG of £4m which
has been incorporated into the CCGs outturn position for 2015/16. 

2016/17 budget setting exercise completed for BCF and agreed by BCF Integration Board & CCG
Governing Body. Further work being carried out by finance teams at request of BCF Integration Board to
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NHS Sunderland CCG Register of strategic risks

13/05/2016

Ref Objective Risk description Director
Owner

Initial
funding
cost

Initial

C L Sco
re

Controls Gaps in controls Internal assurance External assurance Gaps in
assurance

Residual
funding
cost

Residual

C L Sco
re

Reviews

understand financial trajectories for 2016/17 and any resultant additional efficiency requirements. 

Date Entered : 21/04/2016 20:58
Entered By : Tarryn Lake                             
-----------
Month 11 reporting has identified a forecast overspend on the BCF for 2015/16 of £10m with a liability for
the CCG of £4.2m. The CCG has incorporated this into its financial position and funding from contingency
reserves and slippage in areas such as prescribing. 

Date Entered : 31/03/2016 11:02
Entered By : Tarryn Lake                             

1471 Procurement of External Audit Services 
There is a risk that if don't procure
external audit services by December
2016 that the CCG will be unable to
discharge its duties.

2 3David
Chandler

Tarryn
Lake

2 3CO1.
Ensure
The CCG
Meets Its
Public
Accountab
ility Duties

Auditor Panel established to
oversee procurement of
external auditors in line with
timescales required. Includes
procurement support.
Individual risks are being
managed by the Auditor Panel.

Auditor panel
reporting to the
Executive Committee
on progress against
procurement.

None identified at
present.

21/04/2016

Tarryn Lake

Control reviewed
and updated to
reflect the
management of
risks by the
Auditor Panel

6 6

Funded

0 0

1 -
None

649 Risk of in year financial overspend on
CCG programme and running cost
budgets as a result of unknown pressures
arising in year.
If this risk occurs the CCG will fail its
statutory duty and be subject to a section
19 report from the CCG's external
auditors to the Secretary of State for
Health.

2 2David
Chandler

Tarryn
Lake

4 3CO2a.
Maintain
Financial
Control

Process to review financial
postion and variances to
budget on a monthly basis and
update forecast outturn
summaries with Budget
Managers and Chief Finance
Officer.  Quarterly reviews with
Accountable Officer.

Better Care Fund - process in
place as documented within
the s75 agreement to produce
and review financial report and
to manage financial risk 

Finance have regular meetings
with Contracting Team to
monitor activity levels in PBR
services to ensure providers
not seeking to increase activity
unnecessarily to offset
efficiency targets imposed by
tariff

Finance staff have regular
meetings with Prescribing &
CHC Teams to also closely
monitor spend, forecasts &
action plans to achieve
forecasts

Achievement of QIPP Targets
are monitored in QIPP Sub
Group that reports to Audit
Committee & the Chief Finance
Officer

The CCG has contingency
plans in plan to mitigate risk of
an overspend

Financial position reported to
Executive Committee and
Governing Body on a monthly
basis.   

Better Care Fund
reporting process
developing.

Regular meetings in
place to review
financial position,
forecasts and risk in
place - most likely
current forecast as
agreed with CFO &
CO is achievement of
planned surplus

Latest review of
activity levels with
Contracting Team
confirmed all known
activity risks mitigated
- small contingency in
place to manage any
new risks arising
between now and the
end of the year.

Outcome of
prescribing spend
review meetings has
led to an agreed
recovery action plan
as signed off by the
Exec. Committee in
December 14 which is
now in place will be
actively managed by a
Task and Finish Group

Better Care Fund
financial performance
reporting to Integration
Board to commence
from June (Month 2
position).

21/04/2016

Tarryn Lake

action plan
reviewed and
updated.

12 4

Funded

0 100000

3 - £10k
- £100k
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NHS Sunderland CCG Register of strategic risks

13/05/2016

Ref Objective Risk description Director
Owner

Initial
funding
cost

Initial

C L Sco
re

Controls Gaps in controls Internal assurance External assurance Gaps in
assurance

Residual
funding
cost

Residual

C L Sco
re

Reviews

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Tarryn Lake CFO to:

1)Review financial position, financial risk & forecasting
scenarios on a monthly basis and report to Executive and
Governing Body on a regular basis.

2)Ensure sound financial control, reporting and
management of resources in place.

3) Ensure delivery of QIPP plans for 2016/17 and report on
progress to Governing Body, Executive Committee and
Audit Committee.

01/04/2014 31/05/2016 1) Monthly review of postion and risk by CFO & Finance with Accountable Officer continue to take place in
order to ensure risk mitigated. 2015/16 position successfully delivered within financial control total. 

2) Contingency of 0.5% in place in 2016/17 to manage risks and number of block contracts (or floor &
ceiling) agreements put in place on major contracts to manage financial risk. 

3) QIPP productivity delivery continues to be monitored by QIPP Steering Group. 2015/16 QIPP delivered
at 95% of plan. 

Date Entered : 21/04/2016 20:54
Entered By : Tarryn Lake                             
-----------
1) Monthly review of postion and risk by CFO & Finance with Accountable Officer continue to take place in
order to ensure risk mitigated. 

2) Contingency of 1% being partly deployed to manage risks materialising in BCF. Sufficient remaining
contingency to mitigate financial risks identified in month 10 reporting. Other measures available to
counter potential pressures that arise in remaining months in financial year. 

3) QIPP achievement for 2015/16 continues to be monitored & assured through QIPP Steering Group.
Some slippage identified in schemes offset with additional schemes & overachievement of existing
schemes. 

Date Entered : 03/03/2016 14:45
Entered By : Tarryn Lake                             

1532 Financial distressed providers seeking to
increase income
Risk that local financially distressed
providers attempting to access
Sustainability and Transformation Funds
(STF) in 2016/17 could cause additional
pressure on CCG budgets.

David
Chandler

Tarryn
Lake

3 3CO2a.
Maintain
Financial
Control

Negotiations with Providers on
2016/17 contracts to block
activity whilst gaining
assurance on delivery of
performance standards on
waiting times etc.

None identified -
block contracts
agreed with main
providers for 2016/17

Reviews of contract
performance in
Provider Management
Group and contract
agreements.

None identified 22/04/2016

Tarryn Lake

Controls and
assurances
updated.

9 0 10000

4 -
£100k -
£1m

1533 Risk the CCG has an underspend
materially greater than planned at
year-end.  
There is a risk, as identified by the CFO
in the budget setting paper that went to
Governing Body for approval in March
2016, that the CCG could have an
underspend greater than planned and
"lose" the resource in 2016/17. This
would be a lost opportunity to invest non
recurrent resource into health services in
Sunderland.

David
Chandler

Tarryn
Lake

3 3CO2a.
Maintain
Financial
Control

Robust budget setting process.
Robust monitoring and
management of non recurrent
spending plans.
Robust monthly monitoring,
reporting and forecasting of
financial postion.
Scenario planning - worst, best
most likely on forecasts and
reserves
Contingency plans and
developing risk sharing
protocols wihtin CCG and with
other CCGs & Providers

None identified. Reviews of the
financial position for
2016/17 by the CFO
with Head of Finance
has identified low,
medium and high
spend scenarios and
contingency plans are
in place to manage
the risk of an
underspend against
plan. CCG restricted
by NHS England on
usuage of 1% non
recurrent budget
which has resulted in
limit on available
funding.

None identified 22/04/2016

Tarryn Lake

Risk created,
assurances
outlined & action
plan updated

9 0 20000

5 - Over
£1m
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NHS Sunderland CCG Register of strategic risks

13/05/2016

Ref Objective Risk description Director
Owner

Initial
funding
cost

Initial

C L Sco
re

Controls Gaps in controls Internal assurance External assurance Gaps in
assurance

Residual
funding
cost

Residual

C L Sco
re

Reviews

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Tarryn Lake Action Plan in place to monitor financial position carefully
and have contingency plans in place to manage
unanticipated short term windfalls.  Forecasts & scenarios
based on plan and known deviations and risks to be
developed and managed.

01/04/2016 31/03/2017

1360 Risk to other providers of breast services
(cancer and surgery) from increased
demand following suspension of service
at CHS NHSFT
Sunderland is without a local provision of
breast services (cancer and surgery) due
to the suspension of the breast service at
CHS NHSFT.  Patients are being referred
to other Providers, namely GH NHSFT
and NUTH which is increasingly putting
strain on other services.  There is a need
to commission a local service in
Sunderland.

4 4Ann Fox

Scott
Watson

4 4CO3.
Maintain
And
Improve
The Quality
And Safety
Of CCG
Commissi
oned
Services

Executive Director meetings in
place to review current interim
arrangements and manage
process

currently no gaps in
control

Regular updates
provided on service to
Directors, Executive
and QSRC.

currently no gaps
in assurance

Head of Contracting meets
regularly with Providers re
detail and development of
"future state" plans

Limitations on
progress due to
resource constraints
within contracting
team

Additional resource
being recruited within
contracting Team to
provide capacity.

See action plan.

future state service to be
informed by comprehensive
patient engagement exercise
to ensure "fitness for purpose"

N/A Regular meetings in
place re patient
engagement process
and progress.

N/A

14/09/2015

Scott Watson

Risk reviewed,
controls,
assurance and
action plan
updated.

08/02/2016

Scott Watson

update to action
planning added
to cover work
ongoing with
Gateshead
Health and
Grindon Lane.

16 160 0

3 - £10k
- £100k

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Scott Watson Proposal agreed to recruit fixed term resource into the
contracting team to provide additional capacity.

01/09/2015 30/09/2015

Scott Watson Work is now underway to develop "one-stop" diagnostic
services at Grindon Lane.  "go-live" date of mid-April
anticipated.

01/10/2015 30/04/2016

1467 Risk of lack of continuity of services and
potential patient harm as a result of the
planned junior doctors strike 
As a result of the proposed junior doctors
industrial action planned in February
there is a potential for the quality of care
for patients to be compromised resulting
in patient harm. 

3 further dates for industrial action have
been announced in March/April.  
Over each of the 48-hour periods, junior
doctors will offer emergency care only.

4 3Ann Fox

Sue
Goulding

4 3CO3.
Maintain
And
Improve
The Quality
And Safety
Of CCG
Commissi
oned
Services

National negotiations are
continuing to take place to try
to avoid the planned strike by
junior doctors.
Local trusts can plan ahead to
minimise the risk to patients. 
The CCG lead for the junior
doctors' strike (AF) is in contact
with CHSFT to receive
assurance that the trust has a
robust contingency plan in
place to reduce the risk of
patient harm.

A national agreement
has yet to be reached.
3 further dates for
industrial action have
been announced in
March/April.  Over
each of the 48-hour
periods, junior doctors
will offer emergency
care only.

GP practices in
Sunderland have
been asked to avoid
pre-booking  GP
appointments on the
day of the planned
strike to create more
capacity in the system
that could help to
avoid admissions or
patients attending
A&E.

It is difficult to
predict the capacity
and resources
required on a
particular day.

The all out strike has
been scaled back but
the duration of the
industrial action has
been extended. 
CHSFT has a
contingency plan in
place.

22/04/2016

Sue Goulding

Controls and
action plan
updated.

12 12

Unfun
ded

0 0

1 -
None

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Sue Goulding Provider contingency plans will be reviewed by the CCG's
Director of Nursing, Quality and Safety. These may change
as a result of changes to the scope and extent of the strike
action being planned.

01/12/2015 28/04/2016 Effective contingency plans were in place during recent industrial action  as no patient harm was reported.
Further action planned next week. 

Date Entered : 22/04/2016 13:50
Entered By : Sue Goulding                            
-----------
Effective contingency plans were in place during the industrial action in February as no patient harm was
reported. 

Date Entered : 02/03/2016 16:25
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NHS Sunderland CCG Register of strategic risks

13/05/2016

Ref Objective Risk description Director
Owner

Initial
funding
cost

Initial

C L Sco
re

Controls Gaps in controls Internal assurance External assurance Gaps in
assurance

Residual
funding
cost

Residual

C L Sco
re

Reviews

Entered By : Sue Goulding

1367 Risk that the CCG is not meeting its
statutory responsibilities around
legislative framework for deprivation of
liberty.
As a result of a Supreme Court
judgement on deprivation of liberty in
March 2014 the CCG must ensure the
appropriate legislative framework is used
to authorise deprivation of liberty.  There
is a risk that the CCG is not meeting its
statutory responsibilities when
commissioning care and this could result
in financial liability and/or the need for
increased resources to ensure
appropriate applications to court

3 3Debbie
Burnicle

Ian
Holliday

3 3CO1.
Ensure
The CCG
Meets Its
Public
Accountab
ility Duties

A domestic DoLS Policy is
being drafted by NECs which
will contain an action plan for
individual cases and provide
guidance on the process to be
followed.  Agreement needed
between the CCG and LA to
ensure our s75 arrangements
cover this workstream

currently only in draft
format, agreement not
reached re 75

Agreed policy not
yet in place

Options papers being
developed regarding MCA lead
role and the arrangements for
the CCG to manage their
statutory functions regarding
DoLS

No agreement yet
regarding future
arrangements and the
CCG is reliant on the
LA at present to
identify numbers of
potential assessments
needed

Executive Team to
review options once
papers completed.

not yet complete

meetings taking place to scope
number of patients/clients this
may involve and to engage the
continuing health care
commissioners mental health
commissioners, leads and the
Local authority.  
An action plan is to be
developed with the local
authority re the strategy for
managing this and to clarify
responsibilities and court
application processes

Work not yet
completed

Joint work with local
authority who are
currently dealing with
the court applications.

scoping not yet
completed and
future
arrangements not
yet agreed.

Local authority
currently dealing with
the court applications

Agreed risk to be transferred to
commissioning team

03/12/2015

Deanna Lagun

Unable to change
risk ratings

09/02/2016

Deanna Lagun

Risk relates to
commissioning
function and
therefore
transferred from
Safeguarding

9 90 0

3 - £10k
- £100k

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Richard Scott DOLs options paper being developed 01/10/2015 31/12/2015

Richard Scott Domestic DOLs policy being drafted 26/10/2015 31/01/2015

Richard Scott Scoping exercise to be undertaken with CHC
commisisoning team

18/10/2015 31/12/2015

667 Quality of NHS funded care within
nursing/care homes 
As a result of the quality of care in care
homes receiving substantial adverse
political and media attention there is a
risk that the quality of care within the
homes in Sunderland is of an
unsatisfactory standard, potentially
causing harm to patients/residents. This
also applies to Extra Care facilities and
care provided in patients' own homes.

3 3Ann Fox

Sue
Goulding

4 3CO3.
Maintain
And
Improve
The Quality
And Safety
Of CCG
Commissi
oned
Services

Post holder will be responsible
for the overall development
and management of Quality
and Safety assurance
programmes in services which
are commissioned, including
non-NHS services (e.g. CHC,
FNC and residential care).

The audit results can
only be a snapshot in
time

Clinical Quality Officer
now in post and has
undertaken some
CQAs.

22 04 14 CQA now
completed in all
nursing homes within
Sunderland

Nursing homes that
have not been
assessed yet.

Nursing homes that
did not score well
and have not yet
completed action
plan.
Re-audits do not
show improvement
in all care homes. 
Scores in some
Nursing homes
dropped when the
visits were
changed to
unannounced from
announced.

The results of CQC and
Local Authority
inspections.

22/04/2016

Sue Goulding

Action plan
updated.

12 90 0

1 -
None

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Janet Farline Audits undertaken and action plans developed to improve
quality within individual nursing homes.

01/10/2013 31/03/2015 The revised joint audit tool will now be presented to the QSRC in May 2016

Date Entered : 22/04/2016 13:28
Entered By : Sue Goulding                            
-----------
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NHS Sunderland CCG Register of strategic risks

13/05/2016

Ref Objective Risk description Director
Owner

Initial
funding
cost

Initial

C L Sco
re

Controls Gaps in controls Internal assurance External assurance Gaps in
assurance

Residual
funding
cost

Residual

C L Sco
re

Reviews

The revised joint audit tool will be presented to the QSRC in April 2016. 

Date Entered : 02/03/2016 16:32
Entered By : Sue Goulding                            

1075 Significant risk that CHSFT will breach its
trajectory of 34 cases of Clostridium
Difficile during 2015/16. 
As a result of more patients acquiring C
Difficile than identified within the trajectory
of 34 cases for CHSFT, there is a risk of
potential damage to the reputation of the
Trust and CCG, failure to deliver the
CCG's Quality Strategy and harm to
patients. (Adapted from 2014/15 risk)

3 3Ann Fox

Sue
Goulding

4 5CO3.
Maintain
And
Improve
The Quality
And Safety
Of CCG
Commissi
oned
Services

Significant investment made to
CHSFT to reduce HCAIs. 
Infection and prevention
policies and procedures in
place within CHSFT. 

Community wide HCAI
improvement group meeting
regularly.

Nationally mandated
"consequence of breach"
agreed within the contract.

Some CDI are
unavoidable.
Difficulty in keeping
GP practices engaged
due to relatively small
numbers of cases
annually

HCAI action plan
monitored regularly at
the HCAI
Improvement group. 

Root cause analysis
reports reviewed by
HCAI group to
determine lessons
learnt.

Frail elderly
patients pose a
constant challenge
in determining the
levels of risk
associated with
prescribing
antibiotics in
accordance with
the local formulary.

Weekly HCAI updates
are provided by NECS.

22/04/2016

Sue Goulding

Action plan
updated

20 90 0

1 -
None

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Ann Fox Joint HCAI action plan developed and monitored 01/04/2015 31/03/2016 The latest report show that CHSFT have reported 53 cases of C Difficile  against a year end target of 34,
however a number of cases are going through the appeals process

Date Entered : 22/04/2016 13:46
Entered By : Sue Goulding                            
-----------
The latest report show that CHSFT have reported 51 cases of C Difficile  against a year end target of 34,
however a number of cases are going through the appeals process.

Date Entered : 02/03/2016 17:49
Entered By : Sue Goulding                            

1438 Primary Care Quality - with
co-commissioning.  
As a result of SCCG achieving level 3
co-commissioning status (with NHS
England) there is a lack of assurance
regarding quality in primary care, with
concerns around the potential impact on
the workload of the quality and safety
team.

3 3Ann Fox

Sue
Goulding

3 4CO8.
Primary
Care
Commissi
oning

Quality in primary care within
Sunderland has been
monitored by NHS England
since April 2013. Draft
framework for quality in primary
care been developed.

No handover
documents received
and only limited
information received
in draft quarterly
report. Framework not
yet populated.

Progress is being
made to decide what
information needs to
be included in a report
to provide sufficientt
assurance.

No formal report to
the Quality Safety
and Risk
Committee
currently on quality
in primary care to
provide assurance
to the Governing
Body.

CQC inspection reports
for GP practices

22/04/2016

Sue Goulding

Action plan
updated

12 9

Unfun
ded

0 0

1 -
None

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Sue Goulding To develop a report to provide assurance on quality in
primary care at QSRC.

16/11/2015 31/03/2016 Further discussions are taking place regarding the contents of a primary report.  A national framework has
since been published. 

Date Entered : 22/04/2016 13:48
Entered By : Sue Goulding                            
-----------
A workshop was held within the Governing Body Development day in February.  A consensus was reached
on the level at which PMS quality was reported and at what level the CCG should engage with GP
practices to discuss the reports. A review of information that is already available on quality in PMS was
undertaken to decide what should be included in the initial reports.

Date Entered : 02/03/2016 17:56
Entered By : Sue Goulding                            

674 Risk that Looked After Children  health
arrangements will be found to not meet
statutory requirements
As a result of increased scrutiny by the
CCG Designated Nurse LAC there is a

3 2Ann Fox

Deanna
Lagun

3 2CO1.
Ensure
The CCG
Meets Its
Public
Accountab
ility Duties

Reviewing LAC specification
with Providers
Designated Dr LAC in post with
draft JD & taking on Strategic
responsibilities
Designated Nurse LAC in post
and monitoring in process re

Working towards new
arrangements being
introduced from 2015
regarding review LAC
assessments.

New nurse within CCG

09/02/2016

Deanna Lagun

Controls and
assurance
updated.

6 60 0

2 - £0k
- £10k
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NHS Sunderland CCG Register of strategic risks

13/05/2016

Ref Objective Risk description Director
Owner

Initial
funding
cost

Initial

C L Sco
re

Controls Gaps in controls Internal assurance External assurance Gaps in
assurance

Residual
funding
cost

Residual

C L Sco
re

Reviews

risk that the LAC health arrangements will
be found to not meet statutory
requirements which could result in looked
after children not receiving timely,
appropriate and high quality health
assessments.

her capability to ensure
strategic responsibilities are
being met           
Potential to review current
provider re LAC nurse role
(STFT) dependent on new
safeguarding framework
(currently in consultation
process)

has taken up LAC
Designated Nurse
functions which will
provide CCG with
assurance that
statutory duties are
being complied with.

Consideration of a new model
of provision which would
ensure statutory
responsibilities of the CCG are
met and ensure a high
standard of health care
provision for our looked after
children.

New model proposed
would bring the
strategic
responsibilities for
LAC "in house".

LAC Designated Nurse and
Doctor are reviewing all
systems and processes within
the LAC team

Risk report to Director
of Nursing Quality and
Safety identifying
emerging risks and
mitigating actions by
end of March.

Action plan developed to drive
improvements within health
LAC team

Some improvements
necessitate change to
practice within LA;
however these are
being addressed via
Designated LAC
professionals

Close monitoring of
action plan by
safeguarding team
and within MALAP
health sub group.  

Dependent on
partnership
improvement - still
considerable
fluctuation in
frontline social
work with agency
numbers high

LAC arrangements
more closely
scrutinised by SSCB.

Action plan being monitored by
LAC Designated Professionals

Kaizen event to be held to look
at all of the roles and
responsibilities and to look at
how the service is delivered

Planning event held with
commissioners regarding
current service provision.
Agreed actions & plan
developed - to be overseen by
Designated LAC professionals.

Agreed model of health
assessment delivery and
contractual support needed re
alignment of monies for
nursing post.
Benchmarking exercise being
undertaken by NHSE re LAC
health provision in line with
statutory guidance.

Medical model
continues but action
plan will ensure that
the current service is
made as lean and
effective as possible
before new
arrangements
commence

will be monitored with
QSRC, QRG  and
Named Professionals
meetings

MALAP only
recently
re-established.

Multi-agency Looked
After Children
Partnership
(MALAP)and Corporate
Parenting Board.

20/04/2016

Richard Scott

Controls and
assurances
reviewed, action
plan in place and
being monitored
no change to
risks.

TargetAction plan Start DateAction Progress (two most recent entries) Outcome

Deanna
Lagun

Head of Safeguarding monitoring nursing provision and
supporting Designated Dr LAC in strategic responsibilities.
September update: - monitoring continues.  SSCB to
increase its monitoring of Looked After Children in light of
new inspection arrangements.

16/10/2013 08/11/2013 Designated Professionals making amends to spec - to be completed by end of March 2014

Date Entered : 24/01/2014 12:01
Entered By : Deanna Lagun

Deanna
Lagun

Lead Nurse Safeguarding Children within the CCG now
provides the statutory Designated Nurse LAC. Currently a
fixed term post - will need reviewing

19/12/2014 31/03/2015
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NHS Sunderland CCG Register of strategic risks

13/05/2016

Ref Objective Risk description Director
Owner

Initial
funding
cost

Initial

C L Sco
re

Controls Gaps in controls Internal assurance External assurance Gaps in
assurance

Residual
funding
cost

Residual

C L Sco
re

Reviews

Deanna
Lagun

Paper to A. Fox by end of March outlining current risks and
mitigating actions introduced.

Action plan under development re key risks.

18/03/2015 29/05/2015 Action plan developed and monitored weekly by Health LAC team

Date Entered : 07/05/2015 07:58
Entered By : Deanna Lagun
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NHS Official                                                      Item: 9.11 

 

 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY  

 
24 May 2016 

Report Title: 
 

Sub-Committee End of Year Reviews  
 

Purpose of report 

 
To provide the governing body with the end of year reviews for its sub-committees for the period 1 
April 2015 to the 31 March 2016. 
   

Key points, risks and assurances 

The attached paper provides an overview of each of the governing body sub-committee’s as 
follows: 
 

 Executive committee 

 Audit committee 

 Quality, safety and risk committee 

 Primary care commissioning committee 
 
The reviews focus on the committees’ performance and effectiveness throughout the year, as well 
as identifying the main areas of work the committees has focused on.  The review also outlines the 
achievements and assurances each committee has gained through this work and also includes 
highlights the main challenges they have faced as well as forward look to the coming financial year. 
 
Each of the reviews has been discussed and agreed at each of the committees at their respective 
meetings.  
 

Recommendation/Action Required 

The governing body is asked to: 

 Receive the end of year review for each committee for assurance purposes 
 

Sponsor/approving director   Mr David Gallagher, chief officer   

Report author Ms 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 
 



NHS Official  

2 

 

 
 
 
 

 

 

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 

Statutory duties relating to governance  

Are the identified risks on the risk register?  

 
As per the attached register 

 
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?   

 
As per the risk identified  

Has there been appropriate 
clinical engagement?  

As per the risk identified 

Has there been/or does there 
need to be any patient and 
public involvement? 

As per the risk identified 

Any current or expected 
impact on patient 
outcomes/experience? 

As per the risk identified 

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

As per the risk identified 
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ANNUAL REVIEW OF 

EXECUTIVE COMMITTEE   
 

 
In line with its terms of reference, this committee reports to the governing body and must undertake an annual review of its 
performance and provide an account of its work.  This template is aimed at assisting the chairs of those groups to produce a 
standardised report on that review.   
 

Review period 
 

April 2015 to March 2016 

 
Number of Meetings  
  

 
12 formal meetings 

 
Members 

 

 
Number of apologies / deputies attended (see below) 
 

Number of meetings 
eligible to attend: 

Number of meetings 
actually attended by 
members: 

Number of meetings 
where deputy attended: 
(*n/a – no deputy) 

Mr David Gallagher, chief officer 
(chair) 

12 11 1 

Dr Ian Pattison, executive GP 
and clinical chair  

12 7 n/a 

Dr Henry Choi, executive GP 12 10 n/a 

Dr Jackie Gillespie, executive GP 12 10 n/a 

Dr Tracey Lucas, executive GP 12 10 n/a 

Dr Valerie Taylor, executive GP 12 12 n/a 

Dr Gerry McBride, executive GP 
(until 31 Aug 2015) 

5 5 n/a 

Dr Fadi Khalil, interim executive 
GP (from 1 Oct 2015) 

6 6 n/a 

Mrs Ann Fox, director of nursing, 
quality and safety 

12 8 4 

Mr David Chandler, chief finance 
officer  

12 11 1 

Mrs Gloria Middleton, executive 
practice manager (until 31 Dec 

2015) 

8 6 n/a 

Mr Eric Harrison, interim 
executive practice manager (from 
1 Jan 2016) 

3 1 n/a 

Mrs Florence Gunn, strategic 
practice nurse 
 
 

12 11 n/a 
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The following are regular attendees to the meeting but are not members:  

Mrs Debbie Burnicle, deputy 
chief officer  

12 11 1 

Dr Geoff Stephenson, medical 
director (until 30 Sept 2015) 

6 3 n/a 

Dr Claire Bradford, medical 
director (from 1 Oct 2015) 

6 6 n/a 

Mrs Gillian Gibson, director of 
public health Sunderland City 
Council  

12 10 2 

 
Role and responsibilities of the committee  
 

The committee is a management committee to support the CCG, its governing body and the chief 
officer, in the discharge of the CCG’s functions.  The committee assists the Governing Body in its 
duties to promote a comprehensive health service, reduce inequalities and promote innovation.   The 
remit of the committee includes contributing to the development and implementation of strategy, 
monitoring and delivery of statutory duties, operational, financial, contractual and clinical performance 
as well as ensuring the coordination and monitoring of risks and internal controls.  It has authority to 
make decisions as set out within its terms of reference and the CCG’s scheme of reservation and 
delegation. 

Membership of the committee includes: 

 chief officer (chair) 

 chief finance officer 

 GP chair 

 5 elected GPs (locality lead roles) 

 executive practice manager (localities) 

 strategic practice nurse (localities) 

 director of nursing, quality and safety 
 
The following attend the committee on a regular basis but do not have a voting right. 

 medical director  

 director of public health  

 deputy chief officer  

 
Details of main work areas 

 

Strategy and Planning: 

 Prepare the strategy and annual commissioning plan on behalf of the governing body and oversee 
delivery of the commissioning plans; 

 Formulate and implement service change and development arising out of the strategy 

 Prepare and recommend to the governing body the organisational development plan and enabling 
strategies and oversee their delivery; 

 Develop CCG input to the joint health and wellbeing strategy and contributing  to the joint strategic 
needs assessment; 

 Establish links and working arrangements with other CCGs, providers, local authority, other health 
partners, NHS England area team and the clinical senate; 

 Ensure the views of patients and the public are reflected in the development and implementation 
of CCG policies and plans.  
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Delivery 

 Deliver target outcomes and outputs set by the secretary of state, NHS England other 
national/regional authorised bodies; 

 Manage the performance of the CCG against its financial and non-financial targets including  
QIPP;  

 Ensure the control, co-ordination and monitoring within the organisation of risk and internal 
controls, monitoring key risks as appropriate; 

 Approval of business cases and procurement contract awards in line with the financial scheme of 
delegation and approved budgets; 

 Agree contracts with providers providing clinical or other services in line with the financial scheme 
of delegation;  

 Leading the delivery of the CCG educational programme 

 Approval of operational policies and procedures. 

 
Main achievements and assurances 

 

The committee has met on a monthly basis throughout 2014/15 to discuss progress and 
development of the CCG’s commissioning agenda and make decisions relevant to this as 
appropriate and required. The committee has considered a number of strategies, project ideas, 
business cases, procurement proposals and service reforms.  The impact on improving outcomes for 
patients was the main priority as well as ensuring any financial implications were within the CCG’s 
financial budgets.  
 
The committee has also received regular reports on finance and performance issues, healthcare 
acquired infections, key issues and risks, public health developments, complaints, freedom of 
information requests and serious incidents, as well as monitoring progress against NHS England’s 
assurance framework for CCGs on behalf of the governing body. 

 
Some of the key items considered by the committee include: 

 Two year operational plans 2015/16-2016/17 

 Continuing health care packages 

 Financial reports  

 Local incentive scheme 2015/16 

 Podiatry and adult hearing any qualified provider specifications  

 Innovation funding for localities 

 Medicines optimisation  

 Quality premium proposals for 2015/16 

 GP career start 

 Commissioning support services  

 School nursing services  

 Vanguard programmes (community integrated teams and recovery at home) 

 Impact of special educational needs and disabilities (SEND) reforms  

 Children and adolescent mental health services  

 Home oxygen assessment service  

 Transforming care  
 

The committee has also approved a number of policies and strategies for submission to the 
governing body including: 

 commissioning plans (operational 2 year and strategic 5 year plans) 

 strategy for general practice  

 updated business continuity plan 
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 updated information governance strategy  

 communications strategy 

 sustainability strategy 
 

In addition to the formal monthly meetings, a number of development sessions were held during the 
year to enable the committee to focus on areas of development and key issues to provide additional 
assurance that these areas were being reviewed in more detail. The sessions were well attended by 
the members and included: 

 development of the local incentive scheme 

 planning and priorities (including value for money) 

 quality premium and outcome measures 

 ensuring delivery of the CCG’s strategic and operational performance targets   

 
Details of main challenges faced by the committee 

 
There were a number of key challenges faced by the committee including: 

 A&E performance within providers    

 Referral to treatment waiting times 

 Breast services  

 Cancer two week and 62 day waits  

 Continuing healthcare retrospective claims 

 Ambulance waiting times 
 
The committee has monitored each of these areas closely and ensured mitigating actions have been 
put in place wherever possible.  The governing body has been provided with assurance on these via 
the committee minutes and also detailed reports as required.  Where appropriate a risk, has been 
entered onto the CCG risk register to reflect these challenges. 

 
Prospective forward look at main areas of work for coming  year (2016/17) 
 

The committee will be focusing on delivering the commissioning plans and key priorities for the 
coming year, with a particular focus on sustainability and transformational plans.   

Proposal to review Terms of 
Reference? 

Yes  

 
If yes, summary of the key 
changes to the terms of 
reference: 
 

 
The terms of reference reviewed alongside the quality, safety and 
risk committee’s terms of reference and some minor changes 
made to reduce the duplication between the two committees 
(mainly in relation to information governance, business continuity, 
equality and diversity and health and safety). 
 
The key change is to strengthen the governance arrangements 
when conflicts of interest arise and to ensure the committee can 
maintain quoracy as a result. 

Chair of the committee Dave Gallagher  

Date: 24 April 2016 
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ANNUAL REVIEW OF 
AUDIT COMMITTEE   

 
 

In line with its terms of reference, this committee reports to the governing body and must undertake an annual review of its 
performance and provide an account of its work.  This template is aimed at assisting the chairs of those groups to produce a 
standardised report on that review.   
 

Review period 
 

April 2015 to March 2016 

 
Number of Meetings:  
(in financial year)  

 
5 formal meetings, 2 informal meetings 

 
Members:  
 

 
Number of apologies / deputies attended (see below) 
 

Number of formal 
meetings eligible to 
attend: 

Number of formal 
meetings actually 
attended by 
members: 

Number of meetings 
where deputy 
attended: 
(*n/a – no deputy) 

Mrs Pat Taylor, lay member audit 
(chair) 

5 5 0 

Mrs Aileen Sullivan, lay member 
PPI 

5 5 0 

Mr Neil Weddle, independent 
support to the audit committee  

5 5 0 

In attendance: 
 

   

Mr David Chandler, chief finance 
officer 

5 5 0 

Mr Cameron Ward, partner Mazars 5 4 1 

Ms Diane Harold, senior manager, 
Mazars 

5 4 1 

Ms Amanda Bellis, head of internal 
audit  

5 3 2 

Ms Deborah Cornell, head of 
corporate affairs  

5 4 n/a 

Mrs Tarryn Lake, head of finance 
 

3 3 n/a 

 
Role and responsibilities of the committee  
 

The committee provides the governing body with an independent and objective review of the CCG’s 
finance and governance systems, financial information and compliance with laws, guidance, and 
regulations governing the NHS in so far as they relate to finance. The committee is a non-executive 
committee of the governing body. It has no executive powers, other than those specifically delegated 
to it and as set out in its terms of reference. 
 
The committee has met its terms of reference throughout the year for 2015-16.  

 
Details of main work areas 
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The committee critically reviews the CCG’s financial reporting and internal control principles and 
ensure an appropriate relationship with both internal and external auditors is maintained. 
 
The main work areas of the committee are as follows: 
 
Governance, risk management and internal control 

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

  utilises the work of internal audit, external audit and other assurance functions, but is not limited 
to these sources.  It also seeks reports and assurances from directors and managers as 
appropriate, concentrating on the over-arching systems of integrated governance, risk 
management and internal control, together with indicators of their effectiveness 

 ensures the adequacy and effectiveness of the governing body assurance framework, using it to 
guide its work and that of audit and assurance functions that report to it 

 scrutinises the processes and delivery of the CCG’s QIPP/resource releasing initiative 
programme linked to financial resources 

 ensures robust controls are in place to manage conflicts of interest 

 ensures adequate arrangements are in place for countering fraud and reviews the outcomes of 
counter fraud work 

 
Internal audit 

 ensures an effective internal audit function is in place that meets mandatory NHS Internal Audit 
Standards and provides appropriate independent assurance to the audit committee, accountable 
officer and the governing body 

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

 reviews and approves the internal audit strategy, operational plan and detailed programme of 
work 

 considers the major findings of internal audit work (and management’s response), and seeks to 
ensure co-ordination between internal and external auditors to optimise audit resources 

 ensures that the internal audit function is adequately resourced and has appropriate standing 
within the organisation. 

 
External audit 

 reviews the work and findings of the external auditors and considers the implications and 
management’s responses to their work 

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

 discusses and agrees the nature and scope of the external audit annual plan,  

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

 
Other assurance functions 

 reviews the findings of other significant assurance functions, both internal and external to the 
organisation, and considers the implications for the governance of the organisation. 

 reviews the work of other committees within the CCG whose work can provide relevant 
assurance to the committee’s own scope of work. 

 
Financial reporting 

 monitors the integrity of the financial statements of the CCG and any formal announcements 
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relating to the CCG’s financial performance 

 ensures that the systems for financial reporting to the governing body, including those of 
budgetary control, are subject to review as to completeness and accuracy of the information 
provided to the governing body 

 reviews the annual report and financial statements before submission to the governing body.  

 
Main achievements and assurances  
 

There has been 100% attendance by the three core members of the committee in 2015/16 which is 
an excellent achievement and reflects well on how seriously all members take their role on the 
committee. 
 
The main achievement this year has been the successful establishment of an auditor panel to 
oversee the appointment of the CCG’s external auditors.  This process has been formally handed 
down to CCGs following the dis-establishment of the Audit Commission who previously carried out 
this role on behalf of all CCGs.  An appointment must be approved by the governing body no later 
than December 2016, for the financial 2017/18.  A panel has been set up and has met twice in 2016, 
and is ahead of the national timetable that has been set.   
 
A formal appointment was made in the summer of 2015 of a third, independent member of the 
committee.  This role has been in place on an interim basis since 2013/14.  It was evaluated and felt 
to be a very useful role, and necessary for the CCG to ensure consistent and robust challenge within 
the committee. 
 
The committee has also overseen several governance submissions to NHS England (NHSE) in 
connection with 1) the delegated responsibilities for commissioning primary medical services; 2) the 
robustness of the financial control environment within the CCG. 
 
The audit chair has attended all NHS England audit chair briefings and is an active member of a 
North East Audit Chair group that includes all NHS organisations. 
 
The committee was delighted to receive an unqualified opinion on the financial statements including 
annual report for the 2014/15 financial year.   
 
Informal meetings have been held with the internal auditor, the counter fraud lead and the external 
auditors to ensure any issues of concern can be discussed. No matters were raised in these 
meetings. 

 
Details of main challenges faced by the Committee 
 

Key challenges faced in 2015/16 have included: 

 Declarations of interest – recording and management of them.  The CCG has participated in 
several NHSE events focussing on this issue, and has shared best practice with other CCGs 
in respect of standing information provided to all chairs of the CCG’s committees. 

 Issues arising from service auditor reports for the North of England Commissioning Support 
Unit (NECS) – the chief finance officer and audit chair have been to NECS briefings and the 
reports have been discussed at the committee. 

 
Prospective forward look at main areas of work for coming  year (2016/17) 
 

The committee will continue to focus on the roles and responsibilities as specified in its terms of 
reference.  There will be the standing items on the agenda for assurance purposes and also any key 
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areas of focus will be highlighted.  It is likely that the financial position will become more challenged in 
2016/17 and therefore the work of the QIPP group and the financial position of the CCG will be key 
areas of work in 2016/17 for the committee. 
 
A revised cycle of business will be developed for 2016/17 to focus the work of the committee.  
 
The work of the auditor panel will conclude in the autumn of 2016, with a recommendation being 
made to the governing body as to who the external auditors will be for 2017/18 onwards. 

 
Proposal to review terms of 
reference? 
  

The terms of reference will be formally reviewed in 2016/17 in 
light of re-issued guidance from the Department of Health and 
NHSE on conflicts of interest. 

 
If yes, summary of the key 
changes to the terms of 
reference: 
 

Not known until the final guidance is received and reviewed. 

Chair of the committee Mrs Pat Taylor 

Date: 8 April 2016 

 
 

 
ANNUAL REVIEW OF 

QUALITY, SAFETY AND RISK COMMITTEE   
 

 
In line with its terms of reference, this committee reports to the governing body and must undertake an annual review of its 
performance and provide an account of its work.  This template is aimed at assisting the chairs of those groups to produce a 
standardised report on that review.   

 

Review period 
 

April 2015 to March 2016 

 
Number of Meetings  
  

 
12 formal meetings 

 
Members 

 

 
Number of apologies / deputies attended (see below) 
 

Number of meetings 
eligible to attend: 

Number of meetings 
actually attended by 
members: 

Number of meetings 
where deputy attended: 
(*n/a – no deputy) 

Mrs Aileen Sullivan, lay member 
PPI (chair) 

12 12 0 

Mrs Ann Fox, director of nursing, 
quality and safety (vice chair) 

12 9 3 

Mr David Gallagher, chief officer 12 4 n/a 

Dr Geoff Stephenson, medical 
director (until end Sept 2015) 

6  n/a 

Dr Claire Bradford, medical 
director (from Oct 2015) 

6 6 n/a 

Dr Henry Choi, executive GP 12 6 n/a 

Dr Jackie Gillespie, executive GP 12 8 n/a 
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Dr K Benton, GP (from Nov 2015) 5 2 n/a 

Dr Mike Bramble, secondary 
care clinician 

12 10 n/a 

Ms Sue Goulding, head of quality 
and patient safety 

12 11 1 

Ms Deborah Cornell, head of 
corporate affairs 

12 10 n/a 

Ms Deanna Lagun, head of 
safeguarding 

12 5 3 

Ms Zahra Irannejad, head of 
medicines optimisation 

5 3 2 

Mr Scott Watson, head of 
contracting, performance and 
business intelligence  

 
12 

 
2 

 
5 

Mrs Julie Whitehouse, patient 
experience officer 

7 6 n/a 

Mrs Carol Lancaster, clinical 
quality officer 

3 2 n/a 

Mrs Janet Farline, clinical quality 
officer care homes 

9 5 n/a 

Mrs Gillian Gibson, director of 
public health Sunderland City 
Council  

12 8 1 

 
Role and responsibilities of the committee  
 

The committee is responsible for ensuring the appropriate governance systems and processes are in 
place to  

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

 facilitate, monitor and ensure quality improvement in general medical practice working with 
NHS England and in line with our quality strategy 

 ensure that all systems are in place and operating effectively for the identification, assessment 
and prioritisation of potential risk in line with the CCG’s scheme of reservation and delegation 
and quality strategy. 
 

In achieving this, the committee seeks to promote a culture of continuous improvement and 
innovation with respect to safety of services, clinical effectiveness and patient experience, to secure 
public involvement and to provide assurance to the governing body about the quality, safety and risks 
of the services being commissioned, and the overall risks to the organisation’s strategic and 
operational plans. 

 
The committee, as delegated by the governing body, provides oversight and scrutiny of arrangements 
for supporting NHS England in relation to securing continuous improvement in the quality of primary 
medical services through the planning process and future primary care commissioning arrangements. 

 
Details of main work areas 

 

Quality in commissioned services 

 quality reports  

 external assurance for providers from regulatory bodies 

 oversee the development of quality incentive schemes, e.g. CQUIN 
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 escalation processes 

 collaboration with NHS England  
 

Quality in general medical practice 

 agreements and developing processes for the CCG member practices to improve quality of 
primary medical services in terms of clinical effectiveness, patient safety and patient 
experience in GP practices in collaboration with NHS England. 

 
Patient safety 

 clinical risks, incidents, serious incidents, complaints and claims 

 scrutiny of independent investigation reports 

 assurance on the management of infection control issues 

 assurance in relation to medicines optimisation (including controlled drugs) 

 assurance in relation to safeguarding duties for both children and adults. 
 

Patient experience 

 ensure the views of patients and the public are appropriately reflected in the development and 
implementation of CCG policies and procedures 

 oversee the development and implementation of a structured approach to collect and use 
patient experience data (including from providers). 

 
Clinical effectiveness 

 promote an evidence based culture within the CCG and wider health economy 

 take account of national guidance such as NICE  
guidance, quality standards and other relevant standards 

 promote the use of research 
 
Risk 

 ensure systems are in place and operating effectively for the identification, assessment and 
prioritisation of potential risks (including quality and patient safety, financial risk including 
regarding QIPP,  health and safety, emergency preparedness, business continuity, 
information governance and sustainable development),  

 seek assurance on the principal risks identified within the Governing Body Assurance 
Framework.   

 Ensure the CCG meets its statutory requirements around Equality and diversity, including 
Human Rights.  

 

 
Main achievements and assurances 

 

The committee has continued to receive assurance for its key roles and responsibilities and has 
gained assurance by receiving regular reports/updates on the following: 
 

 Safeguarding 

 Quality in commissioned services, including performance and contractual issues that impact 
on quality including: 

 CQUIN performance 
 Infection control 
 Quality in care homes 
 Complaints 
 Serious incidents 
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 Risk registers 

 Medicines optimisation 

 Patient and public involvement 

 Continuing healthcare 

 Transforming care 
 
The reports/updates cover key issues and any quality or patient safety issues arising as a result.  The 
reports provide key assurances and identify risks, both actual and potential.  The committee seeks 
assurance on mitigating actions to address these risks and ensures these are captured on the 
corporate risk register.  An action log is developed and updated after each formal meeting, identifying 
an appropriate lead and timescale to ensure any necessary actions are taken as required by the 
committee. 
 
A covering highlight report and the confirmed minutes from each meeting are submitted to the 
governing body to provide assurance on the delegated functions the committee manages ion its 
behalf. 
 
There have been some particular areas that have required a more detailed focus by the committee to 
ensure work was undertaken to implement specific requirements.  This was also to address areas of 
concern relating to quality and patient safety issues and provide additional assurance on work 
undertaken to mitigate the risks associated with this. 
 
These topics have included: 
 

 Medicines optimisation   
 Quality within care homes 
 Provider complaints 
 Risk registers 
 Patient and public involvement  

 

 
Details of main challenges faced by the committee 

 
The committee has faced a number of challenges over the year and has worked with the relevant 
leads closely to ensure actions were undertaken and progress made wherever possible. 
 
These have included: 

 Emergency 4 hours waits, referral to treatment times, cancer waits (pressures in urology)  – 
have all been key performance issues at City Hospitals Sunderland and showed continued 
under performance during 2015/16. The committee receives an assurance exception report at 
each of its formal meetings to ensure work continues to address this.  

 Patient and public involvement – delivering of CCG’s statutory duties.  This committee has 
monitored delivery of these via the transforming participation action plan.      

 Clinical quality in care homes – the quality team has developed an indepth audit tool to review 
each of the care homes as part of a rolling programme which the committee reviews on a 
regular basis. 

 Safeguarding – the number of serious case reviews has continued to rise throughout 2015/16.  
The committee has monitored this closely and receives regular highlight reports to provide 
assurance on the CCG’s role in working in partnership with the local authority to manage this 
activity and share lessons learnt wherever possible.   

 Healthcare acquired infections – City Hospitals Sunderland/CCG performance in relation to 
MRSA. This is monitored through the assurance exception report.     
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 Ambulance response times at NEAS 

 Clinical quality assurance visits programme – lack of assurance gained by visiting sites where 
commissioned services are delivered.  

 Breast care services at City Hospitals Sunderland – the CCG undertook a significant amount 
of engagement with service users to develop the new service specification around this and the 
committee received regular updates as well as the detailed outcome report following this piece 
of work.   

 Medicines optimisation – a significant financial overspend was identified, low numbers of 
incidents being reported and the development of a joint formulary with City Hospitals 
Sunderland were reported as challenges to the committee.  The committee requested a new 
style report to ensure it received a higher level of assurance around these key issues.   

 Transforming care – this issue also received a significant amount of national focus. The 
committee has ensure that the work needed to implement the requirements of this was 
undertaken in partnership with the local authority,  Regular detailed reports have been 
received in relation to this.    

 Incident reporting within primary care – this has been highlighted as a key challenge as the 
number of incidents being reported was low at the beginning of the financial year.  This has 
been monitored closely and significant improvements made to increase the levels of reporting.   

 

 
Prospective forward look at main areas of work for coming  year (2016/17) 
 

The following areas will be a focus for the committee going forward:  
 

 Terms of reference review/ review of the committee membership 

 Stronger links with contracting to be established, more data analysis support 

 Quality review groups – a better flow of information and assurance is needed to the CCG is 
receiving the right level of assurance.  

 Gaining assurance on community services 

 How the changes to the acute footprint across Sunderland and South Tyneside will impact on 
the CCG as a commissioner 

 A review of reporting arrangements into the committee to ensure all established sub-groups 
are still appropriate.  

Proposal to review Terms of 
Reference? 

Yes  

 
If yes, summary of the key 
changes to the terms of 
reference: 
 

 
The key changes will be to ensure the membership for the 
committee remains appropriate and has the right level of 
representation to ensure assurance can be gained within the 
committee discussions. 
 
In addition, the reporting arrangements into the committee need 
to be reviewed and ensure the sub-groups that currently report 
into it are still fit for purpose.    

Chair of the committee 
 

Aileen Sullivan 

Date: 31 March 2016 
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ANNUAL REVIEW OF 

PRIMARY CARE COMMISSIONING COMMITTEE  
 

 
In line with its terms of reference, this committee reports to the governing body and must undertake an annual review of its 
performance and provide an account of its work.  This template is aimed at assisting the chairs of those groups to produce a 
standardised report on that review.   

 

Review period 
 

April 2015 to March 2016 

 
Number of Meetings  
  

 
8 formal meetings 

 
Members 

 

 
Number of apologies / deputies attended (see below) 
 

Number of meetings 
eligible to attend: 

Number of meetings 
actually attended by 
members: 

Number of meetings 
where deputy attended: 
(*n/a – no deputy) 

Mrs Aileen Sullivan, lay member 
PPI (chair until end of Aug 2015) 

8 8 0 

Mr Chris Macklin, lay member 
primary care commissioning 
(chair from Sept 2015) 

3 3 0 

Mr David Gallagher, chief officer 8 7 n/a 

Mrs Debbie Burnicle, deputy 
chief officer  

8 8 0 

Dr Val Taylor, GP executive  8 6 n/a 

Dr Geoff Stephenson, primary 
care advisor) 

8 8 0 

Mr David Chandler, chief finance 
officer 

8 8 0 

In attendance: 

Mr Kevin Morris, chair of 
Healthwatch 

8 6 n/a 

Mr  Neil Revely, director of 
people services, Sunderland City 
Council 

8 5 n/a 

NHS England primary care 
contracting representative 

8 8 0 

Ms Deborah Cornell, head of 
corporate affairs 

8 6 n/a 

 
Role and responsibilities of the committee  
 

The committee has been established in accordance with statutory provisions to enable the members 
to make collective decisions on the review, planning and procurement of primary medical care 
services in Sunderland, under delegated authority from NHS England.  
 
In performing its role the committee will exercise its management of the functions in accordance with 
the agreement entered into between NHS England (NHSE) and NHS Sunderland CCG, which will sit 
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alongside the delegation and terms of reference. 
 
The functions of the committee are undertaken in the context of a desire to promote increased co-
commissioning to increase quality, efficiency, productivity and value for money and to remove 
administrative barriers.  
 
The role of the committee shall be to carry out the functions relating to the commissioning of primary 
medical care services under section 83 of the NHS Act.  

 
Details of main work areas 

 

The main areas of work for the committee include the following: 

 GMS, PMS and APMS contracts (including the design of PMS and APMS contracts, 
monitoring of contracts, taking contractual action such as issuing branch/remedial notices, 
and removing a contract) 

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

 Design of local incentive schemes as an alternative to the Quality Outcomes Framework 
(QOF) 

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

 Approving practice mergers; and 

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

 

The committee also carries out the following activities under delegated authority from the governing 
body: 

 Plan, including needs assessment, primary medical care services in Sunderland 

 Undertake reviews of primary medical care services in Sunderland  

 Co-ordinate a common approach to the commissioning of primary care services generally 

 Manage the budget for commissioning of primary medical care services in Sunderland 

 
Main achievements and assurances 

 

The committee has met eight times during the year and its main role has been to establish a robust 
handover process from NHS England (NHSE) to ensure continued effective management of the 
primary medical care commissioning function. This included reviewing the existing systems and 
processes and to provide assurance to the governing body that these were fit for purpose. 
 
In order to strengthen the membership of the committee, the CCG appointed a further lay member 
with a specific role around primary care commissioning to ensure the CCG carried out the statutory 
duties associated with these functions effectively.  These duties include the management of conflicts 
of interest in primary care commissioning, promoting the NHS Constitution, improving quality of 
primary medical care services, reducing inequalities, promoting patient choice and patient and public 
involvement.   
 
During the year the committee has: 

 Reviewed and agreed its terms of reference 

 Developed a strategy for general practice in partnership with general practice 

 Agreed a 5 year financial plan to support delivery of the strategy for approval by the governing 
body. 
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 Approved investments in 2016/17 that will support delivery of objective 1 of the strategy 
relating to increasing capacity and capability in general practice 

 Approved a range of workforce developments e.g. child care co-ordinator service; health 
practitioner service 

 Recommended to the executive committee a local incentive scheme for practices  

 Provided assurance to the governing body on the primary care commissioning financial 
position 

 Reviewed and agreed a procurement and evaluation strategy for three APMS contracts in 
Washington and West localities 

 Reviewed the PMS Review requirements 

 Agreed a Memorandum of Understanding with NHSE re respective roles as a delegated 
commissioner  

 Agreed to procure a revised Violent Patients Scheme as part of the APMS strategy. 

 
Details of main challenges faced by the committee 

 

The key challenges faced by the committee in 2015/16 have been: 

 Managing conflicts of interest 

 APMS procurement  

 Care Quality Commission inspection outcomes for GP practices and determining a quality 
framework for general practice. 

 Understanding and managing the contract requirements for general practice 

 Delegation authority in relation to financial management   
 

 
Prospective forward look at main areas of work for coming  year (2016/17) 
 

The committee will be focussing on the following in the coming year: 

 Implementation of the general practice strategy and in particular the priorities for 16/17 relating 
to capacity and capability. 

 quality assurance (linking to the quality, safety and risk committee work) 

 communications with general practice  

 APMS procurement  

Proposal to review Terms of 
Reference? 

Yes  

 
If yes, summary of the key 
changes to the terms of 
reference: 
 

 
The terms of reference need to be reviewed to ensure: 

 the membership for the committee remains appropriate; 
ensure there is the right level of representation and 
therefore assurance gained within the committee 
discussions 

 The scheme of delegation is fit for purpose 

 Learning from managing the challenges identified earlier, 
e.g. developing the quality framework and the role of the 
quality, safety and risk committee. 

Chair of the committee Aileen Sullivan/Chris Macklin 

Date: 24 April 2016 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY  

 
24 May 2016 

Report Title: 
 

Executive Committee Terms of Reference  
 

Purpose of report 

 
To provide the governing body with updated terms of reference for the executive committee.  
   

Key points, risks and assurances 

The executive committee has recently undertaken a review of its performance and effectiveness 
throughout 2015/16 (covered by a separate item on the agenda).   
 
Following completion of the annual review, there were some changes recommended to the 
committee’s terms of reference to ensure the committee remains fit for purpose and its governance 
arrangements are robust.  The changes relate to: 
 

 Vice chair arrangements 

 Quoracy when managing conflicts of interest 

 Clarification of the committee’s responsibilities in relation to strategy and planning, risk 
management, business continuity planning, equality and diversity and health and safety. 

 
The current terms of reference for the committee are attached and the changes highlighted in 
yellow for ease of reference.  The governing body is asked to review and approve these changes 
as recommended following the committee’s end of year review.    
 
The terms of reference were approved by the executive committee’s meeting on 3 May 2016 and 
recommended for submission to the governing body for formal approval.   
 

Recommendation/Action Required 

The governing body is asked to: 

 approve the amended terms of reference for the executive committee. 

Sponsor/approving director   Mr David Gallagher, chief officer   

Report author Ms 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 
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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 

Statutory duties relating to governance  

Are the identified risks on the risk register?  

 
As per the attached register 

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

Executive committee at its meeting on 3 May 2016 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
As per the risk identified  

Has there been appropriate 
clinical engagement?  

As per the risk identified 

Has there been/or does there 
need to be any patient and 
public involvement? 

As per the risk identified 

Any current or expected 
impact on patient 
outcomes/experience? 

As per the risk identified 

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

As per the risk identified 
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Executive Committee 

Terms of Reference 

 

1. Introduction 

1.1 The executive committee (the committee) of NHS Sunderland Clinical 
Commissioning Group (the CCG) is established as a committee of the governing 
body, in accordance with constitution, standing orders and scheme of delegation.  

1.2  These terms of reference set out the membership, remit, responsibilities and 
reporting arrangements of the executive committee.  

 
2. Principal Function 

 
2.1 The committee is responsible for delivery of the CCG’s overall management, to 

support the CCG to work efficiently, effectively and economically, ensuring 
effective clinical engagement and promoting the involvement of all member 
practices in the work of the CCG in securing improvements in commissioning of 
care and services. 

 
3. Membership 

 

3.1 The membership of the committee will consist of: 

 chief officer (chair) 

 chief finance officer 

 6 elected GPs (representing localities) 

 practice manager (localities) 

 lead nurse (localities) 

 director of nursing, quality and safety 
 

3.2 The following will be invited to attend the committee but will not have voting 
rights: 

 deputy chief officer  

 medical director  

 director of public health 
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3.2 Meetings will be chaired by the chief officer. In the absence of the chair, meetings 
will be chaired by the deputy chief officer (acting in the capacity of chief officer and 
therefore will have a voting right on this occasion) or, if neither are present (or 
have withdrawn from the meeting due to a conflict of interest) by the chief finance 
officer. 

3.3 Other officers, employees or practice representatives of the CCG may be invited to 
attend all or part of meetings of the committee to provide advice or support 
particular discussion from time to time.  

 
4. Secretarial support 

 
4.1 Secretarial support to the committee will be provided by the PA to the chief officer.   
 
 
5. Frequency of meetings 

5.1 Meetings of the committee will normally be held monthly, and not less than 8 times 
per financial year. There will be no more than 10 weeks between meetings.  
Members will be expected to attend each meeting.  

 
5.2 In addition to the meetings of the committee described above, members will 

normally meet monthly, for additional informal business meetings. The 
arrangements set out in these terms of reference will apply to both sets of 
meetings. 

5.3 In exceptional circumstances and where agreed in advance by the chair, members 
of the committee or others invited to attend may participate in meetings by 
telephone, by the use of video conferencing facilities and/or webcam where such 
facilities are available. Participation in a meeting in any of these manners shall be 
deemed to constitute presence in person at the meeting. 

 
6. Agendas and papers 

 
6.1 The agenda for meetings of the committee will be set by the chair. 
 
6.2 The agenda and papers for meetings of the committee will be distributed 3 working 

days in advance of the meeting. Items for the agenda should be notified to the 
chair 10 days in advance of each meeting. The setting of agendas for, and minutes 
of, each meeting should identify where discussion should rightly be recorded as 
being of a confidential or commercially sensitive nature. 

 
 
7. Quoracy and decision making 

7.1 One third of members are needed for the meeting to be quorate, and: 
 

 At least the chief officer or the chief finance officer must be present; 
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 At least three primary care clinicians (nurse or GP) must be present, one 
of whom must be a GP.  
 

7.2 Where a conflict of interest arises which prevents the primary care members from 
being involved in the discussion and/or voting on any matters, the quoracy for the 
meeting will be (where no conflicts arise for these): 

 At least the chief officer or the chief finance officer; 

 Another two members of the executive committee.  
 

7.3 Where the meeting is not quorate, owing to the absence of certain members or 
conflicts of interest, the discussion will be deferred until such time as a quorum can 
be convened.  Where a quorum cannot be convened from the membership of the 
meeting, owing to the arrangements for managing conflicts of interest or potential 
conflicts of interests, the chair of the meeting shall consult with the chairs of other 
committees or sub-committees, the governing body or its committees or sub-
committees (as appropriate) to establish an appropriate course of action to 
progress the item of business.  These arrangements must be recorded in the 
minutes.  

7.5 Generally it is expected that decisions will be reached by consensus.  Should this 
not be possible then a vote of members will be required. In the case of an equal 
vote, the person presiding (i.e. the chair of the meeting) will have a second, and 
casting vote. 

 

8. Remit and responsibilities of the committee 

8.1 The committee will be responsible for: 
 

8.1.1 Strategy and planning 

 Preparing and recommending the strategy and annual commissioning plan 

for the governing body to consider and approve and overseeing its 

delivery, to improve health and wellbeing outcomes together with 

reduction in health inequalities.  

 Formulating and implementing service change and development arising 

out of the strategy. 

 Preparing and recommending to the governing body the organisational 

development strategy and communications strategies, including enabling 

action plans, and overseeing their delivery. 

 Developing CCG input to the joint health and wellbeing strategy and 

contributing  to the joint strategic needs assessment, to reduce 

inequalities in health. 

 Establishing links and working arrangements with other CCGs, providers, 

local authority, other health care partners, the Cumbria and North East 

area team of NHS England and the clinical senate 
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 Ensuring that the views of patients and the public are properly reflected in 

the development and implementation of CCG policies and plans  

 
8.1.2   Delivery 

 Delivering target outcomes and outputs set by the Secretary of State, NHS 

England, NICE, CQC and other national/regional authorised bodies and 

providing assurance to the governing body in this respect 

 Managing the performance of the CCG against its financial and non-

financial targets including QIPP  

 Ensuring the control and monitoring of organisational risks and internal 

controls identified as part of the CCG corporate risk register on an 

exceptional basis  

 Approving business cases and procurement contract awards in line with 

the CCG’s financial scheme of delegation and approved budgets 

 Agreeing contracts with organisations or individuals providing clinical or 

other services to the group, as directed by the governing body, in line with 

the financial scheme of delegation  

 Leading the delivery of the CCG educational programme 

 Preparing the CCG’s annual report for the governing body to consider and 

approve  

 Approving the CCG’s operational policies and procedures 

 Supporting the development of the business cycle of the CCG’s governing 

body and agenda setting for formal and informal meetings of the 

governing body 

 advise and assure the CCG on the development of policy, strategy and 

practice in respect of equality, diversity and human rights (supported 

through the equality delivery system) to ensure the statutory and legal 

obligations of the CCG are met 

 provide oversight and scrutiny on arrangements for business continuity 

and emergency planning. 

 Approve, as delegated by the governing body, arrangements for handling 

complaints, information governance issues, including arrangements for 

handling Freedom of Information requests  

 To retain oversight of research governance and ensure the CCG promotes 

research and the use of research 

 To ensure the CCG has an integrated approach to the management 

standards of health, safety and welfare and also responsibilities for fire 

under the Regulatory Reform (Fire Safety) Order (2005) in keeping with 

legal requirements and in accordance with locally agreed policies. This will 

include monitoring, review and audit of the effectiveness of health and 

safety management within the CCG. 
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9. Reporting arrangements 

9.1 The committee is a formal sub-committee of the governing body and will submit 
agreed minutes to the governing body following each meeting.  The governing 
body will hold the committee to account for the delivery of its remit and 
responsibilities on behalf of the CCG through the exercise of the functions 
delegated to it as part of the CCG’s scheme of reservation and delegation.  

  

10. Policy and best practice 

10.1 The committee will apply best practice in its decision making, and in particular it 
will:  

 ensure that decisions are based on clear and transparent criteria 

 comply with CCG policy and procedures for the declaration of interests 
 
10.2 The committee will have full authority to commission any reports or surveys it 

deems necessary to help it fulfil its obligations and to invite individuals to attend as 
appropriate to provide advice on its functions. 

 
10.3 The committee will establish such sub-groups to assist with the delivery of its 

delegated responsibilities and progress its work as it sees fit.  
 
 
11. Conduct of the committee  

11.1 All members of the committee and participants in its meetings will comply with the 
standards of business conduct for NHS Staff, the NHS Code of Conduct, and the 
CCG’s standards of business conduct and declarations interest policy which 
incorporates the Nolan Principles. 

 
 
12. Date of review  

12.1 The committee will review its own performance, membership and terms of 
reference annually.  Recommendations for amendment of the terms of reference 
will be made to the members of the CCG for approval.  

 
 

Approved by  the committee:   3 May 2016 
 

 
Approved by the governing body: 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

24th May 2016 

Report Title: SCCG Assurance Report – May 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 2016/17 

Key points, risks and assurances 

Key point to note: 
 
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. 
 
The CCG will be transitioning to the new Assurance Framework and Delivery Dashboard over the 
next two months.  Due to the availability of published data, the content of this report will refresh 
performance for 2015/16 and in some circumstances 2016/17 until the full transition is complete.   
 
In the course of the past five months, Sunderland CCG has developed its three year Operational 
Plan taking account of existing priorities and national guidance. During March and April, the focus 
has shifted from developing the plan to planning for delivery. 
The purpose of the report is to: 

 Advise the Governing Body of the process followed in the last month to transition from 
developing the Plan on a Page to implementation. 

 Appraise the Governing Body of the ongoing review of the CCG’s project management 
framework to support the delivery and control of projects to achieve the benefits outlined 
within each scheme and demonstrate ‘grip’. 

 Advise of the views of the Executive on expectations in relation to reporting progress 
on transformational change programmes. 
 

Key performance Risks based on latest data available for each indicator: 
 

 A&E 95 City Hospitals Sunderland NHS Foundation Trust (CHS NHSFT) delivered Q1 and 
Q2 but failed to deliver Q3, Q4 and 15/16 full year.  April 16 is also under the 95% standard 
so far in 16/17.  CHS NHSFT and Northern Doctors Urgent Care (NDUC)  performance in 
total for 2015/16 is 95.87% which is delivery of the standard for the City which is 
encouraging. 
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 IAPT Access and Recovery 

 Astro PU (local KPI) 

 Activity levels 

 Referral to Treatment (RTT) at CHS NHSFT, particularly Orthopaedics & Gastroenterology 

 Cancer Two Week Waits (2WW), in particular Breast Services and Gastroenterology 

 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 

 GP referrals into the Sunderland Intermediate MSK Service (SIMS) 
 

Recommendation/Action Required 

The Governing Body is recommended to: 

 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.   

 Note the transition to align the contents of the report to the 2016/17 CCG assurance 
framework, delivery dashboard and operational plan in future reports. 

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  
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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 
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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*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   
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Governing Body 
Assurance Framework 

3rd May 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 preparation for delivering the new CCG Operational Plan for 
2016/17.   
 
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  
 
Due to the timeliness of nationally published data, the delivery dashboard and 
quality premium remains for 2015/16.  Over the coming months, the CCG will 
transition to the 2016/17 delivery dashboard and quality premium.  Where data 
is available from local data sources for 2016/17, this is referenced in the report. 
 

 
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. 
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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. 
 

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 has surpassed the target. 
 

o Non elective activity has moved back above target as at December 15. 
 

o IAPT access remains below the end of year target of 16% but Recovery 
remains above as at February 15. 

 

NHS Constitution Indicators  
o Referral to Treatment (RTT) - The CCG remain above the 92% standard for 

incomplete pathways as at February 2016 and performance has improved 
on the previous month.  This is mainly due to improved performance for 
Orthopaedics, Gastroenterology and Urology.     
 
CHS NHSFT continue to work towards delivery of the RTT standard at 
specialty level with respiratory medicine and orthopaedics the main areas of 
pressure for both the CCG and CHS NHSFT.  Oral and maxilla-facial surgery 
is also a pressure for CHS NHSFT although this is commissioned by NHS 
England.  Orthopaedics remains on trajectory to deliver the standard in April 
2016 with the number of patients waiting over 18 weeks now at 287 
compared to 780 in April 2015.   
 
Respiratory medicine continues to be a pressure due to capacity issues and 
increased demand.  CHS NHSFT have recruited a consultant who is due to 
commence this month and plans to recruit a further consultant are being 
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drawn up.  Gastroenterology continues to deliver the standard but pressures 
still remain as activity levels are still consistently higher than previous years 
for the CCG.  Additional activity has been commissioned from the 
Independent Sector and other NHS providers due to capacity pressures at 
CHS NHSFT and this position is not sustainable going forward.  
 
The CCG have prioritised respiratory medicine and gastroenterology as part 
of the Standardisation of Care and Map of Medicine work with the aim to 
reduce variation in primary care, improve outcomes throughout the pathway 
and demand into secondary care.  

 
o A&E 95% – Although CHS NHSFT delivered the 95% standard for quarters 1 

and 2 this year, performance for quarter 3 was 92.82% and performance for 

the year to date as at 20/03/2016 is 93.57% (subject to validation).   

 

Despite being under the year to date (YTD), performance at CHS was above 
the same period last year. The CCG is working with CHS and its partners to 
further build on these improvements. 
 
Weekly surge meetings are taking place to address issues and additional 
schemes, such as additional patient transport and spot purchasing of beds, 
have been funded as part of winter resilience.  
 
Northern Doctors Urgent Care (NDUC) continued to deliver almost 99% for 
the three community urgent care centres.  Although CHS did not achieve 
standard for the year to date, if NDUC activity is included performance would 
be closer to 96% for the YTD and quarter three.   
 
CHS is still working towards the delivery of a partnership model which would 
see a consistent model across the four urgent care centres as well as 
improved system wide governance.   
 

o Cancer 2WW – The CCG remain above the 93% standard for 2WW overall 
in February 16 and exhibited breast symptoms is now also above the 
standard for the YTD after month on month improvements.  Upper GI was 
the only tumour group to fail in February 16 due to an increased number of 
delays due to patient choice.   
 
Due to on-going developments with the re-location of the dental service from 
Grindon Lane to Sunderland Royal Hospital it is likely that the new Breast 
Assessment Service will be live from the first working day in July 2016.  

 
o Cancer 62 Days – the CCG remains above the standard for 62 day cancer 

performance for the YTD as at February 16. 
 
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 
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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. 
 
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.   
 

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. 
 
Contract negotiations continue to be escalated and CCGs have issued a 
final contract offer which aims to re-invest into NEAS to enable reform to 
deliver the standards in 2016/17. 
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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 February 16.  CHS NHSFT 
performance has been adjusted for contractual purposes due to a number of 
cases being deemed unavoidable by the HCAI Improvement Group and the 
trust are on track to deliver the contractual standard of 34 cases.  2016/17 
objectives have also been published and CHS NHSFT and the Sunderland 
Community are expected to show no increase in numbers in 2016/17 with 
objectives remaining the same as 2015/16. 

 
CHS NHSFT have reported a further MRSA case in March 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 three MRSA cases, both attributable to CHS NHSFT and all of 
these cases were deemed avoidable. 

 
o Cost per ASTRO-PU for January 2016 was £3.84 (Area Team= £3.59, 

England= £3.33).  This is 8.3% higher than the Cost per ASTRO-PU for the 
Area Team. (December = 7.5%); and 15.3% higher than for England 
(December = 16.2%).   In comparison to our neighbouring CCGs, 
Sunderland is in line with South Tyneside CCG (£3.84) and 2.3% lower than 
Gateshead CCG (£3.93) 
 
Forecast outturn at January 2016 is to underspend on the prescribing budget 
by 1.41% or £720,290.   
 

Progress on the Medicines Optimisation Strategy: 

o Six chapters of the Sunderland Joint Formulary were approved at the 
meeting in late March.  The formulary website is currently being updated 
with these, and an initial engagement with practices was held at April’s 
TITO.  A further more in depth TiTO session is planned for June.   
 

o The community stoma review service is in the final contract stages with a 
planned start date of May 2016.  A briefing has been sent out to practices 
around the service and one of the nurses was available at April’s TiTO to 
answer any questions.  Analysis of prescribing data is currently underway to 
identify the priority practices to offer the service to initially.   

 
o A communications strategy on medicines waste has been launched in the 

East locality focusing on three messages:   
 

o Only order what you need 
o Check your bag before your leave the pharmacy 
o Hand back anything you don’t need before you leave the pharmacy 
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o An antibiotic strategy has been agreed and implemented, including 

promoting the use of CCG specific posters, messages on practice websites 
and telephone waiting services.  In addition, a multi-modal communication 
strategy has been launched to improve patient awareness and knowledge 
about antibiotic stewardship.   

o The community pharmacy engagement event was held on 22nd March 
which was well received by attendees and presenters alike.  

 

o IAPT Access and Recovery – Recovery is above the 50% standard as at 
February 16 and access remains below the CCGs year end trajectory of 
16%.   
 
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 February 16, the CCG remain 
below the target.  February 16 performance improved slightly on the 
previous month which is encouraging but this is unlikely to be delivered for 
the quality premium. 
 

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 
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 
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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 –The latest nationally published data for NHS e-
referral as at December 2015 shows that the proportion of referrals into MSK 
CATS has increased since the mobilisation of the new service and is now up 
to 49%.  Performance appears to be on track against the phased trajectory; 
however performance increases to 50% in March.  The service is working 
hard to improve current performance and waiting times for physio are now 
down to 3-4 weeks and 2 weeks for MSK which is a significant improvement.  
The service leads are now engaging with practices and localities to 
understand any particular issues from primary care so they can be 
addressed.  When more up to date information is available, the incentive 
scheme will be extended to June 2016 to ensure the use of the service is 
maximised.   
 
Indicative secondary care information has shown a decrease in the number 

GP referrals into secondary care from October 15 since the SIMS service 

went live with December 15 to February 16 lower than the same period in 

2015/16 which is encouraging.  

o Emergency Healthcare Plans (EHCP) – The CCG delivered this element of 
the quality premium for 2015/16 with numbers much higher than the 
planned level.  Sunderland GP Alliance continue to deliver increased levels 
of Health and Social Care Plans (HSCP) and EHCPs as the expectation is 
to increase to 3% of the population by the end of 2016/17. 

 
Activity Measures  
o Non Elective Inpatients – Activity levels continue to be above trajectory as at 

February 2016 due to increased activity during the winter months.   
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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.  

 
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. 

 
High level comparisons of activity in 2015/16 compared to previous years 
shows a slowing of activity since the implementation of R@H and CIT, 
particularly the levels of growth which is promising.  Further work is on-
going, including the development of system wide metrics to enable the CCG 
and its partners to track outcomes across the system including activity. 

 
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 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: 
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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. 

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 – Achieved. 
o MSK Referrals – Still not predicted to achieve due to data availability 

but this is now improving and rated as amber risk. 
 

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 
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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.   

4.2 2016/17 
As the CCG are transitioning to the new Assurance Framework for 
2016/17 which will include an updated delivery dashboard and quality 
premium, the CCG are not in a position to monitor performance at this 
point.  It is anticipated that this report will move to report a 2016/17 
position in the next two months when final data for 2015/16 is made 
available and 2016/17 data starts to be reported. 

The CCG have now agreed with NHS England the components of the 
quality premium for 2016/17, mainly the three local indicators which the 
CCG were required to select and agree.  The following elements will be 
monitored as part of the 2016/17 quality premium: 

 
National requirements (70% of the quality premium) 

 Increase in cancers diagnosed at an early stage 

 Increase in the number of GP referrals made by NHS e-Referral 

 Improvement in the overall experience of making an appointment in 
primary care 

 Improvement in antibiotic prescribing in primary care 
 

Local requirements (30% of the quality premium) 

 Reduction in the number of injuries from falls for ages 65+ 

 Reduction in the number of very short stay emergency admissions into 
hospital for ages 75+ 

 Increase in the number of people quitting smoking in four weeks. 
 

A full quality premium schedule is available via the Delivery Dashboard. 
 
5. Operational plan 2016/17 

In the course of the past five months, Sunderland CCG has developed its three 
year Operational Plan (the ‘Plan’) taking account of existing priorities and 
national guidance. During March and April, the focus has shifted from 
developing the plan to planning for implementation. 
The purpose of the report is to: 

 Advise the Governing Body of the process followed in the last month to 
transition from developing the Plan on a Page to implementation. 

 Appraise the Governing Body of the ongoing review of the CCG’s project 
management framework to support the delivery and control of projects to 
achieve the benefits outlined within each scheme and demonstrate ‘grip’. 

 Advise of the views of the Executive on expectations in relation to reporting 
progress on transformational change programmes. 
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5.1 Getting ready for delivery 
The table below sets out the series of activities undertaken and associated 
timeline 
 

 Activities Date 

1 Executive GP Director Development session – Executive GPs reviewed  

clinical leadership, including clinical leadership for the PoaP 

08 March 

2016 

2 SharePoint Review – Improvement Event: we evaluated SharePoint (the 

system we currently use to support projects and delivery) with CCG users 

09 March 

2016 

3 Workshop with senior managers – we assigned CCG officers as the 

management leads to all transformational programmes, including 

productivity plans 

10 March 

2016 

4 Directors’ Development session – Directors reviewed portfolios and key 

responsibilities (corporate and statutory) including delivery of the Plan on 

a Page (PoaP) 

14 March 

2016 

5 Alternate project management frameworks – we reviewed other project 

management systems as potential options for the CCG to adopt to support 

project planning and delivery instead of SharePoint 

March and 

April 2016 

6 Using the P3M3 model, we assessed the CCG’s level of maturity in its 

application of the principles of project management in order to identify the 

key practices that need to be embedded within the organisation to improve 

our capability – demonstrating a level of ‘grip’. 

April 2016 

 

7 Executive development session with Directors and Executive GPs:  we 

aligned strategic clinical and managerial leads to our plan on a page 

priorities including the productivity plan 

19 April 

2016 

8 Review of the Gateway process – we mapped this business process to 

understand the current state and make improvement 

21 April 

2016 

9 Workshop with Management Leads – we shared with management leads 

the proposed approach to detailed planning and gave an overview of the 

project management tool to support delivery 

04 May 

2016 

10 Development session with Directors – this will be to review the 

governance process to ensure it is fit for purpose in relation to the delivery 

of the Strategic priorities in our Operational Plan for the next year. 

23.5.16 
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Key Points 
The expected outcomes of this process are: 

 Evidence of robust planning to support effective implementation – avoid 
‘rushing’ to delivery.  

 Through the P3M3 assessment, we have identified areas for 
development/improvement in how we manage our project management 
processes across the 7 domains and can agree the corrective action to 
be put in place.  

 Clarity for the Management Leads on organisational expectations in 
relation to managing and controlling projects, including the project tools 
to support delivery and reporting. 

 Clarity on strategic clinical and managerial leadership for the PoaP 
including roles and expectations. 

 An interim proposed reporting format for the monthly Executive 
Committee assurance report on the Operational Plan transformation 
programmes 2016/17 whilst we finalise our proposed project 
management framework and tools to support project delivery. From 
June 2016. 

 
5.2  Reporting and monitoring progress against plan 

The format of the monthly assurance report used to update the Executive 
Committee and Governing Body on progress against our operational plan 
has a number of perceived limitations, including: 

 Information included is not current; 

 Lengthy narrative format makes it difficult to discern whether 
projects/programmes are on track; 

 Identification of risks and issues and corrective action are not explicit; 

 There is duplication in reporting – monthly reporting through the 
assurance report is supplemented in some strategic areas, for 
example, Continuing Health Care (CHC), Learning Disabilities, by 
scheduled quarterly reports to the Executive Committee. 

 Some programmes also report externally and report against set 
metrics, for example, Learning Disabilities. 

 Dual running – the Out of Hospital programme has its own PMO and 
project management framework, providing monthly reports to the Out of 
Hospital Programme Board as well as to the Executive. 

 Some projects (‘children’) have multiple Committees (‘parents’) to 
report to, for example, QIPP to Executive Committee within the Finance 
Report and to Audit Committee 
 

5.2.1 Next steps 
It was proposed to the Executive Committee in May that whilst we 
finalise the project management framework for the CCG that an 
interim reporting solution be put in place however with the aim to 
develop a standard monthly highlight report to the Executive 
Committee from each programme.  
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The Executive considered and accepted the proposal regarding 
the interim format and agreed with the principle of a standard 
highlight report for all programmes but wanted assurance that the 
detail behind the report would be accessible. 

The Executive was also asked to note that:  

 The detail included in a monthly highlight report would be 
variable due to the differing levels of project maturity (some 
transformation programmes are existing priorities from 
2015/16, whilst others are new and need to be scoped). 

 The governance arrangements are being reviewed which 
should contribute to addressing two issues outlined in section 
5.2: ‘children’ with multiple ‘parents’; and duplication in 
reporting (some areas reporting monthly and quarterly) as well 
as externally.  

 
Authors:   Matt Thubron 

 Deputy Head of Contracting, Performance and Business 
 Intelligence 

 
    Helen Steadman 
    Strategy and Planning Manager 
 
Sponsoring Director:  Debbie Burnicle 
    Deputy Chief Officer 
 
Date:    9th May 2016 
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 CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

24 May 2016 

Report Title: 
Operational Plan  
 

Purpose of report 

The purpose of this report is to provide an update on the CCG’s 2016/17 Operational Plan building 
on a paper presented on 29th March 2016 in which information about national planning 
requirements and the content of the CCG’s draft Operational Plan submission to NHS England 
were shared. This report presents the final Operational Plan 2016/17 submitted on 18th April to 
NHS England for ratification. 

Key points, risks and assurances 

NHS Planning Guidance, Delivering the Forward View: NHS planning guidance 2016/17 – 2020/21 
signaled the requirement to develop two separate but interconnected plans: 
 

 A five year, place-based ‘Sustainability and Transformation Plan’ (STP); and 

 A one year, organization based operational plan for 2016/17 
 
This report focuses on the latter and builds upon the March report to the Governing Body which 
focused on the content of the narrative operational plan. 
 
This report sets out how the 2016/17 operational plan meets the national planning requirements for 
CCGs and highlights the assurance and submission process.  
 
The report concludes by outlining key activities undertaken during March and April to move from 
developing the plan to preparing for its delivery. 

Recommendation/Action Required 

The Governing Body is asked to:  

 note the CCG’s priorities detailed in the appended plan and summary Plan on a Page. 

 Note the submission and assurance process and timetable. 
 

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  
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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 

No 

Are the identified risks on the risk register?  

Not applicable 

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

Presentations on the Plan on a Page and policy context were made to the Governing Body at the 
December and February development sessions.  
A report was provided at the Governing Body’s meeting in March along with the draft Operational 
Plan and Plan on a Page submitted to NHS England on 02 March 2016. 

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. Some of 
this is being sourced non recurrently from expected 
underspend on the running cost budget.   
 

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 Plan on a Page 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 
2016/17 Operational Plan 

24th May 2016 
 
1. Purpose 

The purpose of this report is to provide an update on the CCG’s 2016/17 
Operational Plan building on a paper presented on 29th March 2016 in which 
information about national planning requirements and the content of the CCG’s draft 
Operational Plan March submission to NHS England were shared. This report 
presents the final Operational Plan 2016/17 submitted on 18th April to NHS England 
for ratification. 

 
2. Policy context 

NHS Planning Guidance, Delivering the Forward View: NHS 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.  

A separate report has been provided on the STP. 

The 2016/17 Better Care Fund (BCF) policy framework was published in January 
2016 setting out the framework for implementation in 2016/17. Annex 4 of the 
shared national planning guidance, Better Care Fund Planning requirements 2016-
17, published in February 2016, outlined BCF plan development, including national 
conditions, metrics, as well as assurance and sign off. 
 

3. 2016/17 Operational Plan 
The 2016/17 operational plan (the ‘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 and the 
CCG allocations for the next 5 years. The March report summarized the content of 
the plan. 
 
NHS organisations must use their one year operational plan to deliver nine essential 
requirements (‘must-dos’).  
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1. The Sustainability and Transformation plan 

2. Aggregate financial balance 

3. Sustainability and quality of general practice 

4. Access standards for A&E and ambulance waits.  

5. Access standards for referral to treatment for planned care.  

6. Access standards for referral to treatment for cancer services (62 days)   and 
one-year survival rates.  

7. Access standards for mental health crisis services and psychological 
therapies and dementia diagnosis rates 

8. Improvements in learning disability services.  

9. Improvements in quality. 

  
The CCG demonstrates in its plan (appended) how it will deliver the above 
requirements: 

 The CCG’s Chief Officer is Chair of Sunderland’s System Resilience and 
Transformation Board (‘Transformation Board’) which agreed in January to be the 
mechanism to develop the Sunderland element of the place based Sustainability 
and Transformation Plan (STP). 

 Taking account of the CCG allocations over the next five years, a refresh of the 
five year financial plan has identified the need for the CCG to deliver £39m 
productivity savings from 2016/17 to 2018/19. The CCG has plans to deliver the 
expected savings in 2016/17.  Further work is required to address the financial 
gap in future years including addressing unwarranted variation in demand by 
implementing the ‘NHS RightCare’ programme. Hospital providers will also be 
expected to deliver efficiencies informed by the Lord Carter productivity 
programme.  The Transformation Board is leading a cross city approach to 
delivering aggregate financial balance across the system. 

 Delegated commissioning responsibility for General Practice services enables 
the CCG to further improve the quality and sustainability of general practice 
services. Plans for 2016/17 are to increase capacity and build the workforce. 

 The CCG has worked closely with hospitals to ensure sufficient activity is 
commissioned to deliver and sustain access standards for A&E, ambulance, 
planned care and cancer services. The Transformation Board will continue to 
provide leadership and oversight of the ability of the system to flex to changes in 
demand and capacity. 

 The CCG will place more emphasis than in previous years on transforming care 
and improving the outcomes for people affected by cancer. We will ensure that 
the national cancer strategy is implemented in Sunderland. 

 The CCG remains committed to the requirement for parity of esteem between 
physical and mental health and expects to deliver the IAPT and first episode of 
psychosis access standards in 2016/17. In addition the CCG is committed to 
maintaining a 70% dementia diagnosis rate in 2016/17. 

 The CCG has a dedicated lead to ensure focus on improving learning disability 
services. 

 Quality is at the centre of our Vision and Values. The CCG Quality team will 
continue to play a key role in ensuring services commissioned on behalf of the 
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residents of Sunderland are of the highest quality; that patients receive clinically 
effective care and have a positive experience; and that services are safe. 

 
3.1 NHS England submissions 

The submission and assurance process followed the following timetable: 
 

First submission of full draft 2016/17 operational plan  08 February 
2016 

CCG received joint assurance report from Cumbria and North East 
team of NHSE on 08 February submission 

22 February 
2016 

Interim submission of 2016/17 operational plan  02 March 
2016 

Second submission of 2016/17 operational plan  18 March 
2016 

CCG received joint assurance report from Cumbria and North East 
team of NHSE on 02 March submission 

18 March 
2016 

Submission of final 2016/17 operational plan 18 April 
2016 

 
In addition to the narrative plan (appended), the CCG submitted detailed finance 
and activity templates; a system operational resilience template; finance plan; and 
annual commissioned activity for 2016/17, based on 2015/16 forecast outturn, 
profiled monthly.  

 
The CCG is awaiting feedback from NHS England on its submission understanding 
that final submissions will undergo regional and national moderation. 

 
4. Better Care Fund Plan 

The BCF plan has been progressed through a parallel process. There have been 
submissions during March and April.  The submission and assurance process 
followed the following timetable: 
 

First BCF submission consisting of BCF planning return only  02 March 
2016 

Second submission, following assurance and feedback, consisting of:  

 Revised BCF planning return  

 High level narrative plan 

21 March 
2016 
 
 

Final BCF plan submitted 03 May 
2016 

Section 75 agreement to be signed and in place    
 

30 June 
2016 

 
The original deadline for the signed off BCF plan was deferred from 25th April to 3rd 
May in line with the change in final submission date for CCG operational plans from 
11th to 18th April. The BCF Plan is overseen by the Health and Social Care 
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Integration Board and signed off by the CCG; LA and the Health and Wellbeing 
Board. 

 
5. Planning for delivery 

Since the March report to Governing Body, the plan has been refined and finalised 
taking on board feedback and recommendations from the Cumbria and North East 
team of NHSE and taking account of on-going contract negotiations. The following 
actions have also been undertaken to move from developing the plan to planning for 
delivery: 
 

 Assigned CCG officers to all transformational programmes, including 
productivity plans, as management leads.  

 Aligned strategic managerial and clinical leads to the priorities in the plan.  

 Agreed, with sign off and support from NHSE, the three local outcome 
measures for 2016/17 Quality Premium included on the Plan on a Page. 

 Shared the plan with our practices through localities and the March TITO and 
with patients and the public in April at Sunderland Health Forum meetings. 

 Shared the plan with Sunderland’s Health and Wellbeing Board providing 
assurance on the alignment of the content and priorities of the CCG plan with 
Sunderland’s Joint Health and Wellbeing Strategy. 

 Reviewed the CCG’s project management framework and, although not 
concluded, are seeking to improve the organization’s capabilities to plan, 
manage and monitor projects and implement a revised approach.  

 
An outstanding action being progressed is a review of governance arrangements to 
support programme delivery. 

 
6. Recommendations 

The Governing Body is asked to:  
 

 note the CCG’s priorities detailed in the appended plan and summary Plan on a 
Page. 

 Note the submission and assurance process and timetable. 
 

Author:   Helen Steadman 
    Strategy and Planning Manager 
 
Sponsoring Director: Debbie Burnicle 
    Deputy Chief Officer 
 
Date:    12th May 2016 
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Introduction 

1. 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. 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.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 Sunderlan
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4. Health of the population in Sunderland 
 

This section provides a short summary of the health of the population of Sunderland. 
Identifying causes of poor health helps us to identify those groups at highest risk of 
experiencing poor health and this in turn helps us to prioritise and target interventions to 
improve health where they are most needed. 

More information about the health of our population can be found in Sunderland’s Joint 
Strategic Needs Assessment (JSNA) which can be accessed via the Sunderland City 
Council website.  

The section concludes by identifying the key health challenges facing the NHS in 
Sunderland.  

4.1 Population profile  

Sunderland has a population of around 277,000
1
 and it has fallen from close to 300,000 

in the early 1990s, due in part to outward migration of younger working age people.   

Recently, this fall has levelled out and the population is predicted to rise to around 

280,000 by 2030.
2
  

Compared to England, the population of Sunderland has a higher proportion of 

older people who use health and social care services more intensively than any other 

population group.  Sunderland has also seen an increase in the population of people 

from black and minority ethnic groups, though the City is less ethnically diverse than 

the England average.  The age distribution of people from black and minority ethnic 

groups is generally younger than for white groups in the City.  Predicted patterns of 

migration suggest that the increase in the ethnic diversity of the population of 

Sunderland is likely to continue over the next 20 years. 

4.2 Deprivation and disadvantage 

The Sunderland population experiences a higher level of social and economic 

disadvantage than the England average and there is a strong link between high 

levels of socioeconomic disadvantage and poor health.  The English Indices of 

Deprivation 2015
3
 are based around seven domains: income, employment, health, 

education, crime, barriers to housing and living environment.  They show that 38% of 

the Sunderland population live in areas that are among the 20% most 

disadvantaged across England. 

                                                           
1 Source: Mid-2014 population estimates for English local authorities.  Office for National Statistics: June 2015 

2
 Source: 2012-based Subnational Population Projections for Local Authorities in England.  Office for National 

Statistics: May 2014. 
3
 Source: English Indices of Deprivation 2015.  Department for Communities and Local Government: September 

2015. 

http://www.ons.gov.uk/ons/publications/re-reference-tables.html?edition=tcm%3A77-368259
http://www.ons.gov.uk/ons/publications/re-reference-tables.html?edition=tcm%3A77-335242
https://www.gov.uk/government/statistics/english-indices-of-deprivation-2015
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4.3 Life expectancy challenge 

Whilst average life expectancy at birth has improved, the City continues to lag behind 

the England position and the people of Sunderland live, on average, shorter lives than 

the England average
4
  They also live, on average, a greater part of their lives with illness 

or disability which limits their daily activities (see Figure 1).  

Figure 1: Gaps in Life Expectancy and Healthy Life Expectancy, Sunderland compared 

to England5  

 

A breakdown of the life expectancy gap, separately for men and women, shows those 

health conditions that lead to more early deaths among the Sunderland population 

compared to England as a whole (see Figure 2). 

Figure 2: Gaps in Life Expectancy between Sunderland and England, by cause of 

death, 2010-2012
6
  

                                                           
4
 Source: Life expectancy at birth and at age 65 by local areas in England and Wales, 1991-93 to 2012-14.  

Office for National Statistics: November 2015 
5
 Sources: Healthy Life Expectancy at Birth for Upper Tier Local Authorities: England 2011 to 2013. Office of 

National Statistics: March 2015; Life expectancy at birth and at age 65 by local areas in England and Wales, 
1991-1993 to 2012-14. Office of National Statistics: March 2015; 
6
 Source: Segment Tool 2015: Segmenting Life Expectancy Gaps by Cause of Death. Public Health England: 

January 2015 

http://www.ons.gov.uk/ons/publications/re-reference-tables.html?edition=tcm%3A77-418735
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Just over 70% of the life expectancy gap between Sunderland and England is linked 

to higher mortality rates from cardiovascular diseases, cancers and respiratory 

diseases. Preventing premature deaths due to these causes therefore remains a priority 

for health partners and requires a targeted approach to reducing the gap in life 

expectancy.   

The Out of Hospital programme within this plan has a strong focus on identifying and 

managing long term conditions that cannot, at present, be cured but can be controlled by 

medication and/or other treatment.  The plan includes focuses on prevention at 

organisational and whole system approach to prevention and the promotion of self-care. 

4.4 Lifestyle factors affecting health outcomes  

There are many opportunities to reduce the burden of preventable disease on the 

people of Sunderland.  Although death rates have fallen, these declines have not been 

matched by similar declines in levels of illness in the population, so people live longer 

with diseases.  We therefore need to act to address the causes of ill health as well as 

the causes of premature mortality, to reduce risk exposures, to support healthy 

behaviours, to better manage long term conditions, and to mitigate the effects of 

socioeconomic deprivation. 

Unhealthy lifestyles remain a key cause for our increased rates of premature death. 

Many people in Sunderland continue to follow unhealthy lifestyle behaviours when 

compared to England (see Figure 3).     
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Figure 3: Key indicators of health-related lifestyle, Sunderland compared to 
England

7
 

 

 

4.5 Mental health and emotional resilience 

Mental health problems represent the largest single cause of disability in the UK.
8
 One in 

four adults will experience at least one diagnosable mental health problem in any given 
year and one in ten children aged 5-16 have a diagnosable mental health problem. 

In recent years there has been increasing recognition of the impact of mental illness on 
the population. Differences in the allocation of resources between mental and physical 
health, with historic underinvestment in mental health care across the NHS, are being 
addressed through the ambition of ‘parity of esteem’. 

As many of the risk factors for mental illness are linked to deprivation, it is unsurprising 
that Sunderland experiences a relatively high burden for mental ill health with higher 
recorded prevalence of depression recorded on GP systems, high levels of prescribing 
antidepressants and high burden on mortality. 

There is a mental health rapid assessment interface and discharge (RAID) team based 
in Accident & Emergency at Sunderland Royal Hospital. The team seeks to identify and 
support people in distress of suffering mental health problems presenting in Accident & 
Emergency. 

                                                           
7
 Sources: Public Health Outcomes Framework for Sunderland (Updated November 2015). Public Health 

England: November 2015; Local Authority Profiles for England. Local Authority Indicators for Crime and 
Consumption (Updated September 2014) Public Health England: September 2014; 2012 Lifestyle Survey for 
Gateshead, South Tyneside and Sunderland. NHS South of Tyne and Wear 
8
 Source: The Five Year Forward View for Mental Health: Independent Mental Health Taskforce to the NHS in 

England: February 2016 
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Self-harm has been identified as an issue of concern for Sunderland. Rates of 
hospital admission for self-harm in young people aged 10 to 24 have risen and above 
the England rate. A self-harm needs assessment will be undertaken alongside as 
suicide audit.  

4.6 Getting the best start  

Giving every child the best start in life is essential for reducing health inequalities across 
the life course. What happens during those early years has a lifelong impact on many 
aspects of health and wellbeing. 

There are 61,000 children and young people aged 0-19 years in Sunderland.
9
 Their 

health and wellbeing is generally worse than for England overall, with many persistent 
challenges. Reducing the numbers of children and families living in poverty is a 
key underpinning approach to giving every child the best start in life. Sunderland’s Joint 
Health and Wellbeing Strategy has a strong focus on early years.

10
 

Sunderland has higher levels of children living in poverty
11

. Sunderland also has 
higher levels of young people aged 16 to 18 who are not in education, employment 
or training

12
 than the England average. 

Whilst there have been recent improvements in relation to some of these issues (e.g 
reduction in teenage conception rates, levels of smoking throughout pregnancy and 
prevalence of childhood obesity) outcomes remain worse than for England. Rates of 
breastfeeding have yet to show sustained improvements. The mental health and 
emotional resilience of children and young people also needs to improve.  

Addressing teenage pregnancy, child obesity and emotional wellbeing and resilience are 
an important part to give all our children the best start in life.  

4.7 Key health challenges for the City 

A summary of the high level health challenges for Sunderland is as follows: 

 Responding to changes to the population structure of the City, including 
reductions in children and younger working age adults, a growing elderly 
population and increasing ethnic diversity. 

 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, including for people with multiple unhealthy behaviours. 

 Preventing premature deaths from cancer, cardiovascular disease and 
respiratory disease. 

 Managing the likely increase in the level of long term conditions, including 
increasing proportions of the population with multiple long term conditions. 

 Delivering better integrated and more seamless 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 

                                                           
9
 Source: Mid-2014 population estimates for English local authorities. Office for National Statistics: June 2015 

10
 Sunderland’s Joint Health and Wellbeing Strategy: Sunderland Partnership. October 2012 

11
 Source: Child poverty in the North east: 2015 Monitoring report. North East Child Poverty Commission: 

December 2015 
12

 Source: Public Health Outcomes Framework for Sunderland (Updated November 2015). 
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5. Delivering the Five Year Forward View (5YFV) 
 

5.1 Develop a sustainability and transformation plan  

The Sunderland System Resilience and Transformation Board met 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 in January 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 ‘Northumberland Tyne and 
Wear’ 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.  
 
In March, the Board discussed the challenges facing the Sunderland system in relation 
to the FYFV. They assessed where there are gaps by describing what the system is 
doing to meet the challenges. Where gaps were identified, they discussed whether these 
are priorities and how the system should respond.  
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The Board will continue to lead the development of the STP for Sunderland and delivery 
across all organisations. 
 

We aim to use the existing All Together Better multi-agency Communications and 
Engagement group as 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. 

5.2 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 CCG and CHSNHSFT and STFT have continued to 
work together during February and March to progress the understanding of the size of 
the gap. A key next step is a Local Health Economy meeting in April with Sunderland 
and South Tyneside CCG Chief Finance Officers, FT Finance Directors, commissioning 
and medical leads, facilitated by Deloitte, to look at system productivity. 

5.3 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. 

5.3.1 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. 

5.3.2 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 has been supported 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 has been supported 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. 

5.3.3 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.  

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 
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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 

5.4 Deliver access standards for A&E and ambulance waits 

5.4.1 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 improvement trajectory. 

 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. 

 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 
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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 based on 
improvements seen in 2015/16.   

Accident and Emergency activity 

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. 
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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 CCG has modelled through an overall growth in non-electives of 
0.1% which is almost a static position from the previous year.  Initial growth estimations 
suggested a higher level of growth but the impact of our Out of Hospital transformation 
programme will reduce non-elective activity in 2016/17 back to 2015/16 levels.  Despite 
this modelling, the CCG has included an element of contingency meaning final 
submissions show a 1% growth in non-electives in 2016/17.  The expectation is to 
deliver as a minimum, the 0.1% growth position. 

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. 

5.4.2 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.  

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. 

5.5 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.  



17 
 

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 of 2015/16 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 
capacity issues and understand system wide actions that could be taken to help reduce 
demand.  An additional consultant has been recruited which will help ease some of the 
capacity pressures with discussions on-going around further recruitment.  The CCG and 
CHS NHSFT looked back at the issues identified in 15/16 around gastroenterology and 
have agreed proactive actions to alleviate pressures on CHS NHSFT which includes 
proactive identification of additional capacity in the Independent Sector if it should be 
needed.   

We will continue to work with our GP practices through our established locality model to 
help manage referral processes away from pressure areas using:  
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 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 7% decrease in elective activity in 2016/17 over 2015/16 
forecast out turn as at month 9 (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 CCG has also included an additional 923 day case spells which act as a 
contingency due to pressures in gastroenterology and respiratory medicine. 

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: 

 Standardising care – a Task and Finish group, with clinical leadership from an 
Executive GP, has met from early March to support productivity plans in 2016/17 
by addressing unwarranted clinical variation in general practice. The focus will be 
current performance pressures of gastroenterology 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 
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, 
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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. 

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. 

5.6 Deliver 62 day cancer waiting standard 

We continue to show improvements in all cancer standards. 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.  

Due to pressures at CHS NHSFT relating to Urology and capacity for diagnostics in 
particular, the CCG have agreed an improvement trajectory for Cancer 62 Day 
performance.  This means that performance will drop below the 85% standard in July 16 
and August 16 where CHS NHSFT will be focusing on treating a backlog of patients.  
From September 16 onwards, CHS NHSFT and the CCG will deliver the standard 
each and every month thereafter. 

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 pathways and a 0.6% growth in 
62 day pathways in 2016/17. We are working with CHS NHSFT to implement the 
recovery plan, submitted to NHS Improvement in 2015/16, which is aligned to the 
delivery of the agreed improvement trajectory.  The plan details key actions that are 
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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 2.9% growth in diagnostics overall. Due to increased gastroenterology 
demand, the CCG has worked with Independent Sector providers and other local 
providers to ensure the required capacity is in the system to deliver the standards.  This 
will continue in 2016/17 until work is carried out to manage the demands into secondary 
care. 

5.7 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. 

5.8 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. 

5.9 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 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. 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 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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6. Our outcome ambitions 
Through the delivery of our transformational programmes we expect to make significant 
progress against the outcomes under the five domains of the NHS Outcomes 
Framework. 

Outcome domain Indicator Outcome ambition by 
2019 

1.  
Preventing people from 
dying prematurely 

Securing additional years of 
life for people with treatable 
mental health and physical 
health conditions 

Reduce years of life lost by 
15% 

2.  
Enhancing quality of life 
for people with long 
term conditions 

Improving the health related 
quality of life for people with 
one or more long term 
condition including mental 
health conditions 

Improve health related 
quality of life for people with 
a long term condition by 
8.9%  

3.  
Helping people to 
recover from episodes 
of ill health or following 
injury 

Reducing the amount of 
time people spend 
avoidably in hospital  

Reduce emergency 
admissions by 12% 

4.  
Ensuring that people 
have a positive 
experience of care 

Increasing the number of 
people with mental and 
physical health conditions 
having a positive 
experience of care outside 
hospital in general practice 
and in the community 

Improve patient experience 
of out of hospital care by 
8% 

5. 
Ensuring that people 
have a positive 
experience of care 

Increasing the number of 
people with mental and 
physical health conditions 
having a positive 
experience of hospital care 

Improve patient experience 
of hospital care by 7.2% 

 

In addition to these national outcome measures we will also aim during 2016/17 to make 
improvements against the three local measures set out in section 7. 
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7. Quality Premium 
 
The Quality Premium (QP) scheme is about rewarding clinical commissioning groups 
(CCGs) for improvements in the quality of the services they commission. The scheme 
also incentivises CCGs to improve patient health outcomes and reduce inequalities in 
health outcomes and improve access to services.  

The 2016/17 scheme has been designed to support the delivery of the major priorities 
for the NHS, as set out in the Five Year Forward View, and in the NHS Mandate.  
 
This year, there are four national measures worth 70% of the QP in total:  

‾ Cancer (20%);  
‾ GP Patient Survey (20%);  
‾ E-Referrals (20%);  
‾ Improved antibiotic prescribing in primary care (10%).  

 
The local element of the scheme (30%) is focused on the Right Care Programme, 
providing an opportunity for CCGs to engage partners in driving improvements that will 
help maximise the value for patients and the whole population.  

 
In Sunderland the three local measures we have selected and the level of improvement 
are set out below with the rationale for the choice: 
 

Local Outcome Measure Level of Improvement Rationale 

Reduce the number of 
injuries from falls for ages 
65+ 

6.5% reduction in 2017 
equating to 66 emergency 
admissions 

Falls is a priority of 
Sunderland’s Health and 
Wellbeing Board. Selection 
is also related to the 
transformed service 
provision (section 8.1.1) on 
at risk of hospital admission 
patient cohorts - frail older 
people with 2 or more LTCs 
and other people with one 
or more long term condition, 
who together are in the top 
3% 

Reduce short stay 
emergency admissions for 
ages 75+ 

14% reduction in 2017 
equating to 260 emergency 
admissions 

Improving outcomes for 
patients by creating better 
integrated care outside of 
hospital reducing 
unnecessary hospital 
admissions is the focus of 
our major Out of Hospital 
transformation programme 
in 2016/17  

Maintain the number of 
smoking quitters at 2015/16 
levels 

7.5% of the population 
(3,800 smokers) accessing 
stop smoking services in 
2017 which equates to 1,750 
people quitting smoking in 

Smoking is a priority of 
Sunderland’s Health and 
Wellbeing Board. Reduction 
of smoking will have a 
positive impact upon: lung 
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2016/17. cancer; COPD; children’s 
health; heart disease; areas 
identified by NHS Right 
Care and the CCG’s Plan 
on a Page  
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8. Improvement interventions 
 

8.1 Our progress so far 
 
In 2014/15 (year 1 of our 5 year strategy) we identified ten 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. 
 

8.1.1 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): 
 
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.  
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 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.  

 
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 
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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. 
 
8.1.2 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. 
 
8.1.3 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. 
 

8.1.4 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;  

 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. 
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8.1.5 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. 

8.1.6 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. 

8.1.7 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. 

8.1.8 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 
assessed within the 28 day target and less rework. The nursing team are also on target 
to deliver the restitution cases by October 2016.  

8.1.9 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 
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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. 

8.2 CCG plan on a page 
 
 

The CCG plan on a page, shown overleaf, summarises the following: 
 
 

 CCG Vision; 

 Strategic Objectives; 

 Outcome ambitions; 

 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 
 

 

 

 

 

 

 

 



32 
 

8.3 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 NHS Right Care 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. 

8.3.1 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. 
 
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 
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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” (SoTHG), and embark on 
an ambitious programme of reconfiguring services across South of Tyne in a way that 
delivers the best patient outcomes. 
• First SoT Group Board 12 April, 
• Full FT Board to Board to approve MOU 28 April,  
• Phase 1 clinical reviews commencing April  

 
 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.   

8.3.2 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. 

 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 
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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. 

8.3.3 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 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 
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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. 

8.3.4 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. 

 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. 

8.3.5 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 
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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. 

8.3.6 Children 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. 

 

 

 

 

 

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. 

8.3.7 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.   

Commissioning Strategy for Children and Young People 

CAMHS 

Transformational 

Plan 

Safeguarding SEND Maternity & early 

years 
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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. 

8.3.8 Cancer 

We know that cancer is the condition that leads to more early deaths in Sunderland 
compared to England. Cancers account for 17.9% of the gap between Sunderland and 
England for male life expectancy and 29.1% of the gap between Sunderland and 
England for female life expectancy.   

With 871 deaths, cancer was the most common cause of death in Sunderland in 2014 
(around 30% of all deaths, compared to around 29% of all deaths across England).  
Four common cancers – lung cancer, prostate cancer, breast cancer and colorectal 
cancer account for 50% of all deaths in Sunderland compared to 46% of all deaths 
across England. 

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 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. 

8.3.9 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. 
Circulatory diseases account for 18.4% of the gap between Sunderland and England for 
male life expectancy and 13.15% of the gap between Sunderland and England for 
female life expectancy.   

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 8.3.3), to improve quality and 
develop a local Quality Premium focused on outcomes, could support this work. 
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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.  

8.3.10 Prevention 

Whilst we will continue to build prevention into our transformation programmes as 
described in section 8.1.9, 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, 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. 

8.3.11 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 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.  
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9. 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 has 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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10. 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 is currently developing the detail of additional QIPP schemes in order to ensure the 
unidentified QIPP is addressed in final plans submitted in April 2016. 

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 

Maintain the 

number of 

smoking quitters 

at 2015/16 levels 

Reduce short 

stay emergency 

admissions for 

ages 75+ by 14% 

in 2016/17 

Reduce the 

number of injuries 

from falls for ages 

65+ by 6.5% in 

2016/17 

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 £39m 

Delivery of prescribing savings 

£5m  

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 6.0 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 

24 May 2016 

Report Title: 
Sustainability and transformation plan 
2016/17 to 2020/21 
 

Purpose of report 

The purpose of this report is to provide an update to the Governing Body on the national 
requirement to take a place-based approach to planning and to produce a five year 
sustainability and transformation plan to transform the way that health and care is planned 
and delivered for the populations within a geographic footprint. 
 

Key points, risks and assurances 

Key points 
 
The NHS planning guidance  requires the production of a five year sustainability and 
transformation plan (STP), which is place based to drive the NHS five year forward view 
(Forward View). There are 44 STP footprints across England and NHS Sunderland CCG is 
a partner in the Northumberland, Tyne and Wear STP in the northern region.  
 
The STP is an ‘umbrella plan’ holding underneath it a number of different delivery plans, 
some of which will necessarily be on different geographical footprints, for example the 
South Tyneside and Sunderland Local Health Economy (LHE) plan. 
 
The STP has central money attached. From 2017/18 onwards STPs will be the single 
application and approval process for sustainability and transformation funding.  
 
This report provides an overview of the process and timetable for development of the 
Northumberland, Tyne and Wear STP. It also describes the South Tyneside/Sunderland 
LHE plan development sitting below the NTW STP including draft governance for the 
reconfiguration of the acute model of care. The paper sets out how the LHE will work jointly 
on other areas, for example system financial sustainability and explains the role of 
Sunderland’s system resilience and transformation board in developing the Sunderland 
element of the LHE plan which will be part of the final submission at the end of June. 
 

Recommendation/Action Required 

 
The Governing Body is asked to:  

 note the process and timetable to develop the STP; and  

 note the role of the Transformation Board in developing the LHE plan sitting below 
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the NTW STP. 

 note the current version of the NTW STP 
 

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 

Presentations on the policy context were made to the Governing Body at the December 
and February 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 STP 
and LHE plans 
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Has there been appropriate 
clinical engagement?  

The CCG Clinical Chair, LMC and GP Federations are 
members of the Transformation Board.  
Clinicians will lead the review of the key clinical pathways 
identified in the acute configuration model. 

Any current or expected 
impact on patient 
outcomes/experience? 
 

The expectation is that the place based approach will 
transform care and improve health outcomes by 
delivering the vision of the Forward View. 

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

Local authorities and NHS providers are partners in 
developing the STP and LHE plans.  
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Governing Body 
 

Sustainability and transformation plan 2016/17 and 2020/21 
 

24th May 2016 
 
1. Purpose 

The purpose of this report is to provide an update to the Governing Body on the 
national requirement to take a place-based approach to planning and to produce a 
five year sustainability and transformation plan to transform the way that health and 
care is planned and delivered for the populations within a geographic footprint. 

 
2. Background and policy context 

The NHS Planning Guidance sets out the national priorities and longer term 
challenges for local healthcare systems, together with financial assumptions and 
business rules for the coming year. For the first time, this year’s guidance requires 
the production of a five year sustainability and transformation plan (STP), place 
based, and driving the NHS five year forward view (Forward View) for the period 
October 2016 to March 2021.  
 
Sustainability and transformation plans cover all areas of England and need to 
address a series of national challenges which fall broadly into three themes: 
improving health and wellbeing, improving quality and developing new 
models of care and improving efficiency to achieve financial balance. 
 
Clinical commissioning groups (CCGs), Local Authorities and NHS providers have 
to been asked to come together to form 44 STP ‘footprints’ across England to 
create and deliver the sustainability and transformation plans. The guidance 
indicates that footprints are of a scale to enable transformative change and the 
implementation of the Forward View vision of better health and wellbeing, improved 
quality of care and stronger NHS finance and efficiency.  
 
Success in the current context (sustained squeeze on funding and ever increasing 
demand) depends on people and organisations working together across local areas 
- not organisations working alone. 
 
It is understood that the STP is an ‘umbrella plan’ holding underneath it a number of 
different delivery plans, some of which will necessarily be on different geographical 
footprints (section 4).  
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Since the publication of the national planning guidance in December, further 
guidance was issued in February outlining the process and timetable to develop 
STPs; this is described in section 3. In March, NHS England (NHSE) released a 
STP template for the first submission in April comprising a slide pack to provide 
information on: 

 Leadership, governance and engagement; 

 Improving the health of people in your area – understanding the gap; 

 Improving care and quality of services - understanding the gap; 

 Improving productivity and closing the financial gap - understanding the gap; 

 Emerging priorities – actions to close the gaps; and 

 Support needed. 
 
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. From 2017/18 onwards sustainability and 
transformation plans will be the single application and approval process for 
transformational funding with the most credible plans – judged on a number of 
criteria – securing the earliest funding.  
 
Full sustainability and transformation plans are due for submission at the end of 
June 2016. Plans will be assessed in July. 

 
3. Northumberland, Tyne and Wear sustainability and transformation plan 

Sunderland CCG is a partner in the Northumberland, Tyne and Wear STP footprint 
along with:  

 4 CCGs (Newcastle Gateshead; Northumberland; North Tyneside; and South 
Tyneside); 

 6 Local Authorities (Newcastle upon Tyne City Council; North Tyneside Council; 
Northumberland County Council; South Tyneside Metropolitan Borough Council; 
and Sunderland City Council); 

 7 NHS providers (City Hospitals Sunderland NHSFT; Gateshead Health NHS FT; 
Newcastle upon Tyne Hospitals NHS FT; Northumbria Healthcare NHS FT; 
Northumberland, Tyne and Wear NHS FT; North East Ambulance Service NHS 
FT; and South Tyneside NHS FT). 

 
There are three vanguards and one Integration Pioneer within the NTW footprint: 

 Northumberland integration board (PACs); 

 Sunderland CCG and Sunderland City Council multi-specialty community 
provider (MSCP); and 

 Newcastle Gateshead CCG (Care Homes) 

 South Tyneside - Pioneer 
 

The North East Urgent Care Network (UECN) crosses this footprint.  
 
The NTW STP has a population of 1.5m people covering three Local Health 
Economies (LHEs): 
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 Newcastle Gateshead 

 North Tyneside and Northumberland 

 South Tyneside and Sunderland 
 
Mark Adams, Chief Officer from Newcastle Gateshead CCG, has been appointed 
the NTW STP lead and will work with three LHE links. The draft governance 
structure is set out below: 
 

 
 
The submission and assurance process for the development of the NTW STP has 
followed the following timetable: 
 

First draft submission to Cumbria and North East NHSE 06 April 2016 

Second submission to Cumbria and North East NHSE 15th April 2016 

Cumbria and North East STP peer review (checkpoint) 27th April 2016 

Regional STP peer review event (checkpoint) 11th May 2016 

Full STP plan submitted to national bodies 30th June 2016 

 
4. South Tyneside and Sunderland Local Health Economy plan 

Three LHE plans will sit below the NTW STP and below these are the individual 
organizational plans. 
 



 NHS OFFICIAL Item: 9.15 

Page 7 of 9 

 

 NTW sustainability and transformation plan  

Local Health Economies 

Northumberland/North 
Tyneside 

Newcastle Gateshead South 
Tyneside/Sunderland 

Individual organisations 

Northumberland 
CCG 

North 
Tyneside CCG 

Newcastle 
Gateshead 
CCG 

South 
Tyneside CCG 

Sunderland 
CCG 

Federations/communities/neighbourhoods 

South Tyneside and Sunderland LHE’s vision is system wide collaboration to 
deliver better health and wellbeing, care, quality and financial stability. 

The governance structure for the South Tyneside/Sunderland LHE is depicted 
below: 

 

A memorandum of understanding has been approved by the Boards of City 
Hospitals Sunderland and South Tyneside NHSFTs to establish the South Tyneside 
and Sunderland Healthcare Group to oversee the reconfiguration of the acute 
operating model.  

As yet, there is no guidance regarding the format of the LHE plan. The content of 
this plan will be developed in collaboration with South Tyneside CCG, City Hospitals 
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Sunderland NHSFT, South Tyneside NHSFT, Sunderland City Council and South 
Tyneside Metropolitan Borough Council. This LHE plan (chapter of the NTW STP) 
will need to be concluded by the end of June in accordance with the national 
deadline.  

At this stage it is understood that the allocation and award of STF will sit at NTW 
level and be disaggregated among the STP partners- initial thinking is that this will 
be distributed on a capitation, fair share basis but this is to be confirmed. 

The LHE, supported by Deloitte, has begun to build robust financial models and 
support system consideration of the need to ensure financial sustainability across 
the LHE geographic footprint. 

The process for the development of the LHE plan has followed the following 
timetable: 

 

STP LHE Checkpoint meeting with Cumbria and North East 
NHSE 

23 February 2016 

STP LHE Checkpoint meeting with Cumbria and North East 
NHSE 

22 March 2016 

 
5. Sunderland System Resilience and Transformation Board  

The Sunderland System Resilience and Transformation Board (Transformation 
Board) continues to drive delivery of the Sunderland health and care system 
strategic plan, with executive membership from the main health and care partners 
across Sunderland.  Beneath this board there is multi-agency, multi- partner input 
into individual programme boards that report to it e.g. Urgent Care Board and Out of 
Hospital Board.  
 
In January 2016 the Transformation Board considered the system leadership 
arrangements required for the next five years in light of the national planning 
guidance and the requirement for place based plans.  It was agreed 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. Individual 
representatives agreed to engage with their Boards on the proposals and to 
continue to use the Transformation Board to develop the Sunderland element of the 
LHE within the STP. 
 
In February, each organisation shared their operational plan to ensure alignment 
and to support an integrated approach to planning. The Transformation Board has 
begun to consider how it contributes to the development of the LHE plan under the 
NTW STP, including: transformation of hospital services across Sunderland and 
South Tyneside health economies and addressing the three gaps of the Forward 
View with a particular focus on a whole system approach to prevention and 
delivering financial balance across the system.  
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In March/April, the Board discussed the challenges facing the Sunderland system in 
relation to the Forward View. They assessed where gaps existed by describing what 
the system is doing to meet the challenges. Where gaps were identified, discussion 
took place on whether these are priorities and how the system should respond.  

 
A task and finish subgroup of the Sunderland strategic communications and 
engagement group wil be established to lead the development of a communications 
and engagement strategy for the LHE plan, linking into the overall communication 
and engagement plan for the NTW footprint. 
 

6. Next steps 

 The Transformation Board will continue to be the mechanism to support a system 
approach across Sunderland to address current challenges together. 

 The LHE plan is to be developed and included in the final submission of the STP 
at the end of June.  All four executive boards across South Tyneside and 
Sunderland (including the joint DPHs with the LA) are due to meet on the 23.5.16 
to share the work to date and challenge each other e.g. about the proposed end 
state. 

 Respond to expected information about the transformation funding criteria and 
financial plans 

 To develop and implement a communications and engagement strategy on the 
acute operating model and areas of joint work across the LHE 

 Having submitted the STP, the focus needs to move to delivery. 
 

7. Current Version of the STP at NTW level 
The slide set used at the 11.5.16 checkpoint meeting with NHSI, NHSE and the 
LGA is attached as an Appendix 

 
 
8. Recommendations 

The Governing Body is asked to:  
 

 note the process and timetable to develop the STP; and  

 note the role of the Transformation Board in developing the LHE plan sitting 
below the NTW STP 

 note the current version of the NTW STP 
 
Author:   Helen Steadman 
    Strategy & Planning Manager 
 
Sponsoring Director: Debbie Burnicle 
    Deputy Chief Officer 
 
Date:    13th May 2016 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 May 24th 2016 

 
Report Title 
 

 
Chief Officer’s Report 

 
Purpose of report 

To provide an update on activities undertaken by the 
CCG Chief Officer. 

 
Key issues, assurances and risks 
 

 
Reports on key stakeholder and other issues and 
activities undertaken by the Chief Officer. 
 

 
Recommendation/Action Required 
 

The Governing Body is asked to note the content for 
information. 
 

Sponsoring Governing Body member  
(where relevant) 

David Gallagher 

Report Author 
David Gallagher 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 
      

Any relevant legal/statutory issues Nothing Specific 

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

Not directly applicable 

Any information governance issues  Not directly applicable 

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

Not reviewed elsewhere 
 
 
 

 
Equality Impact Assessment completed 
(please tick)  

Yes  No  
Not 
relevant 

 

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

 
Any additional resources needed? 
 

 
Not directly applicable 

 
Has there been appropriate clinical 
engagement?  
 

Not directly applicable 

 
Any impact on patient outcomes? 
 

Not directly applicable 

 
Has there been member/stakeholder 
engagement if needed?   
 

Not directly applicable 
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Governing Body Meeting 

Chief Officer’s Report 
24

th
 May 2016 

 

This is the time of year when we look back on the previous twelve months and forwards 

to the future. It is always a useful time for reflection on achievements made and plans to 

achieve further. 

 

We do this as an organisation – and indeed much of today’s Governing Body agenda is 

about looking back at 2015/16 – and also on a personal level in relation to reviewing 

objectives for the past year and agreeing those for the coming one. My report this 

month has a mix of both of these. 

 

Annual Report and Accounts 

 

By the time we reach this part of the agenda we will have reviewed our annual report 

and accounts, the detail of which rightly sits elsewhere on today’s agenda. In this report 

I simply want to reflect on and thank everyone for their focus, hard work and 

perseverance throughout the year, resulting in another successful year. I also want to 

thank everyone involved for the tremendous effort that results in the production of the 

annual report and accounts, whether as a member of staff at the CCG or as part of the 

internal and external audit process. 

 

Quarter 4 Assurance Meeting 

 

Another measure of the degree of success of the CCG is annual assurance from NHS 

England. Our quarter 4 assurance meeting took place with colleagues from the Cumbria 

and the North East team on Monday 16th May, where we discussed progress in the last 

few months and throughout the financial year. As soon as the official outcome of this is 

available I will share it with you. 

 

CCG 360 Degree Feedback  

 

As in previous years, CCGs have taken part in a 360 degree process with local 

stakeholders, including Healthwatch, local authorities, providers, the Health and 

Wellbeing Board, other CCGs and member practices.  
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Having had a very quick look through the survey results, which have only recently been 

received, there is a mixed bag of messages for us. The response rate from member 

practices has reduced since last year’s survey and there are number of issues which 

have scored lower this year than last and some that scored well in the first survey, 

worse last time and improved again this time. This clearly requires greater analysis than 

the initial information we have but one of the messages not to forget is that for the third 

year we compare favourably with other CCGs’ results across the North East and the 

whole country.  

 

Sustainable Transformation Plan 

 

Looking to the future, a lot of time and effort is being expended to develop the 

Sustainable Transformation Plan or STP. This concept was introduced as part of the 

NHS’ Five Year Forward View and is a place based plan, intended to describe at a 

strategic level how services will be developed over the next five years. The footprint for 

“our” STP is Northumberland, Tyne and Wear (NTW), of which we in Sunderland form a 

component with South Tyneside. A key delivery vehicle for the developing STP locally is 

the newly formed alliance between City Hospitals Sunderland and South Tyneside 

Foundation Trust. It is useful to see this arrangement develop and understand how it will 

deliver a safe and sustainable model for in hospital care that fits into the work on out of 

hospital, including general practice that is underway. 

 

The challenge for us all is to develop the NTW STP bottom up from a city, borough and 

county level to three local health economies to one overarching plan that exploits 

working at scale where it makes sense and enables locally delivered solutions. To 

complicate this, we need to (and are taking steps to ensure that we) work closely with 

neighbouring patches, especially in our case with North Durham and DDES CCGs to 

join up patient flows from north east and north Co. Durham. 

 

North East Combined Assembly Health & Social Care Commission 

 

In developing the STP, there are discussions underway to link into the emerging work 

on devolution and the NECA commission. Apart from some differences in geographical 

coverage, a number of the issues are pertinent to both the STP and devolution, 

particularly prevention at scale of smoking, alcohol and obesity. I have been involved in 

a number of discussions at a chief executive level on this both in respect to NECA and 

the STP. 

 

Following a series of listening events, including one at the Sunderland Stadium of Light 

hosted jointly by the City Council and CCG, the Commission is looking to publish a draft 

report in the summer. 
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North of England Commissioning Support Unit (NECS) 

 

The last issue for this report looking forward is two issues with North of England 

Commissioning Support and the re-procurement process nationally for commissioning 

support units (CSUs). Following discussions with CCGs and their Governing Bodies, 

NECS are exploring a new customer owned organisational form. Discussion is 

underway about how to align these two pieces of work to ensure that we obtain robust 

and resilient commissioning support across Cumbria and the North East. 

 

David Gallagher 

Chief Officer 

May 2016 
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Primary Care Commissioning Committee 

Minutes of the meeting held on  

Tuesday 26th January 2016 

Bede Tower, Burdon Road, Sunderland SR2 7EA. 

 

Present:   Mr Chris Macklin, Lay Member PCC, Chair 

   Dr Ian Pattison, SCCG Chair 

   Dr Valerie Taylor, SCCG Vice Chair 

Mrs Debbie Burnicle, Deputy Chief Officer 

Mr David Chandler, Chief Finance Officer  

   Mr David Gallagher, Chief Officer 

   Mrs Aileen Sullivan, Lay Member PPI 

   Dr Geoff Stephenson, Primary Care Advisor 

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

 
 Mr Kevin Morris, Chair of Healthwatch 

In Attendance: Ms Deborah Cornell, Head of Corporate Affairs 

 Mr Matt Brown, NHS England 

Miss Alison Greener, minutes 

 
2016/01 Welcome and Introductions 
The Chair welcomed everyone to the Committee.   
 
2016/02 Apologies for Absence 
None received 
 
2016/03 Declarations of Interest 
No declarations of interest were submitted. 
 
2016/04 Minutes of the previous meeting held on 24th November 2015 
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The following amendments were to be made:- 
 
Page 2 Item 2015/60 3rd paragraph – should read “The presentation given by the 
CQC local special advisors was very good…..” 
 
It was asked that the meeting be noted as quorate. 
 
Page 4 2nd paragraph – MP should read Julie Elliott 
 
Following these amendments, the minutes were accepted as a true and accurate 
record. 
 
2016/05 Matters arising from the minutes and action log 
None 
 
2016/06 GP Strategy and Implementation Group 
The purpose of the paper is to make the Primary Care Commissioning Committee 
aware of the progress made in disseminating the strategy widely and establishing an 
Implementation Group. 
 
Mrs Burnicle reported that 3 GPs were willing to join the group and that at the first 
meeting, the 15 priorities were reviewed against the QIPP criteria as part of the 
planning process.  The first 5 which focussed on supporting capacity and capability 
of General Practice scored the highest and will be the focus of attention in 2016/17. 
 
The Committee NOTED the contents of the report and the progress in relation to 
moving to delivery. 
 
2016/07 Primary Care Commissioning Finance Report including allocations 

update 16/17 onwards 
 
The purpose of the report is to present the Primary Care Committee with a summary 
of the financial position of delegated general practice budgets as at month 9 (for the 
period ending 31st December 2015). The paper also presents an update on the CCG 
and primary care allocations. 
 
Mr Chandler noted that Governing Body members would have also viewed the 
updated announcement from NHS England regarding the allocations for the next 5 
years with Primary Care receiving some growth. 
 
Mrs Burnicle noted an item raised at the Governing Body regarding money coming in 
for General Practice amounting to £6m to deliver the GP strategy.  Dr Taylor asked if 
uplifts for practices from that growth would be included and Mr Chandler confirmed 
that it did and that it would also include inflation.  Mrs Burnicle asked how much 
could be invested in the GP Strategy priorities and Mr Chandler stated that it would 
depend on the DDRB rate.  A reasonable amount of growth will be available with 
some being used to finance DDRB.  PMS could be reinvested with a degree of 
surplus being retained which could be put back into primary care.  Mr Chandler 
added that National Insurance issue will cost approximately 2%.  Dr Pattison noted 
that any practice uplift would be put against an increase in some costs such as CQC 
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and MDU which could result in staying as is.  Mr Macklin stated it was important that 
when growth begins with PMS reinvestment and the return of surplus money, these 
positive messages for GPs in Sunderland are communicated to them.   
 
Mr Revely stated that transforming care outside of hospital involves the 
transformation of a whole system and where there is less resource in terms of 
money and also with fewer GPs this will have an impact.   
 
The Committee NOTED the reported financial position of delegated general practice 
budgets as at 31st December and NOTED the update provided on CCG and Primary 
Care allocations. 
 
2016/08 Cycle of Business 
The purpose of the report is to provide the Committee with a cycle of business. 
 
Ms Cornell provided an update on the cycle of business and explained the 
development of establishing a forward plan.   
 
There was a query as to why QSRC minutes were required.  Mrs Sullivan reported 
that these are already available in the public domain and so it can be removed from 
the Primary Care Commissioning Committee cycle of business. 
 
Dr Pattison asked about the performers list and Dr Taylor informed him that changes 
are listed in the LMC minutes although it does not provide all of the information 
required.  Dr Stephenson felt that they were helpful.  Mr Brown stated that 
information can be difficult to obtain.   
 
Mrs Sullivan stated that PPI update would also be useful and can be used as part of 
the QSRC annual review.   
 
The Committee were asked to consider the proposed cycle and APPROVED the 
cycle of business. 
 
2016/09 For Information – Workforce Paper 
The Chair noted the workforce paper for information. 
 
2016/10 For Information – Workplan 
The Chair noted the workplan paper for information. 
 
2016/11 For Information – Local Estates Strategy 
In relation to the information item on the Estates Strategy, Mr Chandler noted the 
primary care transformation fund which is £1bn nationally and the need to start to 
consider ideas for the funding.  Sunderland could potentially receive £1.5m but has 
not been able to access the fund very well to date.  He suggested putting in long and 
short term plans in place on what to do with that fund.  He is aware of some 
workstreams which Vanguard money is being used for but also that it potentially 
could support improving quality of GP services.  Mrs Burnicle noted  that the criteria 
focuses on estate and ICT which will need money to help deliver.  Dr Taylor stated 
that there have been issues with technology in practices and asked if it could be part 
of the estates strategy. Mr Chandler noted it was.   
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2016/12 Any other business 
 
Terms of Reference 
Dr Taylor mentioned the Terms of Reference and that it states they should not meet 
less than 8 times per year but at present it is 6 times per year.  Mr Macklin asked 
that these be put on the agenda for the May meeting which would provide an 
opportunity for the Committee to review its progress having been operational for a 
year. 
 
ACTION: Terms of Reference to be put as an agenda item for the May 

meeting. 
 
2016/13 Date and time of next meeting 
Tuesday 29th March, 2016, TBA 






















