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Purpose of report 

 
This report is draft public facing case for change for phase 2 Path to Excellence programme which 
is being published during July 2018.  
 

Key points 

 
A technical draft case for change has been developed which sets out the key drivers for changes to 
hospital care. 
 
The public version contained in this report is a summary version intended to help local people and 
stakeholders understand a complex situation around why the hospital services across South 
Tyneside and Sunderland and South Tyneside need to change. 
 
The case for change will remain in draft form, allowing the NHS partners to continue to update as 
more information becomes available over the coming weeks and months. A final case for change 
will be published as part of the pre-consultation business case in 2019. 
 
Publishing a draft case for change is a key element of the communications and engagement 
strategy in the pre-consultation phase and will be shared widely over the summer and autumn 
2018. 
 
Elements of the strategy are underway and are being monitored via the Path to Excellence 
Programme Management Group and the Path to Excellence Stakeholder Panel. 
 
 

Risks and issues 

Risk to ensure that the case for change is clearly articulated  
Risk around developing the case for change with further information over the coming months 
Risk to not explain the emerging case for change to stakeholders 

  
 

Assurances  

Mitigation is the communications and engagement strategy to ensure patients, public and 
stakeholders are aware of the key issues which means that no change is not an option for local 
hospital services. 
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The case for change public facing summary is a key element of the Communications and 
engagement strategy. 
Further staff, stakeholder and clinical engagement is planned in order to gather more information to 
inform the developing case for change. 

Recommendation/Action Required 

Governing body is asked to support the publication of the draft case for change which will be 
updated in the coming months as more information becomes available. 

Sponsor/approving directors   Scott Watson, director of contracting and informatics 

Report author 
Jill Simpson, work stream manager, Path to 
Excellence 

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  

Relevant legal/statutory issues 

S 242 Health and Social care Act, The NHS Constitution, relevant case law for consultation, 
equality duties 

Any potential/actual conflicts 
of interest associated with the 
paper? (please tick) 

Yes  No  N/A  

If yes, please specify  

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
Delivery via NECS contract  

Has there been appropriate 
clinical engagement?  

Hospital staff and primary care engagement as part of the 
communications and engagement strategy 

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

This case for change document is a key part of the 
communications and public engagement  strategy 



Page 3 of 3 

 

 
 
 

Is there an expected impact on 
patient outcomes/experience?  
If yes, has a quality impact 
assessment been undertaken? 

Improvements in patient experience, equality impact will take 
place as part of the pre consultation business case for change 
development 

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

Significant amount of stakeholder engagement to date with 
more planned. 
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Our NHS celebrates its 70th birthday 

in 2018 and remains one of our most 

cherished British institutions. It is woven 

into the very fabric of our way of life with 

each and every one of us using services in 

some shape or form and placing great value 

on the care, dedication and unwavering 

commitment of our amazing NHS staff. 

In South Tyneside and Sunderland we have 

an abundance of good health services and 

thousands of devoted NHS staff working 

hard every day to go above and beyond to 

support patients. There is no doubt that 

we already have much to be proud of and 

this ‘everyday excellence’ should not be 

underestimated. 

We also know, however, there is still much 

more we can do to improve our services 

even further. Unlike in 1948, the NHS 

of today is facing some of the biggest 

challenges in its history. Our staff and 

services are under extreme pressure and  

this is being felt intensely in our local 

hospitals, as well as in other parts of the 

healthcare system.

Our aging population means more people 

are now living longer with long-term 

illnesses such as heart disease, diabetes or 

dementia and often have very complex  

care needs. The impact of smoking, alcohol 

and obesity have all put major strains 

on our healthcare system and as these 

demands increase, the way we provide 

services must change.

Like many parts of the NHS, we also

face major challenges in sustaining our

workforce and we continue to rely 

heavily on expensive locum and agency 

support to make sure we can safely staff all 

of our services, all of the time. This 

impacts negatively not only on the money 

we have available, but also our ability to 

consistently deliver safe, high quality and 

timely patient care.  

Over the past 70 years, new drugs and 

advances in medical technology mean 

we can now help people more than ever 

before, but it also means that NHS costs are 

rising far faster than the funding available. 

Even with the extra funding commitment 

for the NHS nationally, we must continue 

to think carefully about how we use our 

money and our staffing resources much 

more effectively. 

Despite these challenges, as NHS partners 

we share a very strong ambition to make 

our local hospitals even better and to 

improve some of the quality gaps we know 

exist across our services at South Tyneside 

District Hospital and Sunderland Royal 

Hospital.  We are absolutely clear both 

hospitals will continue to exist and both will 

continue to play pivotal roles in our local 

communities in the future - of that there is 

no question. 

We do, however, need to change the way 

we deliver care and work much more 

effectively together, as unified clinical and 

nursing teams, right across the populations 

we serve. 

Not only does this mean transforming care 

provided in our hospitals, but also how we 

work across health and care organisations 

to transform out of hospital care provided 

in local communities, making it more 

responsive so people only go to hospital if 

they absolutely need to be there.

We must also place an enhanced emphasis 

on prevention and how we work better 

together to support people to take more 

responsibility for their own health so they 

do not become ill in the first place.

The aim of this document is to help 

you understand some of the issues and 

challenges facing us. It also outlines our 

aspirations for the future as we continue to 

think differently, change how we do things 

and work together for the benefit of our 

patients and our staff. 

We look forward to keeping you updated 

and welcome your feedback and ideas for 

making positive improvements happen.

Ken, David and David 

Introduction
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Ken Bremner

Chief Executive
South Tyneside NHS Foundation 
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Sunderland NHS Foundation Trust

Dr David Hambleton
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Clinical Commissioning Group
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Local hospital services in South Tyneside 

and Sunderland provide an abundance of 

great care delivered by highly committed 

teams of NHS staff. Phase Two of the Path 

to Excellence programme aims to build on 

these strengths and successes, but also 

make sure we plan and prepare for the 

tidal wave of pressures we know are facing 

us. Over the past two years our teams 

have already been working much more 

closely together across South Tyneside and 

Sunderland and this puts us in a very strong 

position to embrace the opportunities 

ahead. There are four key challenges which 

we cannot ignore and which mean no 

change is not an option:

1. Workforce pressures 

Workforce pressures mean we must do 

things differently. Our NHS staff are a 

precious resource and they are working 

under intense pressure. We currently have 

many gaps in our workforce across both 

Trusts and many staff who will also reach 

retirement age in the immediate years 

ahead. This is also true of GPs and our 

colleagues working in primary care. We 

can only truly address these workforce 

challenges by working together and 

creating bigger, stronger and more 

resilient teams across both hospitals 

which will also help us attract more 

newly qualified staff coming into the 

NHS.

2. Future demographic changes 

Future demographic changes mean the 

people we care for across South Tyneside 

and Sunderland are getting older and living 

longer with more complex conditions. This 

pressure on our NHS is expected to grow 

and grow. The way that many of our local 

hospital services are currently set up means 

we are not geared towards the needs of 

this aging demographic of patients. By 

working together to organise services 

in a different way, we will be in a 

much stronger position to meet this 

continued rise in demand and ensure 

patients always get the best possible 

care. 

3. Quality improvements

Quality improvements and advances in 

medicine, treatment and technology mean 

hospital stays today are much shorter and 

our ability to survive illness or injury is much 

greater. Improvements in the quality of care 

for NHS patients are simply astounding. 

Whether you need a planned operation or 

emergency treatment, care is becoming 

increasingly specialised and so too are our 

hospitals with patients often travelling 

further to get to the right expertise. Only 

by working together can we keep pace 

with these advances and create the 

all-important critical mass of patients 

needed for our staff to maintain 

their skills and for us to consistently 

meet many quality standards around 

consultant-led care, seven days a week. 

Executive summary

4. Financial constraints 

Financial constraints are greater than ever 

before. Whilst the recent national NHS 

funding boost is very welcome news, we 

know our local NHS services currently cost 

more to deliver than the money which 

we have available. If we keep going the 

way we are and do not change how we 

deliver services, we will face a deficit of 

£127.5 million by 2021. For example, 

our emergency care and acute medicine 

services make an annual loss of £15million 

and much of this is down to high costs of 

temporary staff. By sharing our resources 

and expertise to create joint services 

across both hospitals, we will be in a 

much better position to offer patients 

the best possible quality of care and to 

create highly efficient hospital services 

which offer the best value for money. 
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All of the above factors mean we 

have to make a plan for the future. 

Change in the NHS is constant, it 

always has been and always will be 

– that is what makes our NHS the 

envy of the world as we continue to 

evolve and develop services. Change 

is not something we should fear 

and by working together across 

South Tyneside and Sunderland we 

want to embrace the opportunities 

this presents us to create first-class 

hospital services for the future. 

Why doing nothing is  
not an option
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The NHS ‘Five Year Forward View’ is the 

national vision for the NHS and it highlights 

three gaps which currently exist and where 

we must improve. By 2020/21, it aims to:  

1. Improve the health and wellbeing 

of the population by focusing on 

‘prevention’ so that we all take more 

responsibility for our own health and 

wellbeing and do not become unwell 

with wholly avoidable illnesses

2. Improve the quality of care provided 

by closing gaps in quality and safety 

which still exist by reshaping how care is 

delivered and driving down variations in 

patient outcomes and experience

3. Improve the finance and efficiency of 

NHS services by redesigning services to 

reduce unnecessary duplication, remove 

organisational boundaries and create 

better efficiencies across the whole 

‘system’

In South Tyneside and Sunderland we face 

big gaps in all three of the above areas and 

although our local organisations already 

work well together, there is still much more 

to be done so we can keep pace with the 

changing needs of our population and 

make sure local people have access to 

consistently high quality care which offers 

the best possible outcomes. If we do not 

adapt and change the way we deliver 

care, we risk our good services becoming 

average and the challenges and difficulties 

we face becoming worse. We don’t want 

this to happen which is why we are working 

together through the Path to Excellence 

programme to make a plan for the future.

What is the position in South 

Tyneside and Sunderland?

The health and wellbeing of our 
population

Despite having good NHS services, our 

population is in very poor health. We have 

above average levels of deprivation with 

more people smoking, drinking alcohol 

excessively and not doing enough exercise, 

than many other parts of the country. This 

means we have higher levels of mental and 

physical sickness, poorer health outcomes 

and, as a result, there is much greater 

demand on hospitals in South Tyneside and 

Sunderland.

• more emergency hospital admissions 

• more alcohol-related hospital 

admissions 

• more cases of cancer 

• more people living with long-term 

conditions such as diabetes, heart 

disease or breathing problems

• more deaths due to wholly 

preventable illnesses 

• lower life expectancy compared to 

the England average

• significant gaps in the life expectancy 

between the least and most deprived 

areas of South Tyneside and 

Sunderland 

Why do we need to change?

If we do not start thinking more seriously 

about reducing the damage caused by living 

unhealthy lifestyles, then we anticipate 

much further demand on our hospitals 

in the future. The majority of all patients 

currently admitted to our hospitals are over 

80 years old and they often have multiple 

long-term conditions which require more 

complex care and support. We expect this 

demand to grow even further in the years 

ahead.

Life expectancy gap between the least and most deprived areas in South Tyneside 
and Sunderland (years):

In comparison to other parts of the country, in South Tyneside and Sunderland we have:

8.4

South Tyneside Sunderland

8.1

11.5

8.7

Men

Women
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South Tyneside

The quality of care we provide

The gaps in our workforce are by far the 

biggest challenge we face in being able to 

consistently deliver the highest quality of 

patient care. Our hospitals both face daily 

challenges to staff wards and departments 

to a consistently safe level and this often 

relies on the tremendous goodwill of staff 

working longer hours and doing extra 

shifts, as well as the use of temporary staff. 

This, in itself, poses a risk to the health and 

wellbeing of our teams and the quality of 

care being provided.

We are not alone in this challenge and 

many Trusts across the country also face 

the impact of national shortages in a 

number of specialties. By organising our 

hospital services differently, we are more 

likely to attract people to come and work 

with us, especially if we can offer a healthy 

work / life balance and NHS services which 

demonstrate improved quality of care and 

outcomes for patients. 

At the moment we face a number of 

shortfalls in the quality of care we are able 

to provide:

• there is too much unacceptable 

variation between our hospitals 

on how we perform against many 

clinical standards which are the 

markers of high quality care 

• we are unable to consistently ensure 

all emergency patients are reviewed 

by a consultant in a timely manner

• some of our planned care, for 

example, going into hospital for an 

operation or having an x-ray, is not as 

efficient as it could be and there are 

differences in how often people are 

referred to specialists and the tests 

and treatments they receive 

• we do not have consistent availability 

of senior clinical decision makers or 

wraparound support services seven 

days a week 

• individually, the populations we serve 

in South Tyneside and Sunderland are 

small and without working together 

we do not have the important ‘critical 

mass’ of patients needed to meet a 

range of clinical quality standards 

Our financial position and efficiency of 

local NHS services 

The financial challenge our NHS faces 

today is arguably the most difficult ever 

encountered. Across the local health 

economy in South Tyneside and Sunderland 

our services currently cost more to deliver 

than the money we have available. Even 

with the extra funding commitment for 

the NHS nationally, this alone will not solve 

the problems we face. If we do not think 

differently and change the way care is 

delivered, we will face a financial gap of 

around £127.5 million by 2020/21. 

Our staff have made tremendous efforts in

recent years to continually deliver millions

of pounds in efficiency savings. Our

two Trusts working together have delivered

significant financial benefits with more

efficient ‘back office’ support services and

the introduction of a single management

team, generating recurrent savings of

over £500,000 per year.

Projected increase in hospital activity (%) by 2025 by age:

Age (years)

19%

South Tyneside

65-74

75+

90+

23%

35%

Sunderland

Age (years)

15%65-74

75+

90+

30%

47%
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As the previous sections have already 

highlighted, health and care is a lot more 

than what happens in our hospitals.

We need to do more to improve the health 

and wellbeing of the population with a 

focus on preventing people becoming 

unwell in the first place.

We also need to continue to expand and 

develop care in local communities because 

the vast majority of care takes place outside 

of hospital. And we need to do this while 

ensuring we balance our finances and plan 

for the future of services to support the 

growing demands.

In order to transform health and care locally, 

it is helpful to consider them in three main 

‘pillars’ which are:

• Prevention – how we work together so 

we can take more responsibility for our 

own health and wellbeing and do not 

become unwell with wholly avoidable 

illnesses

• Out of hospital – how NHS, social 

care and community and voluntary 

organisations work together to provide 

more responsive care to prevent avoidable 

hospital admissions and to get people out 

of hospital as soon as they are able with 

more care at home and closer to home

• In hospital – this is the Path to Excellence 

programme which is the subject of this 

draft case for change document 

Already there has been a great deal of work 

being led by the two council’s public health 

teams on prevention, this includes helping 

people to stop smoking, be a healthy 

weight, take part in health screening 

programmes, and not drink alcohol at 

harmful levels. There are programmes to 

support people to look after themselves 

and achieve maximum independence whilst 

living longer, healthier and more fulfilling 

lives. We call this self-care.

What self-care might mean to you:

• Having more control over your health 

and the services you receive

• Knowing how and when to seek 

support if you are having concerns

• Having more knowledge and 

information to be able to manage a 

health concern or condition at home

All of this work needs to continue to 

expand and develop over the coming 

months and link closely with our in hospital 

transformation programme as part of the 

Path to Excellence.

Working in partnership with health and 
care organisations across South Tyneside 
and Sunderland

Working with both Clinical Commissioning 

Groups (CCGs), as a group of local NHS 

organisations we have now collectively 

signed up to a shared long-term financial 

recovery plan to help us get back into 

financial balance in the years ahead. Phase 

Two of the Path to Excellence programme 

will play a key part in this and by improving 

the quality of patient care, we expect to 

achieve financial gains by running more 

efficient and effective hospital services. 

This does mean we must think more 

radically than ever before about the way 

we work together, without organisational 

boundaries and as larger clinical and 

nursing teams covering both populations. 

Only by doing this will we be able to make 

the most of our precious NHS resources and 

maximise value for money for the tax payer. 

• the number of people attending our Emergency Departments at both 

hospitals continues to grow, with many older people being admitted 

with multiple health conditions 

• our emergency care and acute medicine services across both hospitals 

currently cost more to provide than the funding that is available to 

run them and make an annual loss of £15million

• our over-reliance on temporary staff (£11 million for emergency care 

and acute medicine alone) not only costs us more, but it also limits 

our ability to make long-term quality improvements to patient care 

Our financial challenges:
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In both South Tyneside and Sunderland, 

both clinical commissioning groups have 

been working to transform out of hospital 

care using innovative ways to ‘join up’ 

services. The common theme across both 

South Tyneside and Sunderland out of 

hospital is based around two key building 

blocks. 

• Community integrated teams – health 

and social care professionals working 

together around the GP registered 

list of 30-50k patients to provide 

proactive, preventative care

• Unplanned care – Sunderland have 

recovery at home services and 

South Tyneside is looking to align 

unplanned care to be similar to 

Sunderland’s over the next year. Both 

ways of working are able to respond 

to people who have a short term 

crisis or change of circumstances in 

the community, enabling them to 

be supported by joined up team of 

different health and care staff to stay 

at home, rather than be admitted to 

hospital or a care home

In South Tyneside, the NHS became the 

first UK partner of the Canterbury District 

Health Board (CDHB) in New Zealand, 

learning from their 10 year journey which 

has seen a whole health and care system 

approach to integrated health and social 

care through collaboration, partnership 

working and patient-centred design. 

The HealthPathways on-line resource has 

also been introduced to make it easier for 

GPs to ensure a consistent way to refer 

patients to the right service for them, 

with over 140 pathways that have been 

developed with local doctors and nurses 

across both GP and hospital services.

In Sunderland, transforming out of 

hospital care has been led through the All 

Together Better Sunderland programme 

which is playing a key role in making 

services more joined up and person-

centred with the aim of helping patients 

to live with support in the community. This 

includes recovery at home – rapid response 

to support patients’ recovery after leaving 

hospital and prevent returning to hospital 

in an emergency. Working 24/7, the service 

provides a single point of access for patients 

and professionals, with key nursing and care 

teams based in one building. A community 

of integrated teams across five localities 

sees joined up teams of nurses, social care 

and therapy staff working together to 

provide care more locally.

There has also been work to enhance 

primary and community care with GPs 

and other community health professionals 

working to provide more services in 

communities and outside hospital and 

looking at how new technology can support 

the best possible care at home. We will 

engage with professionals in primary care 

over the autumn and winter in order to gain 

their input into ideas under development.

There is already a strong and proud history 

of partnership working, between our local 

hospitals, to provide the highest quality of 

care for local people across South Tyneside 

and Sunderland.

Since 2016, South Tyneside and City 

Hospitals Sunderland NHS Foundation Trusts 

have been working together in a strategic 

alliance known as the South Tyneside and 

Sunderland Healthcare Group and now 

share a strategic vision to become one 

organisation in the future. This will see over 

8,500 highly committed and skilled NHS 

staff working even more closely together 

and further improving resilience within our 

workforce.

Over the past two years, there have been 

many positive benefits for patients and 

staff as a result of joint working across our 

hospitals, with more focussed leadership, 

shared resource and clinical expertise 

helping to improve quality for patients. We 

have also been able to attract more doctors 

and nurses who can see the ambition 

of both Trusts and recognise the clinical 

benefits of working together across a 

greater geography to create an important 

‘critical mass’ of patients to be served. 

NHS leaders are very clear that both local 

hospitals in South Tyneside and Sunderland 

will continue to play vital roles in providing 

care for local people in the future, however 

there will need to be changes to the way 

some hospital-based services are delivered 

so we can address the challenges outlined 

in this document. 

Working together across South Tyneside 
and Sunderland hospitals 
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Path to Excellence Phase Two

for the future
Our ambitions

Key achievements of the South Tyneside and Sunderland Healthcare Group to date:

www.pathtoexcellence.org.uk          nhsexcellence         @NHSexcellence

hundreds more patients are now receiving specialist care closer 

to home in South Tyneside with new cataract and nephrology 

(kidney) clinics taking place to regularly to prevent people travelling 

unnecessarily to Sunderland 

significant improvements in quality at South Tyneside District Hospital 

with the Care Quality Commission acknowledging good progress and 

visible Trust leadership which encourages pride and positivity

key medical appointments across both Trusts including the first ever 

kidney consultant at South Tyneside District Hospital thanks to links 

with Sunderland

nurse recruitment on a much bigger scale than ever before - over 50 

new Filipino nurses anticipated to join both Trusts in the year ahead

closer working across clinical and operational teams resulting in 

greater flexibility to manage pressures and service vulnerabilities in 

order to deliver safe patient care

creating a shared learning culture by encouraging staff to report and 

share examples of ‘everyday excellence’ they see in the course of 

their work 

closer working between the Trusts’ research and innovation teams 

and a shared ambition to further expand clinical trials and investment 

in research

£15 million investment secured through the national ‘global digital 

exemplar’ (GDE) programme thanks to joint working to develop a 

single patient information system
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Emergency care  
and acute medicine 

Understanding the current picture

Both of our hospitals in South Tyneside 

and Sunderland have a 24/7 Emergency 

Department (ED) and in the past year they 

saw a combined total of over 150,000 adult 

attendances. Of these attendances, around 

75% were ‘serious emergencies’ which are 

potentially life threatening. The remaining 

25% were minor injuries or illnesses, such 

as stomach aches, cuts and bruises, small 

fractures, infections or rashes. 

Patients arrive at our EDs in a number of 

ways:

• by emergency ambulance after  

calling 999

• after being referred directly by  

their GP 

• after being advised by NHS 111

• by choosing to attend and walk-in 

themselves

All patients are assessed within ED and 

those with minor injuries or illnesses are 

streamed into urgent care services which 

are also located on each hospital site. Those 

with more serious emergencies are seen 

within ED. At Sunderland Royal Hospital, 

patients with suspected heart problems can 

also be admitted or referred directly to a 

dedicated Chest Pain Assessment Unit which 

saw almost 2,000 patients during 2017/18.

Emergency care 

Phase Two of the Path to Excellence programme is the 
final phase of work and a number of clinical service 
reviews are currently taking place which cover the 
following areas of hospital-based care for adults:

In addition to the above areas, we are also thinking about how we improve 

and develop our various clinical support services across both hospitals such as 

therapy services (for example physiotherapy, occupational therapy, speech and 

language therapy), as well as clinical pharmacy and radiology services. 

Emergency care  
and acute medicine 

This is the care we provide when patients 

arrive at our Emergency Departments or need 

emergency admission to hospital

Emergency surgery 

This is the care we provide for patients 

who are admitted as an emergency and 

require an immediate operation

Planned care (including 
surgery and outpatients) 

This is the care we provide after 

patients have been referred by their GP 

for a test, scan, treatment or operation. 
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Emergency opthalmology services 

provided by Sunderland Eye Infirmary 

are not included as part of Phase Two 

of the Path to Excellence programme.
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In Sunderland, total ED attendances (for 

serious emergencies and minor injuries or 

illness) have increased by 10% over the past 

two years and this equates to an average of 

682 more patients attending ED every single 

month in 17/18 compared to 15/16. This 

level of activity is above national and peer 

averages2 and attendances for adult minor 

injuries or illnesses have risen more sharply, 

by 28%, since 2015. Work underway 

by NHS Sunderland CCG3 is looking at 

different ways to provide access to urgent 

care across the city to help relieve pressure 

on our hospital and reduce the number of 

minor injury or illness attendances in ED. 

Volume of patients arriving into both of our Emergency Departments in recent years:
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In South Tyneside, total ED attendances 

(for serious emergencies and minor injuries 

or illness) have remained just above 

anticipated population growth over the 

past two years at 3.3% and are significantly 

lower than national and peer averages1. 

This equates to an average of 136 more 

patients attending ED every single month 

in 17/18 compared to 15/16. Since the 

opening of the urgent care hub in South 

Tyneside in October 2015, the number 

of adult attendances for minor injuries 

or illnesses  has reduced by 23% in the 

two years up to September 2017, with an 

average of 19 attendances per day during  

the first year (October 2015 - September 

2016), 14 attendances per day in the 

second year (October 2016 - September 

2017) and 11 attendances per day for the 

six months from October 2017 to March 

2018.
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When and how do people arrive in our Emergency Departments?

From October 2018, South Tyneside and 

Sunderland residents stand to benefit from 

the introduction of an improved regional 

NHS 111 service provided by the North East 

Ambulance Service which aims to provide 

more integrated, clinically-led urgent care. 

The service will include clinical assessment 

and involve a range of clinicians such as 

dental nurses, mental health nurses and 

palliative care nurses offering online and 

telephone advice to support patients to 

get appointments at the most appropriate 

service.

Our performance 

Both hospitals perform above the national 

average for at least 95% of patients 

attending ED to be seen with four hours 

of arrival. The significant pressures facing 

both Trusts during the busy winter 

period have seen performance dip, 

however both hospitals remain among 

the best performing Trusts nationally in 

2017/18 with South Tyneside recording a 

performance of 94.35% and Sunderland 

91.25%.

When patients arrive by ambulance, our 

hospitals must also make sure they are 

safely handed over within 15 minutes of 

arrival. As one of the largest receiving units 

of ambulances in the region, Sunderland 

Royal Hospital experiences more ambulance 

handover delays than South Tyneside 

District Hospital and our teams continue 

to work hard to improve this. Ambulance 

handover delays are more common at both 

hospitals during the winter period and 

between December 2017 and March 2018 

around 3% of patients at both hospitals 

waited more than 30 minutes to be safely 

handed over to hospital staff. Less than 

1% of patients in South Tyneside and 

Sunderland faced handover waits in excess 

of one hour between December 2017 and 

March 2018.

% of attendances between 
8am-10pm

% self-presenting 
(including walk-in, car 
and public transport)

78

76

65

58

33

41

South Tyneside District Hospital Sunderland Royal Hospital

During 2017/18, most serious emergencies arrived during the day:

During 2017/18, most people attended ED of their own accord:

% arriving by ambulance

Over the past two years, around 65% of 

patients who attended ED with ‘serious 

emergencies’ in South Tyneside did 

not need hospital treatment and were 

discharged back to their GP or home from 

ED. Only 24% were admitted to hospital for 

further assessment and treatment with the 

remaining 11% discharged with a follow up 

appointment or left ED of their own accord 

before being seen.

 

Over the same time in Sunderland, 47% 

of patients who attended ED with ‘serious 

emergencies’ did not need hospital 

treatment and were discharged back to 

their GP or home from ED. Only 33% were 

admitted to hospital for further assessment 

and treatment with the remaining 20% 

discharged with a follow up appointment 

or left ED of their own accord before being 

seen.

 

Both hospitals have seen a reduction in 

emergency admissions in the last two years 

with a 7% drop at South Tyneside and a 

2% drop at Sunderland between 2016/17 

and 2017/18.
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Understanding the current picture

Acute medicine is the care we provide to 

seriously ill patients who are admitted as 

emergencies to our hospitals. Both hospitals 

have a dedicated area near ED where all 

patients are assessed by acute care doctors 

to determine if they need to be admitted to 

a ward or to another part of the hospital for 

more specialised assessment and treatment. 

This is known in South Tyneside District 

Hospital as the ‘Emergency Assessment 

Unit’ or ‘EAU’ and at Sunderland Royal 

Hospital it is called the ‘Integrated 

Assessment Unit’ or ‘IAU’. 

Patients with a medical complaint are then  

admitted to one of eight general medical 

wards at South Tyneside District Hospital,  

each of which looks after patients with a 

range of different medical problems. In 

Sunderland Royal Hospital, patients are 

admitted to one of 13 specialist medical 

wards, each of which looks after patients 

with specific medical conditions.

 

Both hospitals also have ‘ambulatory care’ 

units caring for patients directly referred 

from ED or by their GP, who require urgent 

medical treatment but do not need to be 

admitted to hospital overnight.

Our challenges 

Capacity and demand 

Our staff at both hospitals have highlighted 

the increasing demand for hospital services 

as a major concern. Despite a reduction 

in emergency admissions over the past 

two years, both hospitals usually operate 

at close to full capacity and we are caring 

for an increasing number of older patients 

with a number of complex needs. Our 

aging population means we are likely to 

see these pressures increase further in the 

years ahead, not only in the number of 

older people accessing services, but in the 

increasing complexity of patient conditions4. 

Acute medicine

There is much research and evidence5 to 

suggest services need to adapt to provide 

early, multi-disciplinary assessment for older 

people coming into hospital in order to 

avoid unnecessary admissions which may 

have a detrimental impact on older people’s 

wellbeing, recovery and independence. 

Both hospitals have such a ‘frailty’ service 

but there are differences in how these are 

run and the level of assessment they offer. 

During its first year, the frailty service in 

Sunderland demonstrated a reduction in 

the length of hospital stay, readmission 

rates and overall mortality amongst those 

patients who had been seen early by a 

specialist multi-disciplinary team. 

Patient flow

The term ‘patient flow’ describes how 

all parts of the health and social care 

system work together so patients receive 

appropriate, timely care and ‘flow’ 

effectively through the system – for 

example, from the ambulance into ED, from 

ED to medical assessment and then to a 

ward and through to discharge. We know 

that when this doesn’t happen effectively it 

can increase risks to our patients and means 

they spend longer on the road to recovery. 

Key to good patient flow is making sure 

patients receive a timely expert medical 

opinion, from the relevant specilaist in their 

condition, so their treatment can begin as 

soon as possible6. This includes for example 

effective access to specialists in dementia 

care, to make sure our patients receive the 

timely care and support they need. We 

know this doesn’t happen as effectively as 

we would like it to within our hospitals and 

this is an area we want to improve. 

PIC

Emergency admissions

During last winter (2017/18), the most common emergencies we saw were people 

suffering from breathing or heart problems:

% admissions 
age 60-80 45% 47%

% admissions 
age 80+ 15% 20%

South Tyneside District Hospital Sunderland Royal Hospital
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We also face challenges with the number 

of patients who experience a delay in being 

discharged from hospital despite being 

medically fit to leave. In South Tyneside 

we aim to achieve less than 60 delayed 

discharges each month and in Sunderland 

less than 100 delayed discharges each 

month. This can often be hard to achieve, 

especially during winter, and requires 

a system-wide approach working with 

colleagues in social care and the vital 

services in place in South Tyneside and 

through the Sunderland Care and Support 

Service. 

The main reasons we experience delays are 

due to:

• waits for care packages or 

assessments to be completed

• waits for community equipment and 

property adaptations

• patient or family choice 

Senior clinical decision making 

There is now widespread agreement 

amongst doctors that the quicker 

emergency patients get to see a senior 

clinical decision maker, or specialist, the 

more likely they are to receive the right 

diagnosis and treatment sooner, ultimately 

resulting in better clinical outcomes7. 

There is also clear evidence to show that 

it is better to travel further for this more 

specialist care than to receive non-specialist 

care locally8. 

Making sure patients have consistent and 

timely access to a specialist consultant 

opinion is a key driver for change nationally 

to ensure patients can begin the right 

pathway of care sooner. There is also a 

national expectation that patients are 

regularly reviewed by consultants to help 

reduce time in hospital and improve flow9.

This is arguably even more important given 

the number of frail, older people who 

attend as emergencies with several chronic 

conditions and multiple medications, 

making prompt diagnosis and ongoing care 

even more challenging10.

At the moment, our emergency care and 

acute medicine services across South 

Tyneside and Sunderland are not able to 

consistently deliver care which is led by 

senior clinical decision makers and this 

means decisions about care are often taken 

by those with much less experience. 

Senior clinical input is just as critical at 

the point of discharging patients from 

hospital, especially to reduce the risk of any 

unplanned re-attendances for the same 

condition or complaint11. Every month, 

both of our hospitals currently have more 

patients re-attending our ED within seven 

days than the national average of less than 

5%:

• 7.4% in Sunderland 

• 8.6% in South Tyneside 

Between October and December 2017, 

emergency readmissions within 30 days at 

South Tyneside District Hospital were also 

above the national average at 9.67%, with 

Sunderland just under the national average 

at 7.23%.

Length of hospital stay

Length of stay in hospital is an important 

quality measure, not only in terms of 

hospital efficiency and the costs associated 

with inpatient care, but most importantly 

in relation to patient experience and clinical 

outcomes. The more time our patients 

spend in hospital, the longer their recovery 

will be, with evidence12 showing that 

early rehabilitation, support at home and 

wraparound services available seven days a 

week, greatly aiding patient recovery.

We know that some variation exists in 

the length of time patients stay in our 

hospitals. Patients in South Tyneside 

generally experience longer hospital stays 

with an average length of stay of 7.2 days 

for all emergency medical patients in 2017, 

compared to 5.2 days in Sunderland. Older 

patients in South Tyneside, who require 

the expertise of an elderly care consultant, 

stay in hospital almost twice as long as the 

same group of patients in Sunderland. For 

emergency cardiology patients in South 

Tyneside, their average length of stay 

was four days longer when compared to 

Sunderland. As part of our work in Phase 

Two, we want to reduce this variation and 

ensure all patients have timely access to the 

care and expertise they need.

Average length of stay across South Tyneside and Sunderland during 2017 (days)

0

Cardiology

Care of the elderly

Gastroenterology

Respiratory medicine

5.0 10.0 15.0 20.0

South Tyneside District Hospital Sunderland Royal Hospital
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• provide better access to 24/7 

consultant-led emergency care 

seven days a week

• consistently ensure all emergency 

admissions are seen by the right 

specialist consultant in a timely 

way, when they arrive at hospital, 

throughout their stay and when 

being discharged home 

• provide better access to multi-

disciplinary assessments and 

support services for emergency 

patients seven days a week

• ensure our specialist consultants 

do not have conflicting priorities 

between emergency and planned 

care

• improve the differences which 

currently exist in the length 

of hospital stay between both 

sites for elderly patients and 

emergency heart patients 

• improve the experience for 

emergency patients with cancer 

and ensure their care is joined up 

and better co-ordinated with local 

oncology (cancer) services 

• improve the capacity across the 

whole health and care system 

to better meet the needs of 

emergency patients

• improve the differences which 

currently exist in how quickly 

diagnostic tests take place for 

emergency patients and how 

quickly results are interpreted by 

the right specialist 

• create time and space for our staff 

to carry out continuous quality 

improvement and work better 

with GPs to develop alternatives 

to hospital admission

• reduce the cost of temporary 

locum and agency staff by 

creating more attractive services 

for future new recruits and which 

offer the best clinical outcomes 

for patients 

Emergency surgery

Understanding the current picture

Both hospitals provide emergency surgery 

for patients who have arrived via ED, 

or who have been referred directly by 

their GP. The main types of emergency 

surgery undertaken in both Trusts can be 

categorised as follows:

• Emergency trauma and orthopaedics 

– this is the emergency surgery 

undertaken for major fractures or 

broken bones

• Emergency general surgery – this is 

the surgery undertaken for patients 

presenting with acute abdominal 

pain, infections or bleeding

During 2017/18 across both of our 

hospitals we had 8,452 emergency surgical 

admissions to hospital for these types 

of conditions – 2,230 at South Tyneside 

District Hospital and 6,622 at Sunderland 

Royal Hospital. Of these, around 33% of 

South Tyneside patients (748) and 25% 

of Sunderland patients (1,600) needed an 

emergency surgical procedure.  

Emergency surgery admissions vs emergency surgical procedures in 2017/18:

Total emergency 
surgical admissions

Admissions requiring
emergency surgery 

2,230

6,622

748

1,600

or 33%

or 25%

South Tyneside District Hospital Sunderland Royal Hospital

Although the performance of both Trusts remains strong against national waiting times, 

we know that our emergency care and acute medicine services are not meeting a number 

of very important clinical standards and we will need to make changes in order to improve 

quality of care. By working together and functioning as bigger teams across two sites our 

ambition is to:

Clinical drivers for change
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people who have fallen and who need a 

whole programme of care and support to 

recover well. 

We know that operating quickly, providing 

early rehabilitation and effective aftercare 

to prevent further fractures, greatly aids 

recovery and the National Hip Fracture 

Database (NHFD) records how well hospitals 

across the country perform on a number 

of important measures. The 2017 results 

show the current position of both hospitals 

with green indicating where are Trusts are 

performing amongst the best in the NHS 

and white indicating where improvements 

are needed: 

The most common types of emergency 

surgery we provide across both hospitals 

are:

• Surgery to fix badly broken bones

• Removal of the appendix

• Gall bladder removal

• Emergency laparotomy (opening 

the abdomen to diagnose acute 

abdominal pain)

• Emergency laparoscopy (keyhole 

surgery to diagnose acute abdominal 

pain)

• Hernia repair

• Drainage of abscesses 

In Sunderland we also provide a number 

of specialist services for emergency 

surgery patients. For example, the Trust 

has been chosen to become the region’s 

third vascular centre alongside Newcastle 

and Middlesbrough for patients who 

need emergency vascular surgery to clear 

dangerous blockages in their arteries. 

Trauma and orthopaedics 

In South Tyneside, emergency trauma and 

orthopaedic surgery patients are nursed in 

one surgical ward and in the Surgical Centre 

which opened in 2016. The hospital has 

two ultra-clean laminar air flow operating 

theatres which are dedicated to trauma and 

orthopaedics.

In Sunderland, emergency trauma and 

orthopaedic surgery patients are nursed 

in one of two wards – ward D43 which is 

dedicated for trauma admissions and D48 

which looks after both emergency trauma 

patients as well as those undergoing 

planned orthopaedic operations. There are 

currently five ultra-clean laminar air flow 

operating theatres dedicated to trauma 

and orthopaedics (one of which is used 

exclusively for emergency trauma surgery).

General surgery 

In South Tyneside, emergency general 

surgery patients are nursed in the Surgical 

Centre which opened in 2016. The hospital 

has four operating theatres which are 

dedicated to general surgery (for both 

planned and emergency operations). 

In Sunderland, emergency general surgery 

patients are nursed in one of five surgical 

wards which cover a range of specialties 

and there are multiple theatres which 

provide general surgery (for both planned 

and emergency operations).

Our performance 

Whilst both Trusts generally perform well 

against national waiting times standards 

for planned care, there are areas where 

we need to imporove care for emergency 

surgery patients. For example there are 

many clinical standards, particularly linked to 

our ability to deliver seven day consultant–

led care, that we are currently not meeting 

for emergency surgery patients and where 

we need to improve. A good example of 

this is the emergency surgery we provide 

to repair broken hips. A broken hip can 

be a very serious injury with around one 

in ten patients dying within 30 days. It is 

particularly common amongst frail older 

Admitted to orthopaedic 
ward within four hours

Surgery on day of, or day 
after, admission

Physiotherapy assessment 
by the day after surgery

Mobilised out of bed by 
the day after surgery

Nutritional risk 
assessment 

40 50 60 70 80 90 100

59.5

63

85.1

84.4

94.8

98.5

% of patients

73.7

92.7

94.9

98.3

South Tyneside District Hospital Sunderland Royal Hospital

Surgery supervised by 
consultant surgeon and 
anaesthetist

46.9

92.7

Our performance:

Trusts are performing amongst the best in the NHS
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Whilst Sunderland has achieved the best 

practice standards set by the National Hip 

Fracture Database, there is still work for us 

to do in South Tyneside. This is something 

the Care Quality Commission (CQC) outlined 

in its latest inspection of services at South 

Tyneside District Hospital, advising that the 

Trust should continue to work on improving 

outcomes for hip fracture patients.

Our challenges 

As pressures on the NHS have grown over 

the years, much attention has been paid 

to ensure that people who need planned 

operations receive them within national 

waiting time standards. Until recently, 

emergency surgery has not benefitted 

from the same level of national scrutiny 

and we know there are many areas where 

we need to improve in South Tyneside and 

Sunderland.

The national ‘Getting it right first time’ 

(GIRFT) reports, published in 201513 for 

orthopaedic surgery and in 201714 for 

general surgery, have looked at services 

across the NHS and suggested ways 

to improve pathways of care, patient 

experience, and clinical outcomes for 

emergency surgery patients. Key findings 

highlight a number of potential benefits for 

patients and staff, for example: 

• separating emergency and 

planned surgical patients to reduce 

unnecessary cancellations or delays 

• reshaping emergency surgical services 

to ensure consultant-delivered care 

and rapid availability of senior 

surgical opinion

• ensuring that on-call surgical teams, 

including the consultant, are not 

listed to deliver any routine planned 

operations or clinics whilst they are 

on call 

Locally, we face a number of challenges 

in meeting these standards and currently 

do not make the best use of the resource 

available across our hospitals, in-particular 

from a workforce perspective. For example: 

Trauma and orthopaedics

• Our emergency trauma and orthopaedic 

services at both hospitals currently operate 

separate and generic on-call rotas for 

any patients who need an expert surgical 

opinion out-of-hours. This means patients 

may not always be seen by the relevant 

expert for their particular injury. Many 

parts of the NHS have already solved this 

problem by pooling expert clinical teams 

and rotas to ensure patients always have 

access to the right specialist surgeon no 

matter what time of day or night 

• The way our current workload is planned 

in trauma and orthopaedics means our 

orthopaedic surgeons are regularly having 

to manage both emergency trauma cases, 

as well as caring for patients coming into 

hospital for planned operations such as 

hip or knee replacements. This means 

planned patients may often experience 

delays for surgical treatment as we 

must accommodate emergency trauma 

patients during times of peak demand. It 

also means our surgeons do not get the 

opportunity to practice their chosen sub-

speciality as often (for example knee or 

hip surgery) and risk becoming deskilled 

 

General surgery 

• Emergency general surgery requires very 

quick access to diagnostics and senior 

clinical decision making. Guidance from 

the Royal College of Surgeons (RCS) 

is clear that outcomes for patients 

who require out-of-hours emergency 

surgery at night and at weekends, are 

comparatively poor compared to those 

treated within working weekday hours. 

This is of concern to us as we know there 

is inconsistency across both hospitals in 

the current models of Emergency General 

Surgery and our working practices are no 

longer operating with optimum safety 

standards. It is possible, for example, 

patients may not receive the timely care 

they need if this falls outside the specialist 

remit of the surgeon on-call at that time 

and, consequently, their emergency 

surgery may be delayed 

• Much like in trauma and orthopaedics, 

our emergency General Surgery service 

continues to be delivered using a 

traditional on-call system whereby one 

consultant surgeon (who is a specialist 

in one type of surgery) is available to 

give advice and assistance to more junior 

members of the surgical team who 

are resident within the hospital. If the 

consultant surgeon on call is not the right 

specialist, there can often be a delay in 

the diagnosis and decision to operate 
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Clinical drivers for change 

There are now many clinical standards expected of the NHS for the delivery of safe, high 

quality emergency surgery. The need for consultant-led, speciality driven care is now widely 

acknowledged with clear evidence15 to show that if surgeons are able to regularly carry out 

their chosen areas of expertise, patients are more likely to have better outcomes. Across both 

Trusts there is a collective recognition services will need to be adapted in order to improve 

quality of care. By working better together and functioning as a bigger team across two 

sites, our ambition is to: 

Planned care  
(including surgery and outpatients)

Understanding the current picture

Our hospitals provide planned care 

for patients with a range of medical 

complaints. In total, every year there are 

over 420,000 outpatient appointments 

which take place across South Tyneside  

and Sunderland hospitals and from other 

community venues. The table below shows 

our activity levels for planned care during 

2017/18: 

Outpatients –  
first appointments

Outpatients –  
follow up appointments

Planned day case 
procedures

Planned operations with 
an overnight stay

Planned endoscopy 
procedures

41,214

96,610

89,077

197,512

13,228

60,330

1,152

11,448

4,031

13,195

Total inpatients with an 
overnight stay (including 
ambulatory care)

Activity levels for planned care during 2017/18:

54,402

15,158

South Tyneside District Hospital Sunderland Royal Hospital

• provide better access to 24/7 

consultant delivered care for 

emergency surgery patients 

seven days a week

• move from a generalist surgical 

opinion to specialist surgical 

advice and ensure emergency 

surgery patients have quick 

access to theatre and a specialist 

consultant-led team at any time 

of day or night 

• consistently ensure all emergency 

surgical admissions are seen by 

the right specialist consultant in 

a timely way, both when they 

arrive at hospital, during their 

stay and when being discharged 

home

• consistently provide timely 

assessments for emergency 

surgery patients with support 

services available seven days a 

week to aid recovery

• improve our ability to 

consistently deliver high quality 

training for surgical trainees 

• improve patient and staff 

experience and satisfaction by 

separating planned operations 

from emergency surgery

• provide more ‘ambulatory care’ 

for emergency surgery patients 

delivered by senior clinical 

decision makers and which helps 

reduce unnecessary hospital 

admissions (and associated costs)

• improve the efficiency of 

emergency surgery services and 

reduce unnecessary duplication 

and cost by looking at services as 

a collective across the Healthcare 

Group
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Outpatients 

Both of our local hospitals run a range of 

outpatient clinics which take place in the 

main outpatient departments and from 

community clinics. The following medical 

specialities are in the scope of Phase Two 

of the Path to Excellence programme and 

account for around 200,000 outpatient 

appointments every year (53,244 in South 

Tyneside and 146,035 in Sunderland):

• Cardiology

• Respiratory

• Gastrointestinal medicine (including 

endoscopy) 

• Diabetes

• Care of the elderly

• Surgical 

Planned outpatient clinics include those 

patients who have been referred urgently by 

their GP with suspected cancer who must 

be seen within two weeks. Demand for 

assessment and treatment of patients with a 

suspicion of cancer has grown significantly 

in recent years, placing more pressure 

on our teams to achieve the standards 

associated with cancer pathways.

Many patients who attend an outpatient 

clinic go on to have planned operations. 

The overwhelming majority of planned 

procedures now take place as day-cases, 

with advances in medicine and technology 

allowing people to go home much sooner 

than ever before and recover much quicker.

Both Trusts have an endoscopy department 

which offer a range of investigative 

procedures and see a combined total of 

over 18,000 patients a year: 

Patients who need to have a planned 

operation or procedure will have this in the 

new purpose built Surgical Centre at South 

Tyneside District Hospital which opened in 

December 2016. In Sunderland, patients 

having a planned operation or procedure 

will stay on one of five surgical wards 

depending on the nature of their procedure. 

All patients coming into Sunderland Royal 

Hospital for a planned day-case procedure 

are admitted via the surgical admissions 

unit. Both hospitals currently have a mixture 

of planned and emergency patients being 

nursed in the same ward areas.

Our performance

Both of our hospitals generally perform well 

against a range of national waiting time 

standards when delivering planned care for 

patients. Our performance in 2017/18 is 

summarised below: 

Endoscopy patient numbers during 2017/18:

Planned Tests

Emergency Tests

4,031

13,195

326

519

South Tyneside District Hospital Sunderland Royal Hospital

Total:   17,226

Total:   845

Planned care delivery vs national standards 2017/18:

% of patients 
receiving treatment 
within 18 weeks of 
referral by their GP

% of patients seen 
within 2 weeks of 
an urgent cancer  
referral by their GP

% of patients starting 
treatment for cancer 
within 62 days of urgent 
referral by their GP

95.87

94.21

92

94.99

96.53

93

89.11

83.62

85

South Tyneside District Hospital Sunderland Royal Hospital National standard
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Our challenges and clinical drivers 
for change  

Care closer to home 

From our early work so far in Phase Two, 

we estimate there are around 44,000 

outpatient appointments currently taking 

place in Sunderland for patients who live 

in South Tyneside. This includes patients 

with cancer receiving oncology treatment 

who may have had initial treatment at 

Sunderland. Whilst some of this activity will 

need to continue in Sunderland for clinical 

reasons, we believe strongly that as many of 

these appointments as possible should be 

taking place closer to home. We are already 

working with our clinical teams to bring 

as much of this work into South Tyneside 

where this is safe to do so. 

We also know many patients from South 

Tyneside who require the specialist services 

provided by Sunderland, currently need to 

travel further to receive these. Our ambition 

is to deliver more specialist services from 

South Tyneside District Hospital in the 

future. For example, more local clinics in 

South Tyneside in speciality areas such as 

ophthalmology (eyes), ear, nose and throat 

(ENT), urology, oral and maxillofacial, 

rheumatology and vascular services. 

Thanks to the strong partnership working 

across our hospitals we are now able to 

explore these possibilities further. Since our 

hospitals started working together, we have 

already started this work and there are now 

around 400 cataract patients a year who 

are benefitting from having all of their pre-

operative care within the borough of South 

Tyneside and over 1000 patients per year 

receiving kidney care locally.

We also know many of our patients 

currently travel outside of our area 

altogether and go to other NHS providers 

for a number of planned treatments and 

procedures. We want our local residents 

to have equity of access to as many 

local services as possible and by working 

together we hope to achieve this. A 

good example of where we know this is 

happening is for heart patients who need 

a planned specialist cardiac MRI scan and 

currently travel outside of South Tyneside 

and Sunderland to receive this. In future, 

our ambition is to develop access to such 

services locally for the people we collectively 

serve. 

The need for consultant-led, speciality 

driven care is equally relevant for patients 

receiving planned services and by working 

together as larger clinical, nursing and 

therapy teams, our ambition is to deliver:  

• much more care closer to home when 

it is safe, sustainable and appropriate 

to do so

• improved patient experience by 

separating planned care from 

emergency care

• more consultant led ward rounds 

and senior speciality review to 

enable patients to get on the road to 

recovery sooner

• better access to vital therapy and 

support services seven days a week 

to reduce unnecessary delays in 

recovery

Clinical support services 

Across our hospitals and community 

services in South Tyneside and Sunderland 

we have a number of vital clinical support 

services with a large number of staff playing 

a crucial role to help make sure patients get 

the timely and effective care they need. This 

includes:

• Hospital pharmacy services – in 

South Tyneside our pharmacy service 

supports patients at South Tyneside 

District Hospital, St Clare’s Hospice and 

those cared for by community services 

across Gateshead, South Tyneside and 

Sunderland. In Sunderland our service 

provides pharmacy support for patients 

at Sunderland Royal Hospital and 

Sunderland Eye Infirmary. Both sites offer 

an outpatient pharmacy facility 

• Radiology services – this includes 

key diagnostics such as X-Ray, CT and 

MRI scans, as well as ultrasound and 

fluoroscopy (real-time moving images 

of inside the body) which are provided 

from each hospital site and offered at 

various community venues. At Sunderland 

Royal Hospital, interventional radiology 

for vascular and heart patients is also in 

place – this is where specialist consultants 

use live imagery of inside the body and 

minimally invasive surgery techniques to 

clear blockages in the arteries and heart 

• Therapy services – both Trusts offer 

a vast range of therapy services to help 

patients on their road to recovery after a 

hospital stay. This includes:

- Physiotherapy

- Occupational therapy

- Nutrition and dietetics

- Community stroke rehabilitation 

- Podiatry services 

- Speech and language therapy

- Hospital to home / interface team 

(including close working with social care)
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Our challenges and clinical drivers 
for change

Pharmacy 

Working together across both Trusts, 

we need to think about how we provide 

better hospital pharmacy services in the 

future so we can improve the inequity 

of service provision that currently exists. 

For example, our ward-based clinical 

pharmacy service in South Tyneside 

currently only operates five days a week 

and is not available on weekends or 

Bank Holidays. This means inpatients 

requiring pharmacy input before being 

discharged home may often stay longer 

than necessary in hospital. In Sunderland 

this ward-based clinical pharmacy service 

operates seven days a week. We also face 

a pressing issue in relation to the aging 

pharmacy estate at South Tyneside District 

Hospital which is no longer fit for purpose 

with major deficiencies highlighted in a 

recent inspection by the Regional Quality 

Assurance Pharmacist.

Radiology 

Radiology plays a central role in the care 

pathways of both planned and emergency 

patients and is pivotal in our ability to meet 

a number of important clinical standards. 

Timely access to diagnostics also has a 

proven positive impact on reducing the 

length of stay in hospital for patients and 

in reducing admissions overall. Across 

the NHS, we have seen the demand for 

diagnostic imaging grow consistently at 

approximately 10% per year nationally in 

the last decade. This is also true in South 

Tyneside and Sunderland and as this 

demand continues to grow, we must think 

about how we prepare meet this challenge 

for the future. In Sunderland, for example, 

we are already facing more demand than 

the capacity we have available, resulting in 

high costs for offsite CT and MRI reporting 

using non-NHS providers.

Therapy services 

Our therapy services play a pivotal role 

in helping patients to recover as quickly 

as possible and there are currently many 

differences in the way services are delivered 

across South Tyneside and Sunderland. 

Some of our biggest challenges are around 

our ability to consistently deliver these 

services seven days a week and by working 

across our two sites together we hope 

to create more capacity to do this more 

effectively in future. Our aim is not only 

to improve the quality of patient care and 

experience, but also achieve much greater 

efficiencies and improved productivity by 

using standardised systems and processes 

to maximise the valuable expertise of our 

workforce in delivering direct patient care. 

What do our
patients say?
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To help understand patient views and 

experiences in South Tyneside and 

Sunderland, our first step was to carry out 

a desk review of existing feedback and 

research. Key highlights from this show:

• The latest available patient experience 

data from the national Emergency 

Department Survey (2016) shows that 

both Trusts are performing ‘about the 

same’ as most other Trusts across the 

country when it comes to peoples’ 

experiences of ED 

• Latest data from the national ‘Friends 

and Family Test’ (March 2018) also asks 

people specifically about their experience 

in ED and shows 95% of patients at 

South Tyneside and 100% of patients in 

Sunderland were likely or extremely likely 

to recommended services 

• The recently published national Adult 

Inpatient Survey (2017) has demonstrated 

a number of quality improvements for 

both hospitals over the past year with the 

following areas rated ‘better’ than 2016

Quality improvements from the Adult Inpatient Survey (2017):

privacy when being examined 
or treated in ED

members of staff working well 
together

involving patients in decisions 
about their discharge from 
hospital

patients receiving sufficient 
support after leaving hospital 

hospital staff discussing any 
further health or social care 
services required 

Key feedback from patient insight in February 2018:

South Tyneside District Hospital Sunderland Royal Hospital

privacy when being examined 
or treated in ED

length of time on the waiting 
list 

being advised what to expect 
to feel after an operation or 
procedure

discharge from hospital

getting understandable 
answers to questions from 
doctors

To help understand patient experiences 

more fully, a second round of research 

took place in February 2018 to gather 

the views of over 120 patients who had 

recently attended ED, been admitted as an 

emergency, or had some planned care or 

treatment at our hospitals in South Tyneside 

and Sunderland. Face-to-face interviews 

were carried out to capture real-time views 

and opinions of patients and help inform 

clinical service review discussions at the 

earliest possible stage. All of the patients we 

spoke to in February 2018 felt satisfied with 

the care and treatment they had received, 

with many positive comments being made 

about the high standard of care and the 

attentiveness and friendliness of staff. 

being able to access care close to home was reported by patients to be more 

important when needing ‘urgent care’, rather than emergency care

some patients at both sites reported encountering waits for blood tests, X-rays or 

scans and some were unsure as to whether they had seen a senior doctor daily 

patients reported mixed experiences of discharge planning 

patients recognised the staffing and workload challenges of the doctors, nurses and 

other health professionals working across the services and wards

getting the right treatment as 

quickly as possible 

access to an expert or specialist 

for their condition 

quick access to the necessary 

diagnostic tests

Emergency care Planned care

quick access to an expert or 

specialist for their condition 

getting the right treatment as 

quickly as possible 

quick access to the necessary 

diagnostic tests

services which are close to home

3 most important things for 

patients when accessing 

emergency care:

4 most important things for 

patients receiving planned care:

Also important to patients...
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What are staff
telling us?

A third round of patient insight work took 

place during May and June 2018 with over 

4,000 people invited to share their views 

and experiences having recently used local 

hospital services in South Tyneside and 

Sunderland.  Over 1,000 people took the 

time to provide feedback, representing an 

overall response rate of just over 25%.

A very high level summary is included below 

and will help our clinical design teams in 

the months ahead as they think through 

potential ideas for the future.

Key feedback from patient insight May / 

June 2018:

Improve staffing – patients 
recognised the demands placed on 
staff and suggested that more staff 
should be on duty 

Reduce waiting times and 
provide a more seamless process 
from attendance at ED to discharge 
or admission

Improve communication and 
information flow between health 
professionals and patients as well 
as between different departments 
within the hospital.

Emergency care Planned care

Improve staffing to provide a 
more efficient service

Reduced waiting times for 
appointments / procedures and 
keep patients better informed as 
to how long they can expect to 
wait

Improve communication to 
ensure patients are fully informed 
of their treatment / procedure 
and that they are given the 
appropriate aftercare information. 

of patients 

rated their 

emergency 

care as very 

good or good

86.7%

of patients 

always had trust 

and confidence 

in the staff 

treating them

76.2%

of patients 

rated their 

planned care 

as very good 

or good

94.8%

of patients 

always had trust 

and confidence 

in the staff 

treating them

90.5%

Top three suggestions from patients 
for quality improvements:

Top three suggestions from patients 
for quality improvements:
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As part of the clinical review process, staff 

in both Trusts have highlighted the many 

challenges they encounter in their daily 

roles. Feedback obtained via a survey of 

over 700 employees across both Trusts 

between December 2017 and February 

2018 highlighted many recurring themes 

around workload, capacity and staffing, 

as well as equipment and facilities. These 

themes were echoed by almost 200 staff 

who took part in engagement workshops 

held in March 2018. A high level summary 

of the key issues and concerns highlighted 

by staff are summarised below:

Workload and staffing 

Staffing was identified as a daily issue and 

staff from both hospitals highlighted how 

nursing vacancies posed some challenges 

in being able to continue providing the 

best possible quality of safe patient care. 

Recruitment and retention challenges 

were a major theme with staff highlighting 

a reliance on both temporary staff and 

‘goodwill’ to cover staff shortages in various 

specialties. Staff reported how this had 

a negative impact on personal resilience 

and wellbeing, with an inability to achieve 

a good work / life balance and risk of 

‘burnout’ described. The ability to cover 

unexpected staff sickness within services 

which are already carrying high vacancy 

levels, was also highlighted as a concern, 

with examples given of clinical managers 

stepping in to undertake unfilled shifts. 

Staff described how this had a knock-on 

effect in other areas of care with the risk of 

essential quality improvement tasks, such as 

clinical audit, being forgone.

Capacity and demand 

There was widespread acknowledgement 

of the growing and relentless demand on 

services all year round. This was felt to 

impact on the quality of service provided 

and staff described the challenges of caring 

for more older people with incredibly 

complex conditions and with rising levels 

of dementia. Some staff described how 

running at 100% bed occupancy presented 

a challenge, particularly during winter 

when they felt greater capacity was needed 

to accommodate the seasonal surge of 

patients. Staff also talked about the need 

for more efforts across the NHS to avoid 

hospital attendances and admissions.  

Suggestions included GPs working in 

nursing homes, virtual clinics for patients 

with long-term conditions, more ambulatory 

care, enhanced specialised nursing outreach 

and improved frailty services.  Staff also 

shared experiences of how barriers in 

accessing appropriate social care support 

for patients could often delay discharges, 

impacting on overall capacity.

Staff training and development 

Staff also described how pressures on the 

workforce presented a significant challenge 

in getting the time to undertake appropriate 

training or one-to-one supervisory 

discussions. Ensuring appropriate time to 

train and support newly qualified nursing 

staff was also voiced by some staff as a 

challenge, while the lack of substantive 

consultants in some services also meant 

junior doctor training supervision fell to a 

smaller number of permanent medical staff.

Staff also highlighted how the high use of 

temporary staff could result in different skill 

mixes being available, with a risk to quality 

and real challenges in ensuring that new 

staff were familiar with systems and ways of 

working.  They also commented how they 

needed a ‘consistent consultant’ instead of 

locums to help support the team and ease 

pressure. 

Differences between the two Trusts 

Many staff highlighted how the current 

inequity of service provision between the 

two hospital sites needed to be addressed, 

with the limited amount of specialty 

cover at South Tyneside District Hospital 

at weekends given as an example. Staff 

described how medical staffing shortages 

particularly impacted on the ability to 

provide the optimal level of senior doctor 

cover at both sites. 

This also extended to cultural differences 

in ways of working, with differing policies, 

procedures and protocols, as well as 

different working patterns, roles and 

skill mixes of staff within teams.  It was 

recognised services need to be aligned 

and standardisation is required. A key 

recurring theme was also around the IT 

infrastructure and need for unity across 

both Trusts, which was recognised as a both 

a major challenge, but also a key enabler, to 

improve integration of services and cross-

site working. 

“Staffing pressures 
can compromise 
quality standards”

“It’s not just winter 
surge anymore, it’s 
all year round”

“Support for staff 
must be paramount”

“In some specialities 
there are huge 
discrepancies 
between the two 
sites / services”

“Changes and 
improvements need 
to  happen faster”
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Workforce
sustainability

Communications and engagement 

Staff repeatedly emphasised the importance 

of engaging and empowering people at 

all levels, in both trusts so they feel part 

of the Path to Excellence programme 

and ensuring all communication is timely, 

open and honest. The importance of staff 

engagement and regular communication, 

even when there are no updates to 

give, was a recurring theme so staff 

constantly felt kept informed, able to 

provide reassurance to colleagues and to 

dispel rumours. It was strongly felt that 

the success of change depends on the 

involvement of staff at all levels, with 

the importance of ensuring that clinical 

leaders speak positively about the future 

opportunities. The importance of clear 

communication also extended to the public, 

who were recognised to be very sceptical 

about the future of South Tyneside District 

Hospital. 

As well as sharing their thoughts on the 

challenges faced, our staff in both hospitals 

also articulated a number of shared 

ambitions for the future. There were several 

recurring themes from staff in attendance 

at the March engagement events who 

expressed a universally desire to: 

• have a clear, shared vision for each 

clinical service across both Trusts 

• have stable, integrated teams which 

are sustainable 

• deliver standardised care and 

treatment across both Trusts which 

offers the safest, most effective care 

for patients – ‘excellence’ 

• provide a smooth journey for patients 

and ensure they are seen by the right 

specialist, at the right time, in the 

right place seven days a week

• become an employer of choice 

offering greater flexibility for staff, 

a better work / life balance and 

attractive working conditions 

• have fully integrated IT systems 

• deliver improved outcomes for 

patients through continuous learning, 

innovation and improvement 

“Staff want to know 
what’s happening and 
are happy to work 
together for the 
good of the people”

Engagement with staff across both trusts is 
continuing throughout the summer, with 
further events planned for early autumn 
and into 2019.
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The underlying issue of workforce 

sustainability is a common thread throughout 

this document. We cannot ignore this and 

need to think differently about how we 

work together as larger clinical, nursing and 

therapy teams across both hospitals.

So many things, from the quality of 

patient care and experience, to chances of 

survival and long-term recovery after an 

illness or injury, are dependent on having 

a well-trained, motivated and experienced 

workforce with the right numbers of 

appropriately trained staff in place. We 

cannot underestimate the critical importance 

of a stable, fully staffed workforce and by 

improving local hospital services our aim is to 

attract more potential new recruits. 

Our current workforce and pressures 

We currently employ over 8,500 staff across 

both Trusts with hugely loyal colleagues 

enjoying long and fruitful NHS careers with 

us. Our overall turnover rates are broadly in 

line with the national NHS average of 0.87% 

- 0.96% at South Tyneside and 0.71% in 

Sunderland. 

Both hospitals experience much higher staff 

turnover within the highly pressurised area of 

‘emergency care and acute medicine’. This is 

often due to staff working under relentless 

pressure with poor work / life balance 

resulting in a number of vacancies across 

junior and senior medical roles, nursing 

and allied health professionals. This makes 

our ability to sustain safe staffing levels a 

constant challenge and results in high use 

of locum and agency staff (and associated 

costs). By improving the way our current 

services are delivered, we hope to be able to 

address this problem for the long-term.

As well as our immediate staffing problems, 

we must also consider the age profile of 

our current employees which will see our 

workforce reduce further over the coming 

decades as more people reach retirement 

age. We know, for example, that 20% of the 

NHS workforce in South Tyneside and 16% in 

Sunderland are currently of retirement age16.

What is the impact of these 

workforce pressures?

Staff wellbeing and morale - Our staff 

have told us of the daily pressures they face 

due to staffing challenges and the risks 

this presents not only on the continuity of 

services, but the personal pressures placed 

on those permanent staff who are constantly 

going above and beyond to keep services 

running smoothly. Inevitably this level of 

sustained pressure impacts of the health 

and wellbeing of the workforce and while 

our sickness absence rates in Sunderland are 

below the national average, sickness absence 

rates at South Tyneside are above average at 

5.67%. 

Quality and safety – Our staffing issues 

and, in particular, our costly over-reliance on 

agency and locum staff, compromises our 

ability to consistently deliver the very best 

quality of care and can often lead to delays 

in the assessment, treatment and discharge 

of patients from our hospitals. Many of our 

wards rely on temporary nursing staff to 

achieve required ‘nurse to patient ratios’ and 

both hospitals regularly report a number of 

incidents and risks arising from low staffing 

levels and the issues that arise when new 

members of staff are not familiar with 

local policies and processes. The increasing 

number of older patients with multiple 

complex conditions also makes it difficult for 

our staff to have time to provide the same 

level of high quality care. 

Training and supervision – We are 

working hard to recruit newly qualified 

staff at both of our hospitals, however this 

brings with it different challenges as newly 

qualified staff need greater levels of support, 

training and supervision. Whilst we always 

try to achieve a good balance of new and 

more experienced nursing staff across all of 

our wards on every shift, this is not always 

possible. In emergency care for example, 

one third of all nursing staff in Sunderland 

have been qualified less than five years and 

40% in South Tyneside have similar levels 

of experience. Our consultants also do 

not have enough time to deliver the vital 

role of leadership and training for junior 

doctors with responsibility for supervision 

falling to the same, small number of senior 

clinical colleagues. Despite this, both Trusts 

consistently score very highly in junior doctor 

feedback.  

Whilst there is work underway locally, 

regionally and nationally to address these 

workforce challenges long-term, what is 

absolutely clear is we must think differently 

and beyond organisational boundaries about 

how we use the precious skills, expertise 

and resource available to us across South 

Tyneside and Sunderland. Our workforce 

challenges will not be resolved with a simple 

injection of cash as there is not enough 

qualified and experienced staff currently 

available. This is why it is so crucial we make 

improvements to our local hospital services 

so they are as attractive as possible to 

healthcare professionals who want to work 

in services which:

• give them an opportunity to regularly 

practice their chosen areas of 

specialism or clinical expertise 

• see a high volume of patients and 

deliver the best outcomes 

• offer a good work / life balance 

• provide strong opportunities for 

learning, research and development 

Our workforce pressures in emergency care and acute medicine (end of 2017/18):

% of all permanent roles vacant  

% of consultant roles vacant

turnover rate among 
nurses in emergency care

turnover rate in medicine  
and care of the elderly

20%

8%

16%

5%

15%

11%

12%

13%

South Tyneside District Hospital Sunderland Royal Hospital
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The national,
regional

and local picture

Innovative new roles such as ‘advanced nurse practitioners’ now 

allow the autonomous management of increasingly complex patients, 

enhancing the skill mix and capacity within ED by training up more 

nurses and allied health professionals to expand their scope of practice. 

The new role of ‘physician associates’ are also helping to support 

doctors in the diagnosis and management of patients as part of bigger 

multi-disciplinary teams. Investment was made in a minimum of 650 

physician associate training places nationally in 2017/18, with a number 

of students on the two-year programme at Newcastle University. 

Workforce innovations in other parts of the country have included 

looking at GP trainees taking on broader roles to care for ‘ambulatory’ 

patients, as well as allied health professionals, clinical pharmacists and 

paramedics trained to higher levels. 

The new school of nursing at the University of Sunderland is expected 

to be a valuable source of new nursing staff in future years and many 

students are beginning placements at both hospitals. It is hoped this will 

ensure that newly trained nurses who live locally will also want to work 

locally, resulting in a more sustained nursing workforce.

From 2019/20 over 100 more medical students each year will have the 

opportunity to live and train in the North East at the University of 

Sunderland’s new medical school. This will complement existing medical 

provision in the region and provide more opportunities for a new 

generation of doctors, recruited from the communities in which they live 

and will eventually practice.

Our long term success with overseas recruitment in the Philippines has 

seen hundreds of new nurses welcomed to the North East over the past 

ten years. New recruits from our first joint recruitment trip will arrive in 

South Tyneside and Sunderland from October 2018.

Building a future workforce:
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Our local work during Phase Two of the 

Path to Excellence programme is in line 

with national and regional ambitions to 

evolve our NHS to meet the growing health 

needs of our population, the rising demand 

on local services and the rising costs of 

new treatments and technologies. The 

challenges we face locally in South Tyneside 

and Sunderland today, are no different to 

any other part of the country and whilst 

issues with the workforce exist right across 

the NHS, they are felt more acutely in the 

North East of England.

To meet the challenges facing us, there 

is recognition across the NHS that we 

must move away from thinking as 

individual organisations in the way we 

plan and manage care, to thinking more 

collaboratively across organisational 

boundaries to create more joined-up 

healthcare systems and better experiences 

and outcomes for patients.

People are spending more years in ill heath

of all GP visits are a 
due to an incurable 
long term condition

50% 65%
of outpatient 
appointments 
are as a result 
of a long term 
condition

70%
of inpatient 
bed days are 
as a result of 
a long term 
condition

Life expectancy 

65%

£7
out of every £10

of total health and care 
spending in England 
is spent on long term 
conditions

of people 
admitted to 
hospital are 
over 65

x2
Between 2015 
ans 2035, the 
number of older 
people with 4 or 
more diseases will 
double and 1/3 
of these will have 
mental ill health

A person over 80 who 
spends more than 10 days 
in hospital will lose 10% 
muscle mass

One person,  
one team, 
one health  
and care 
system

People are living longer 
than ever

21%

Predicted growth in number of 
over 65’s between 2015-25

There are half a million more people aged 
75 than there were in 2010 - and there will 
be two million more in ten years’ time

The NHS is adapting 
to profound shifts in 
patterns of ill-health

51.8 years
Most deprived areas

Least deprived areas

51.9 years

70.7 years

70.4 years

Women

Men

Women

Men

20 difference in healthy life 
expectancy for people living 
in the most deprived areas

years

10%
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Travel and
transport

North East system-wide context

Health and social care organisations across 

North East England have already committed 

to improving health, wellbeing and the 

quality of care as part of shared health and 

care transformation plans which set out 

a five year vision17 to scale up prevention 

and wellbeing and improve quality of care 

through increased out of hospital care and 

more collaboration between hospitals. This 

work is also intended to close a projected 

financial gap between the funding we have 

available and the projected rising costs 

of services of £641m across our area by 

2020/2118. 

Our work in South Tyneside and Sunderland 

also involves close collaboration with NHS 

partners in North Durham, recognising that 

many patients already flow into specialist 

services provided by Sunderland. In some 

parts of the country, new partnerships 

are evolving even further to form fully 

‘integrated care systems’. These involve 

even closer collaboration between the 

NHS, social care and the expertise of local 

charities and community groups to help 

people live healthier lives for longer, and to 

stay out of hospital when they do not need 

to be there.

The Path to Excellence programme 

Our collective work between both hospitals 

in South Tyneside and Sunderland has 

already helped forge even stronger 

relationships across the local NHS over the 

past two years as we strive to improve local 

hospital services and create sustainable 

models for the future. It is important to 

recognise, however, that this is just one 

small part of a much wider conversation 

about how the local NHS needs to 

collectively improve integration between 

primary, community and hospital-based 

care, as well as links with social care. 

All organisations within the local health 

economy have a collective desire to reshape 

the way we work across South Tyneside and 

Sunderland with an aspiration to:

• deliver a single system wide way of 

working and more joined up services 

• improve health outcomes and patient 

experience

• drive out unnecessary duplication and 

waste

• deliver the services patients need 

within our affordability envelope

• use the capacity and capability we 

have across our system wisely and to 

best effect

Key to this wider work is thinking about 

prevention and how we can help and 

support people so that they do not become 

ill in the first place and how we can 

intervene early and proactively to prevent 

further deterioration or more serious long-

term problems.
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What happens next
and how to

get involved

We recognise that when there is potential 

for changes to local hospital services one 

of the biggest concerns people have is how 

they will get to their appointment or how 

their loved ones will visit them. This was a 

core area of concern raised by local people 

during Phase One of the Path to Excellence 

programme and our independent review 

of travel and transport for Phase One 

suggested a number of different measures 

that could be explored to help reduce the 

travel impacts of proposed service changes.  

These ideas included: 

• ensuring patients and visitors have 

accurate, up-to-date information about 

their travel choices, including public 

transport information and are aware of 

journey planning tools and facilities

• ensuring patients and visitors have 

accurate information about parking 

choices and costs

• providing patients with information about 

schemes that offer assistance with travel 

costs

• providing travel information with 

appointment letters

• promoting the existing policy of allowing 

patients to schedule appointment times 

that ease their travel arrangements

• introducing improved bus services serving 

the two hospitals sites

 

Through our consultation during Phase 

One, the public have helped us understand 

their concerns and risks in relation to travel 

and transport and work is now underway to 

look at some of the issues raised around:

 

• clinical transport and ambulances

• public transport issues in relation to 

buses, metro and ticketing

• hospital car parking and travel between 

the two hospital sites

 

A travel and transport advisory group is 

now in place to carry this work forward and 

includes representation from NHS partners, 

both local authorities and local travel and 

transport provider companies.  As work 

progresses in Phase Two, we will also be 

carrying out further assessment of travel 

and transport so that we can fully consider 

the impact on any potential future service 

models on both staff, patients and visitors.
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Over the summer our clinical design teams 

will be busy working with frontline staff to 

think about how we may be able to solve 

some of our challenges for the future. 

They will be looking at how we can better 

organise services across our two hospitals to 

give the highest quality of care to patients, 

maximise the valuable skills and expertise of 

our staff and ensure best value for money. 

Later in 2018, we hope to be able to share 

some of our early thinking on the emerging 

ideas for the future and we will be seeking 

feedback from staff, patients and the 

public. This will help influence what final 

options our CCGs may need to formally 

consult on which is expected during 

Summer 2019. 

Website: www.pathtoexcellence.org.uk

Email us: nhs.excellence@nhs.net 

Call us on: 0191 217 2670

facebook.com/nhsexcellence

@nhsexcellence 

Write to us (no stamp required):

Freepost RTUS–LYHZ–BRLE

North of England Commissioning Support

Riverside House

Goldcrest Way

NEWCASTLE UPON TYNE

NE15 8NY

How to get involved

Over the coming months we will have 

lots of ways to get involved and  

find out more about the challenges  

we are facing in the delivery of acute  

hospital services. The best way to  

find out what is going on is to look  

at our dedicated website at: 

www.pathtoexcellence.org.uk which 

includes up-to-date documents, links to 

surveys and details of up and coming 

events. We will also widely promote 

activities through the media, online 

and via key partners and stakeholder 

groups. You can also reach at any time 

via:

This document is available in large print and other languages.  

Please call 0191 217 2670.

Key milestones:

Understanding the case for change

Benchmarking against clinical quality standards

Developing ideas for future potential scenarios

Evaluating and impact-assessing potential 
 new ways of working

External clinical and non-clinical assurances of any 
proposed changes and potential new ways of working

Formal public consultation anticipated summer 2019 
(dependent on extent of proposed change)
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Glossary

Acute medicine 

The care provided to seriously ill patients 

who are admitted as emergencies to 

hospital

Assessment unit

A unit where clinicians are able to make

immediate assessments and decisions about

a person’s care when they arrive in hospital

Cardiology 

The field of medicine which treat diseases 

and defects of the heart and blood vessels 

(the cardiovascular system)

Care of the elderly

The field of medicine which cares for older 

people with physical and/or mental illness 

and aims to improve quality of life and help 

people maintain their independence for as 

long as possible

Clinical service reviews

Carried out by clinical teams to understand

how services should be configured to meet

the needs of local communities in the future

Clinician

A qualified health professions, for example

a doctor, nurse or physiotherapist

Consultant

A very senior doctor or surgeon with

specialist training and expertise in a

particular area of medicine

Consultant-led

A consultant-led service is one where

a consultant retains overall clinical

responsibility for the service, care team or

treatment

Diabetes

Diabetes is a lifelong condition that 

causes a person’s blood sugar level

to become too high and must be managed

Emergency admission 

An unplanned admission to hospital 

(often via the Emergency Department), 

which occurs when a patient suddenly 

becomes very seriously ill or injured 

Emergency Department 

This is where all seriously ill or injured 

people are initially assessed and

 treated and is the new name for A&E

Emergency care

The provision of an immediate clinical

service for the treatment of acute and

chronic illness and injury

Emergency surgery 

The care provided to patients who 

require an immediate operation 

Gastrointestinal medicine

The field of medicine which investigates, 

diagnoses, treats and helps prevent all 

gastrointestinal diseases including problems

with the stomach and intestines, liver, 

gallbladder, biliary tree and pancreas.
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15. Royal College of Surgeons, Consultant Delivered Care Emergency surgery: 

 standards for unscheduled surgical care  (2011)
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surgery-standards-for-unscheduled-care/ 
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Health outcomes

Changes in health that result from measures

or specific health care investments or

interventions.

Length of stay

The length of time patients spend in 

hospital from the point of their admission to 

being discharged safely back home

Occupational Therapy (OT)

Therapeutic use of self-care, work,

and recreational activities to increase

independent function, enhance

development, and prevent disability; may

include adaptation of tasks or environment

to achieve maximum independence and

optimal quality of life

Outpatients 

The part of the hospital which cares 

for patients who attend for planned 

appointments or procedures and do not 

need to be admitted as an inpatient to stay 

overnight

Patient flow

How effectively patients move through 

different parts of the health and care system 

to receive the care they need

Physiotherapy

The treatment of disease, injury or

deformity by physical methods such as

massage, heat treatment and exercise rather

than by drugs or surgery

Planned care

The care provided in hospital for patients 

who have been referred by their GP for 

a test, scan, treatment of operation

Primary care

Care provided in community settings,

including the home, by a range of qualified

health professionals, including GPs and

district nurses

Respiratory 

The field of medicine which investigates, 

diagnoses, treats and helps prevent all 

diseases associated with breathing and the 

lungs.

Secondary care

Care provided in a hospital setting

Speech and language therapy (SALT)

Providing treatment, support and care for

children and adults who have difficulties

with communication, or with eating,

drinking and swallowing
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Local hospital services in South Tyneside and 
Sunderland provide an abundance of great care 
delivered by highly committed teams of NHS staff.  

Phase Two of the Path to Excellence programme 
aims to build on these strengths and successes but 
also make sure we plan and prepare for the tidal 
wave of pressures we know are facing us.  

Over the past two years our hospital teams have 
already been working much more closely together 
across South Tyneside and Sunderland and this 
puts us in a very strong position to embrace the 
opportunities ahead.  

Introduction

www.pathtoexcellence.org.uk          nhsexcellence         @NHSexcellence

Why we need to  
transform all care locally

This is the Path 

to Excellence 

programme which 

is the subject of the 

draft case for change 

document and this 

summary document.

This is how we work 

together to encourage 

everyone living in 

South Tyneside and 

Sunderland to take 

more responsibility for 

their own health and 

wellbeing so that they 

do not become unwell 

with wholly avoidable 

illnesses.

This is how NHS, social 

care and community 

and voluntary 

organisations work 

together to provide 

more responsive care 

to prevent avoidable 

hospital admissions and 

to get people out of 

hospital as soon as they 

are able with more care 

at home and closer to 

home.

In order to transform health and care locally 

there are three main pillars: 

Prevention Out of hospital In hospital

Changing hospital care alone will not 

solve the pressures facing the NHS. 

More needs to be done to improve the 

health and wellbeing of the population 

with a focus on preventing people 

becoming unwell in the first place.

Care in local communities needs to 

expand and develop as that is where the 

vast majority of care takes place. 

This needs to happen while we 

balance our finances and plan for the 

future of services to support the growing 

population demands.
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The majority of patients admitted to our 

hospitals are over 80 years old, often with 

multiple long-term conditions, very poorly 

and in need of complex care and support 

from our staff.

Our aging population will continue to grow, 

increasing the demand on hospital services 

even further.

We currently have an ageing workforce, 

which will only exacerbate our staffing 

pressures as more colleagues retire.

More people living with long-term conditions 

(e.g. diabetes, breathing problems, dementia) 

are surviving longer and increasing in number 

and will only add more demand for services.

The number of people attending 

our Emergency Departments at both 

hospitals continues to grow, with many 

older people being admitted with 

multiple health conditions.

Emergency care and acute medicine services 

in both hospitals currently cost more to run 

than the funding available and make an 

annual loss of £15million.

The costs of temporary staff in emergency 

care and acute medicine amounts to over 

£11milion each year.

Our overreliance on temporary staffing costs 

more and limits our ability to make long-term 

quality improvements to patient care.

Not delivering the right quality of care, at the 

right time and in the right place means the 

potential for errors increases which only adds 

to the financial burden.

We need to achieve sustainability for patient 

safety reasons.

We have frail, vulnerable services.

We need to address the poor health 

outcomes of our populations.

We need to address the increasing demands 

on hospital services when community care is 

the best care.

We need to address the increasing demands 

on primary care when self-care is the best 

care.

This is a very common theme throughout our 

draft case for change.

We face daily challenges to staff wards and 

departments to a consistently safe level.

We are relying on the goodwill of staff 

working longer hours or extra shifts - this 

poses a risk to the health and wellbeing 

of our staff and they have told us that this 

cannot continue.

We are relying on employing a temporary 

workforce (locum/agency staff) which is not 

only expensive but not good for quality of 

care. 

Having small and separate teams in each 

hospital means:

- we often face staff shortages and have less 

resilience 

- a number of important clinical quality 

standards, that really improve outcomes for 

our patients, cannot currently be delivered

- it is difficult to attract and retain more staff 

due to poor work/life balance

- we cannot deliver the highest quality of 

training for junior doctors which reduces our 

recruitment chances from an already small 

pool of trainees which all Trusts in the region 

are competing to recruit from

Key challenges

No change  
isn’t an option

Workforce pressures

Future demographic 
changes

Finance constraints

1 2

3 4

There is too much unacceptable variation 

between our hospitals on performance against 

many clinical standards that are the markers of 

high quality care.

We are unable to consistently ensure that 

all emergency patients are reviewed by a 

consultant in a timely manner.

We do not have consistent availability of senior 

clinical decision makers seven days a week or 

wrap around support services available.

Some planned care, for example, going into 

hospital for an operation or x-ray, is not as 

efficient as it could be.

There are differences between our hospitals 

in how often people are referred to specialists 

and the tests and treatments they receive.

Individually our populations are small, but 

together we can:

- create the vital critical mass of patients so 

that specialist teams can maintain and develop 

their skills

- improve staff retention and increase 

recruitment as jobs become more attractive

- increase the ability to provide more services 

locally that traditionally residents have had 

to travel outside the local area to access 

previously

Quality improvements needed5
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How do we plan to address 
these key challenges?

The Path to Excellence 

programme is the ‘in hospital’ 

element of NHS reform in South 

Tyneside and Sunderland and 

will work with all health and care 

organisations to deliver system-wide 

changes to improve patient care, 

outcomes and experiences.

Our work on Phase Two of the Path to Excellence programme covers four broad 

work streams which are looking at the challenges being faced and thinking 

about potential solutions for the future:

What are our ambitions to 
address these key challenges?

Later in 2018 share this thinking with wider 

stakeholders and gain feedback to influence 

final options the CCGs will consider for formal 

public consultation – expected Summer 2019

What happens next?

i
Clinical design teams continue to work with 

frontline hospital staff to think about how to 

solve the challenges and better organise services

Summer 2018 Further staff events in autumn 

and public engagement programme

In addition to the above areas, we are also thinking about how we improve and develop 

our various clinical support services across both hospitals such as therapy services (for 

example physiotherapy, occupational therapy, speech and language therapy), as well as 

clinical pharmacy and radiology services. 

Emergency care  
and acute medicine 

This is the care we provide when patients 

arrive at our Emergency Departments or need 

emergency admission to hospital

Emergency surgery 

This is the care we provide for patients who 

are admitted as an emergency and require 

an immediate operation

Planned care (including surgery 
and outpatients) 

This is the care we provide after patients have 

been referred by their GP for a test, scan, 

treatment or operation

Working together as bigger, stronger and more resilient clinical and nursing teams across both 

hospitals will help us reduce our reliance on temporary staff and attract more people to join us 

permanently.  Our teams are already working towards creating a shared vision for each clinical 

service area which will look to deliver care differently in future and aim to:

- work towards achieving consultant-led 

emergency care seven days a week

- deliver the right care, at the right time, by 

the right professional and in the right place

- work towards achieving national standards 

as set out in the “Getting it right first time” 

programme

- drive out duplication and waste

- join up services better between primary care 

and hospital services

- use technology to increase efficiency 

- use a different skill mix of staff and 

innovative workforce models to improve 

access to clinical support services and 

specialist services

We believe by doing all of this and working together we can improve patient experiences, 

address vulnerable services and deliver the quality standards that will improve patient outcomes. 

It will also make better use of the financial resources allocated to our local health services.
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There will be lots of ways to get involved 

and find out more about the challenges our 

hospital services are facing. 

The best way to find out what is going on is 

to look at our dedicated website  

www.pathtoexcellence.org.uk which includes 

up-to-date documents, links to surveys and 

details of up and coming events.  

We will also widely promote activities through 

the media, online and via key partners and 

stakeholder groups. You can also reach us at 

any time via:

How to get involved

Share  
your views! 

This document is available in  
large print and other languages.   
Please call 0191 217 2670.
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Report Title: 
Path to Excellence – communications and 

engagement strategy phase 2 

Purpose of report 

 
This report is the public engagement and communications strategy for phase 2 Path to Excellence.  
 

Key points 

An updated communications and engagement strategy for phase 2 of the path to excellence 
programme has been developed. This sets out the NHS legal and policy context for significant 
service change in relation to public consultation and engagement, and the strategies, governance 
and subsequent activities that will need to be undertaken in order to ensure a robust process for 
the Path to Excellence phase two pre-engagement and consultation in line with this context.   
 
The strategy provides the frameworks for: 

 Clear rationales for activities to be undertaken 

 How specialised communications and engagement expertise will be deployed  

 How that expertise will support clinical leaders and other NHS staff to lead public and 
stakeholder engagement 

 How the governance and partnership arrangements provide oversight on the end to end 
programme of pre-engagement and subsequent public consultation  

 
Elements of the strategy are under way and are being monitored via the Path to Excellence 
programme management group and the  Path to Excellence Stakeholder panel  
 
This strategy builds upon the Consultation assurance process paper from Phase 1, reviewed by the 
CCG governing body as its extra ordinary meeting in common with NHS South Tyneside CCG on 
21st February 2018. 
 

Risks and issues 

Include details of the following: 

 Risk to ensure professional advice and robust methods to mitigate legal challenge  

 Ongoing issues/concerns  

 Identify any existing risks (include the risk register reference)  

 By not approving the C&E strategy it will mean that there is no framework to deliver upon as 
highlighted in the key points 

 

Assurances  
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Assurances include service agreed with all four NHS partners to commission NECS who are 
experts to give communications and engagement strategic advice and provide operational delivery  
Working with the Consultation Institute to provide independent review and quality assurance 
process on pre-consultation and consultation processes 
Strategy provides assurance that the CCG is meeting it’s legal and policy obligations for significant 
service change 
There is an established stakeholder group and governance group in place to oversee the Path to 
Excellence programme as well as the delivery of this C&E strategy 

 

Recommendation/Action Required 

The Governing Body is asked to endorse the communications and engagement strategy 

Sponsor/approving directors   Scott Watson, director of contracting and informatics 

Report author 
Caroline Latta, strategic public engagement and 
communications lead, NECS 

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  

Relevant legal/statutory issues 

S 242 Health and Social care Act, The NHS Constitution, relevant case law for consultation, 
equality duties 

Any potential/actual conflicts 
of interest associated with the 
paper? (please tick) 

Yes  No  N/A  

If yes, please specify  

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
Delivery via NECS contract  
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Has there been appropriate 
clinical engagement?  

Hospital staff and primary care engagement as part of the 
strategy 

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

Strategy is communications and public engagement   

Is there an expected impact on 
patient outcomes/experience?  
If yes, has a quality impact 
assessment been undertaken? 

Improvements in patient experience, equality impact will take 
place as part of the pre consultation business case for change 
development 
 

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

Significant amount of stakeholder engagement to date with 
more planned 
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1. Background to strategy development 
 

This strategy builds upon the outline public engagement and communications 

strategy developed in winter 2017 for the next phase of the Path to Excellence 

Programme (P2E) – which focuses on the programme of acute care collaboration 

between South Tyneside NHS Foundation Trust and City Hospitals Sunderland NHS 

Foundation Trust. 

It has been developed further after endorsement and input from P2E NHS South 

Tyneside and Sunderland partners from both trusts and clinical commissioning 

groups, stakeholder advisory panel and Health Watch organisations 

Clear tactical action plans underpin key elements of this strategy which is a live 

working document, tracking key deliverables for the programme of public 

engagement. 

It takes into account the legal and policy context for NHS service change, best 

practice communications and engagement advice to support staff, public and 

stakeholder understanding, gain support to develop the best solutions for change to 

ensure NHS service sustainability, and minimise opposition. 

For the purposes of this strategy the term ‘public’ incorporates all stakeholders, 

public, patients, staff, elected members, other NHS bodies, the community and 

voluntary sector, and other individuals and groups as identified by the stakeholder 

analysis. (See section 8) 

This strategy incorporates learning from phase one of the Path to Excellence pre-

engagement and consultation programme as reported to both NHS South Tyneside 

Clinical Commissioning Group (CCG) and NHS Sunderland CCG at their joint 

decision making meeting in February 2018. Clear adaptations in the phase one 

strategy were identified along with recommendations for phase two strategy which 

are included in this updated paper. 

Read the P2E phase 1 consultation process assurance paper here 

It also takes account of the North of England Commissioning Support 

communications and engagement staffing resource available via the P2E 

programme which will deliver best practice strategic advice and guidance, and 

deliver agreed operational activity working closely with the trust’s head of 

communications, P2E programme manager and associated in-house NHS teams. 

It demonstrates how enhanced staff engagement and broader participation in the 

pre-engagement phase will take place in response to feedback from key partners 

and stakeholders around their desire to be involved. 
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In particular, it incorporates equality delivery as integrated to this strategy and not as 

a standalone. 

To date, the Path to Excellence programme has drawn upon robust methods of 

social research as consultation and engagement methodologies where appropriate 

to provide a best practice approaches.   

However, engagement and consultation around significant NHS service change is 

not an academic research project but more a targeted continuous dialogue with staff 

and communities who are most affected by potential changes.  The process aims to 

ensure that they have the information, time for consideration and clear ways to give 

their views, with a particular focus on collecting depth qualitative feedback to give the 

richness of insight to inform robust solutions to the problems the NHS is facing and 

to support decision makers in performing their statutory duties and inform their final 

decisions. 

The Path to Excellence partners recognise that a programme of pre-engagement 

and subsequent formal public consultation for significant NHS service change is a 

continuous (on-going) dynamic (adaptable/open to change) dialogue (a two way 

conversation) and as a result this strategy will adapt as work progresses.  

In the light of this, this strategy sets out a sound basis to progress work, with clear 

rationales for activities within NHS policy (Including the NHS Five Year Forward 

View), best practice communications and where relevant statutory duties and case 

law. 

It should be noted that this version (March 2018) sets out the pre-engagement 

strategy, this paper will be updated to incorporate the formal public consultation 

phase, to take place in spring/summer 2019. 

It should also be noted that while this strategy makes reference to the need for a 
wider communications and engagement strategy about creating a vision for health 
and care across South Tyneside and Sunderland (see section 16), this strategy 
specifically focuses on the acute / hospital services aspects.  This in line with the 
NHS Five Year Forward View vision and, in particular, to help close the gaps in 
quality and the variations in patient outcomes and experience which currently exist 

by reshaping how acute hospital care is delivered.   
 
As work progresses on a wider vision for health and care across South Tyneside and 
Sunderland, this will focus on other important aspects of the NHS Five Year Forward 
View.  For example how we support people to take responsibility for their own health 
and wellbeing so that they do not become unwell with wholly avoidable illnesses, and 
how we can continue to improve efficiency across our health and care system. 
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2. Introduction 
This strategy sets out the NHS legal and policy context for significant service change 

in relation to public consultation and engagement, and the strategies, governance 

and subsequent activities that will need to be undertaken in order to ensure a robust 

process for the Path to Excellence phase two pre-engagement and consultation in 

line with this context.   

The NHS legal and policy context is set out in appendix 1. 

The main services being reviewed are those delivered by South Tyneside General 

Hospital and Sunderland Royal Hospital. These are: 

 Acute medicine and emergency care  

 Emergency surgery  

 Planned care and outpatients  

The challenge is to make what are very complex, interdependent issues as simple as 

possible for the public to understand, while ensuring underpinning good 

communications and engagement processes providing the right information for 

people to make an informed view. This in turn allows decision makers to understand 

public feedback in a systematic way, incorporate the feedback into planning and 

options development, and ensure compliance in regard to legal duties around major 

service changes and NHS future public consultation. 

This strategy provides the framework for: 

- clear rationales for activities to be undertaken 

- how specialised communications and engagement expertise will be deployed 

- how that expertise will support clinical leaders and other NHS staff to lead 

public and stakeholder engagement 

- how the governance and partnership arrangements provide oversight on the 

end to end programme of pre-engagement and subsequent public 

consultation. 

The strategy outlines that two distinct phases of pre-engagement and subsequent 

formal public consultation will be developed and mobilised. 

It sets out how insights gained from patient experience and public/staff engagement 

will influence the development of credible options for service change during the 

formative stage and prior to formal public consultation.   

These future options will be presented and open to influence during a public 

consultation planned for spring/summer 2019 with decision making likely to be early 

2020. 
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There is a clear stakeholder, staff and public expectation to be involved earlier in 

phase two and as a result pre-engagement phase involvement with key groups will 

be enhanced. 

Updated programme governance includes establishment of P2E consultation 

stakeholder reference group (provide advice, views, suggestions or opinions on 

communications and engagement activity). The terms of reference for this group is 

included as appendix 2 

2.1 Wider learning from NHS system reform 

A range of issues and themes have emerged over recent years which are helpful to 

consider in strategy planning for major service change. The themes below have 

been developed from IRP learning, The Consultation Institute learning and reviews 

of major service change learning in Cumbria, Manchester and the North East. 

Programme management resources 

Consideration of the range of experience, professional expertise and resources 

needed within programme teams. This should include staffing as well as operational 

budgets to deliver a programme of public engagement and consultation. 

Clinical leadership 

Visible senior clinical leadership to lead the stakeholder and public conversations. 
 
Early engagement 

Ensuring early engagement with stakeholders on the issues and their involvement in 
options/scenarios development prior to formal consultation. This is an increasing 
area for judicial review, with recent successful legal challenges focusing on the pre-
consultation option development phase.  
 
Clear vision 

A clear vision for the future, supported by all partners in the reform programme, and 
articulated clearly in case for change and communications messages supporting a 
transparent process throughout, openness and authenticity. 
 
Consideration of money, transport and equality delivery 

Ensuring clear articulation of finances, transport analysis and equality impact 
reviews. This should also include relevancy testing and incorporated into 
engagement and consultation strategy. In recent years a number of legal challenges 
have been won on equality grounds where equality delivery duties of due regard 
have not been met. 
 
Credible case for change 

Clear and credible published document which sets out the issues, challenges and 
objectives for the reform. Supported by facts and data sources. 
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Benefits clearly articulated 

The benefits of change need to be clearly shown and aligned to evidence.  This 
should include expectations around improvements in clinical outcomes and patient 
experience. 
 
Sufficient, credible implementation planning  

Ensuring a robust plan for implementation to include capital considerations and 
staffing/workforce. 
 

2.2 Service change solutions development and selection 
In order to support a logical process of developing solutions for change, a staged 

approach works best. The process below has been adapted from The Consultation 

Institutes recommended best practice. 

Step 1 - identify all the wide range of possible solutions that should be considered in 

the process. This is an ideal opportunity to involve stakeholders including staff to ask 

them what solutions do they think will work? 

Step 2 – Check which of the possible solutions is viable. A proposal is only viable if it 

meets agreed essential criteria. Essential criteria are ‘must have’ attributes that can 

include safety requirements, regulatory requirements and the total amount of money 

available. Step 2 assessments are normally completed by experts. Good record 

keeping and transparent communications are essential.   

The output of Step 2 is a long list of viable proposals. 

Step 3 – narrow its list of viable proposals to those that best meet the stated 

objectives of the Path to Excelllence programme. This can be achieved by assessing 

each of the viable proposals against desirable criteria. Desirable criteria are those 

elements of the proposals over which the consultor has influence: the choice 

elements of a decision. Developing desirable criteria to apply is another ideal 

opportunity to involve a range of different stakeholder perspectives where the local 

NHS can ask what matters to stakeholders and use that information to inform the 

desirable criteria. 

The output of Step 3 is a longlist of viable proposals ranked in order of those that 

best meet the stated objectives of the programme. 

Step 4 – The consultor needs to consider which proposals to offer as credible 

options in a public consultation. The consultor needs more detailed information about 

the relative merits of each of the viable proposals on its shortlist. This is another 

ideal opportunity to involve a range of different stakeholder perspectives.  
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The output of Step 4 is detailed information on the relative merits of each of the 

remaining proposals for decision makers to take into account when they decide 

which options to present in a public consultation. The output of the process is 

information to present to the CCGs that informs and influences their decision on 

which proposals to include as options in a public consultation. It provides detailed 

information on the reasons for discarding each of the possible solutions that don’t 

make it into the consultation document.   

In graphic form, the basic building blocks of the process are: 

 

 

 

 

3. Pre-engagement phase (December 2017– Autumn-

Winter 2018) 

 

3.1 Communications and engagement strategic objectives  

During the pre-engagement phase, the key objective is to ensure all activity is to 

ensure the successful preparation of full pre-consultation business case and relevant 

assurance assessments for formal consultation in 2019. 

The objectives are: 

 Ensure compliance with key NHS legal and policy requirements for significant 

service change in relation to public engagement and future consultation 

 Benchmark patient experience across the pathways to inform clinical service 

review case for change and option development 
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 Ensure staff engagement and involvement in order to provide opportunities for 

input, feedback, influence and sense checking on emerging future options 

 Development of updated issues document /case for change to include the 

draft working list of future potential options be shared initially in draft form to 

allow for staff, public and stakeholder feedback in order to influence option 

development at the formative stage  

 Carry out detailed stakeholder mapping and data analysis in order to identify 

civic society groups and organisations with interest 

 Provide wider opportunities for participation by key groups with interest and 

experience in the specific issues as identified by the stakeholder mapping 

 Deliver a highly visible public engagement programme throughout summer 

2018 to socialise the issues, explain the current gaps in quality, share the 

early thinking from staff on potential solutions and allow an opportunity for the 

public to influence potential solutions at the formative stage. 

 To explain how the problems are being identified, how ideas for change will 

be assessed using transparent assessment criteria, how ‘clinical due 

diligence’ will take place in order to ensure feasible options for the future are 

developed  

 To test improved communications and engagement mechanisms to ensure 

they are robust and support continuous dynamic dialogue required for best 

practice consultation utilising digital and social media as required 

 

4 Ensure compliance with key NHS legal and policy 

requirements  
As highlighted, appendix 1 contains information on the NHS legal and policy context 

for service change – and it is summarised below. 

NHS policy requires two distinct phases to deliver significant service change: 

 Pre-engagement phase – socialising issues and case for change, staff and 

stakeholder involvement in option development (the focus of this strategy as 

of March 2018) 

 Formal consultation phase – formal consultation on options devised in the 

pre-engagement phase (this strategy will be updated later in 2018 to plan for 

formal public consultation) 

Compliance required with statutory legal duties for consultation, including 

consultation with Joint Overview and Scrutiny Committees (JHOSC), plus case law 

such as the Gunning Principles and the Equality Act. 

Compliance required with five NHS assurance test for service change: 

 Clinical engagement and support from clinical commissioners  
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 Strong patient, public and stakeholder engagement  

 Clear clinical evidence base 

 Consistent with current and prospective need for patient choice 

 Bed test (added in April 2017) 

Other key NHS policy areas to ensure alignment: 

 Empowering community model for patient centred care 

 NHS constitution standards around patient involvement and patient choice 

 Clinical standards 

 Five Year Forward View 

In order to gain third party independent quality assurance of the process, the 

programme will work with the Consultation Institute. 

This strategy and associated action plans acts as assurance on meeting NHS legal 

and policy obligations in relations to the public engagement and communications 

elements of significant service changes for the NHS. 

5 Benchmarking patient experience  
Ensuring robust insight around current experiences of services is critical intelligence 

required to help the clinical design teams understand what is important to patients, 

what is working well and what areas there are for improvement. 

This will be conducted in a three phase approach, with each phase feeding into the 

next: 

 

5.1 Desk review 

In line with best practice, and to assist discussions taking place amongst staff from 

both South Tyneside and City Hospitals Sunderland NHS Foundation Trusts, a desk 

review was undertaken of any national benchmarking patient experience surveys to 

allow comparison of the performance of both Trusts against national standards.  

The review also reviewed existing local, regional and nationally available insight and 

patient experience work for each clinical speciality. 

Desk review 
of national 
and other 
patient 

experience 
evidence

Patient 
qualitative 
interviews 
and surveys

Wider field 
work
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Again in line with best practice, this is carried out in order to frame the local 

engagement research methodology and ensure previous work is not reinvented to 

continue to build a robust insight knowledge base. 

5.2 Qualitative patient interviews and surveys 

In addition, targeted engagement was also undertaken with patients from both Trusts 

to further understand patient experience and perception in relation to the above 

clinical review service areas.  

Planning started with the communications and engagement task and finish group in 

November 2017 to develop surveys and discussion guides. 

Patients and carers is hospital settings were targeted to share their recent 

experience of using these three clinical service areas and how they feel they could 

be improved.   

A small segment of the patient population with an overall sample size of 126 people 

responded by taking part in a facilitated one to one surveys in Trust sites. 

These face to face surveys were carried out in order to give a flavour of the real-time 

views and opinions of patients who have recently used services at both Trusts 

(during February 2018) in order to inform staff engagement workshops planned for 

March 2018 and clinical service review discussions at the earliest possible stage.   

Field work in the Trusts took place during the month of February 2018 at a time of 

heightened demand for NHS services. 

A draft analytics benchmarking patient experience report is included at Appendix 3 

and will be updated with wider field work findings when completed. 

5.3 Wider patient experience field work and quantitative research 

The qualitative face to face survey work described above will be supplemented by 

broader quantitative field research over Spring 2018 which again will be shared with 

the teams involved in the clinical services review work streams to inform discussions.  

The tactical engagement delivery of the qualitative research will be decided after 

the key demographic data for the target groups of patients is analysed in order to 

ascertain the most appropriate engagement method.  

This will be used to inform the further development of the engagement and 

communications plan for each specialty included in Phase 2 and will include publicity 

and promotional activity relevant to each target group (in line with the MOSAIC 

segmentation tool) to raise awareness of the opportunity for those with experiences 

of the local services to give their views.  

For example, targeting of people who’ve recently used Emergency Departments via 

social media for an online survey (younger groups more likely to use smart phones 

and social media); and the direct mailing of a paper survey to acute medical patients 
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with long-term conditions and their carers (older groups with a preference for paper 

formats). 

The two main methods for this engagement research phase includes quantitative 

surveys, either by direct mailing with a free post return or online  targeted via digital 

advertising and social media, and as noted above by face to face qualitative surveys 

carried out on hospital wards and out-patient clinics in the hospitals by trust patient 

experience staff and volunteers. 

In order to ensure quality assurance, surveys and questions will be benchmarked 

against national NHS or special interest group surveys, in order to ensure relevancy 

and good practice. All final versions are to be agreed by the communications and 

engagement task and finish group and signed off by the lead medical director for the 

programme. 

During this engagement activity, a dedicated event with local community and 

voluntary sector organisations to brief them on the issues, explain the engagement 

process and gain support and involvement to engage with service users to provide 

the opportunity to give their views. In summary, with the focus particularly in relation 

to equality impact and ensuring the process can capture the views of people with 

protected characteristics.  

6. Staff engagement and involvement  
As key improvements from phase 1, enhanced staff engagement and involvement 

has been supported and as highlighted in the outline strategy, is underway. 

Across both Trusts there has been improved staff communications for all staff – and 

specific targeted with staff working across the three key clinical service areas under 

review.  This has included very clear visibility on who is involved in each of the work 

streams and regular proactive briefings across both Trusts in relation to Phase Two. 

Targeted staff communications and involvement was identified as needed with teams 

in the three service areas:  

 Acute medicine and emergency care  

 Emergency surgery (including theatres and critical care) 

 Planned and ongoing care and specialist services 

The objective was to capture views from frontline staff on the challenges and 

difficulties they currently face in service delivery, what ideas they had for 

improvements for service delivery and also their feedback on how staff should be 

involved.   
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6.1 Staff survey 

A survey was designed to capture views from frontline staff in South Tyneside and 

Sunderland on the challenges and difficulties they currently face in everyday service 

delivery and to seek their ideas on how to further improve the quality of patient care. 

The survey included quantitative and qualitative methods, the findings reported back 

to staff and used to inform the development of phase 2 case for change as well as 

improved staff communications and involvement. 

In total, 710 people members of staff responded to the questionnaire from a total of 

4246 staff who were invited to take part who work in the areas impacted by Phase 

two.  This represents an overall response rate of 16.7%.  Of these 710 responses 

580 members of staff responded to most of the questionnaire. 

Almost a fifth (17.8%) of staff invited to complete the survey at South Tyneside NHS 

Foundation Trust did so (n = 215 from a sample size of 1207). This equalled six per 

cent of the total Trust workforce. For City Hospitals Sunderland NHS Foundation 

Trust, sixteen per cent (16.3%) of staff invited to complete the survey did so (n = 494 

from a sample size of 3039). This equalled ten percent of the total Trust workforce. 

Summary quantitative feedback from staff survey 

 A third of staff told us that their ward or department often saw patients who 

should be admitted or seen by another speciality.  Nearly all (93%) of 

respondents felt they had the right skills to deal with patients in their ward or 

department.  

 Almost four out of ten staff felt there was enough staff and capacity on their 

ward or department to treat patients safely and effectively most of the time 

(38%) or some of the time (37%). 

 Only 24% of staff reported having easy and quick access to specialist advice 

about their patients care and treatment all of the time, with 53% stating this 

was available  most of the time. 

 Only 17% of staff reported having easy and quick access to diagnostic tests, 

scans, and results all of the time, with 52% stating this was available most of 

the time 

Summary qualitative feedback from staff survey 

 

The top five qualitative themes from the staff survey are detailed below, with most 

people commenting on issues to do with workload, staffing, working conditions, 

physical capacity and equipment and facilities: 
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Workload 

This theme includes comments made about an increased or large workload for staff. 

This includes staff having to work across multiple sites. Staff mentioned having a 

lack of capacity to carry out their role, with competing timescales. Staff commented 

on high-dependency patients and balancing complex case-loads. 

Staffing 

A number of comments were made in relation to a shortage of staff, and a shortage 

of appropriately trained staff or specialist staff. Some staff commented that there was 

inadequate staff employed. Training was identified as an issue – either through 

people having training needs which are not being addressed, or not being able to 

find the time to attend training. Some staff were asked to work-up beyond their skills 

or role, and some staff felt they were asked to do jobs below their current role. There 

was also comments made about the use of agency staff and locums, particularly in 

the final question (any other thoughts or comments). For example, one member of 

staff commented how they needed a consistent consultant instead of locums to help 

support the team and ease pressure. Another member of staff commented on the 

expenditure of outsourcing staff (locums) in Radiology. 

Working conditions 

This theme identified issues such as overtime, flexi-time, sickness, low pay, and 

lone-worker policy. Some people identified bullying and harassment, unfair 

dismissal, or working with obstructive staff. This theme also covers comments made 

about management, decision making and financial issues. A number of staff 

mentioned low morale, and feeling undervalued. This includes low job satisfaction 

and people looking for other jobs. People commented how they are unable to find a 

work-life balance, and were asked to work beyond their hours without pay. Staff 

commented on feeling mentally exhausted. Alongside job insecurity, staff felt there 

was no career pathway or progression for them. They also felt their roles had too 

many admin tasks associated with them. A lack of communication was also 

Workload

Staffing

Working conditions

Physical capacity

Equipment and facilities
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mentioned, both internally with staff, perhaps through bulletins, and externally to the 

public. 

Physical capacity 

Staff frequently mentioned a shortage or limitation of bed space for patients. 

Comments were received in relation to not having capacity to accommodate referrals 

from other services. Staff felt pressured to discharge patients to free up bed space 

and capacity. Comments about waiting lists also fell into this theme. In addition, 

comments about a lack of storage space fell into this theme. 

Equipment and facilities 

A number of comments were made in relation to out of date equipment. This 

included IT equipment, but also medical facilities. Staff identified a high demand for 

certain rooms and facilities (such as theatre space and x-ray equipment) as a 

challenge. They also identified improved IT systems and electronic access to 

medical records as an area for improvement. Staff also commented on inappropriate 

facilities for patients (for example – a ward not being suitable for neuro or stroke 

rehabilitation). Finally, this theme covered a lack of stock (staff predominantly did not 

elaborate further than ‘not enough equipment’ or ‘low stock’,   however one member 

of staff identified low film for x-ray rooms). 

The full staff survey report is included as appendix 4 

6.2 Staff engagement events  

Three half-day discussion workshops were held in March 2018 for each of the 

clinical review service areas:  

 Emergency care and acute medicine 

 Emergency surgery  

 Planned and ongoing care and specialist services 

As well as the core design team, key representation from the wider workforce was 

invited from both Trusts and included: 

 Ward managers and senior nursing staff 

 Junior doctors and middle grades 

 Clinical support (radiology, pathology, therapies, pharmacy as appropriate) 

 Therapy teams  

In order to allow some clear thinking space and signal unity between the two FTs, 

these sessions were held off site at a venue in between South Shields and 

Sunderland (Boldon) and bring together staff from both Trusts.   

The format included an introductory presentation from the core design team, 

feedback from the staff survey work (see section 6.1) and feedback from the patient 

experience benchmarking to date (see section 5) 
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The purpose was to explain the issues each core design team had identified to date, 

asking staff about what issues they identify and what ideas and potential solutions 

for these challenges they had. Their comments and feedback would be captured in-

order to feed into case for change development. 

In order to provide the best conditions for open and honest conversations, the 

workshops required facilitated round table discussions, allowing people to input their 

views.  Independent facilitation of these events supported by NECS ensured smooth 

running and that no-one side of the alliance were perceived to dominate the 

conversation.   

A draft feedback report from the staff events covering issues and ideas is contained 

as appendix 5. 

A further round of similar staff engagement events is being planned for June 2018 

and will include a discussion on: 

- Brief feedback from March events (You said, we did) 

- Progress update from work stream   

- The draft case for change and working list of potential future scenarios  

- Risks and opportunities / links to other work streams 

Organisational support for staff during change. 

Feedback from these June staff engagement events will be fed into the first clinical 

due diligence event in July 2018 (see section 6.5). 

 

6.3 Key insights gained from staff in relation to communications and 

engagement up until April 2018 

During the staff survey work and staff workshops, there was a re-occurring theme of 

the desire for more opportunities for engagement and enhanced staff 

communications. 

Staff emphasised the importance of being engaged and empowered at an earlier 

stage. They wished to have further advanced notice of staff engagement events and 

more opportunities to get involved as well as references to staff needing time to 

respond to engagement opportunities – either face to face or survey work. 

Feedback also contained references to how staff on the ground wanted to influence 

the shape of how services might change. There was also mention of the culture of 

the organisations making sure people felt able to contribute ideas without concerns 

of criticism for doing so. 

One particular area of interest surrounded the use and importance of patient 

feedback and how this could be used much more practically and visually across both 

organisations as well as with patients and the public. 
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It was requested that after each clinical services review session, sub groups of the 

clinical service review group should feedback progress. There was emphasis about 

wishing to have open and honest communication, with ‘clarity’ and being ‘consistent’ 

the key words used by staff in feedback. 

Feedback from the event evaluation forms showed that there were some very 

positive responses to the three events. Staff felt that the events were a good 

opportunity to discuss their opinions, concerns or themes, especially away from their 

departments and interruptions. They enjoyed being in a different atmosphere and 

being able to speak their minds among staff from both Trusts. In particular, staff at all 

three workshops mentioned that the events made them feel valued and being able to 

give their opinions made them feel appreciated, it also provided staff with the 

opportunity to begin creating personal links with colleagues from both sites.  

There was some concern about the lack of representation from other organisations 

and services, therefore more work needs to be done to understand how staff are 

invited to events. There was very much an appetite for more sessions to take place - 

which is a good starting point - and they liked the way the events were structured 

and organised.  

The table discussions stood out as a positive along with the opportunity to hear the 

opinions and views of other people. Facilitators were mentioned specifically and 

were seen as very supportive, with staff praising the idea of having a facilitator at 

each table and they liked having their comments recorded by a scribe.  

Some even indicated that they liked the table facilitation process the most, therefore 

consideration needs to be given in regards to how facilitation training could be 

broadened to staff across the Trusts and wider health economy in order to support 

staff engagement, recording their feedback in order to influence plans and respond 

to issues raised. 

In regards to improvements while it was commented that the events were well 

organised, there were some suggestions for improvements to timing and length, 

however as mentioned earlier, as much notice as possible should be given to ensure 

a wider representation of staff groups. Concerns about how people who cannot 

attend events in person could be part of the process were also raised, this could be 

resolved through video, apps such as sli.doand post event communications allowing 

people to contribute in different virtual ways. 

In terms of what happens next, staff wanted to see action plan which includes the 

impact of their contribution and how the information that they have provided will be 

useful in the case for change. 

Some early themed questions have emerged around jobs and organisational culture, 

these included:  
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 There were many questions surrounding the future of South Tyneside District 

Hospital, will it change into a “cottage hospital”? 

 There were many questions about what any changes might mean to people’s 

individual jobs, for example: 

o If there will be job losses 

o In relation to seven day working, would people be moved from shift 

work (especially those who don’t current work shifts) 

o Will people need to move and work on different sites 

 Have the larger decisions already been made? 

 Will there be equal influence and voice across both trusts? (perceptions of 

bias) 

These questions were addressed during the events and will continue tobe 

incorporated into wider staff communications. 

6.4 Staff communications from clinical design teams 

It is recognised that there is a strong appetite for more communications and 

engagement activity as set out above to ensure the workforce across both Trusts is 

kept up-to-date as work progresses and make sure staff have an opportunity to 

become involved at appropriate times. 

 A revised programme of regular internal communications and engagement 

activity for both Trusts is significantly helping  this process as follows: Regular 

proactive updates for all staff are shared across both organisations about 

Phase Two via a number of mechanisms  

 Updated  intranet pages across both Trusts now include: 

o Details of work stream leaders and membership  

o Overarching timeline for Phase Two  

o Monthly e-bulletin updates from each work stream meeting which have 

been held since December 2017 are now available to all staff 

o Facility to ‘Ask a question’ / get involved and give viewsCopies of all 

materials shared at March 2018 staff engagement events 

o Staff survey report 

o Staff engagement events report 

In addition to the above, there is a need to support the clinical leaders involved in the 

core design teams for each area undergo some strategic leadership / core 

interpersonal communications skills training in preparation for helping to deliver staff, 

stakeholder and public engagement activities in front of large audiences.  Work is 

also underway with organisational development and HR colleagues in both Trusts to 

develop a suite of support to be made available to help staff cope and deal with what 

is going to be a challenging agenda at the same time as managing business as 

usual.   
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6.5 Clinical ‘sense check’ due diligence workshops 

Two clinical ‘sense check’ due diligence workshops are recommended for summer 

2018 and autumn 2018. These will be day-long events and will bring together the 

core designs teams only, across the three service areas from both Trusts.  This 

events will allow for strategic discussion and sense checking on the working list of 

potential future scenarios which have been put forward by each work stream. 

Again, it is recommended that these are held off site and independently facilitated.  

The purpose will be to look at the working list of emerging models from each work 

stream and sense check on the clinical interdependencies and any other areas for 

consideration as part of option development.  These events will also play a key role 

in building upon the work started in the March staff engagement workshops by 

bringing together working cultures from both organisations.  

Elements of these events will be captured on video, with vox pops from clinical 

leaders which can be shared with the wider workforce and demonstrates 

transparency – linking back to staff requests for more information to be shared (see 

section 4.4.3) 

There should also be simultaneous updates for stakeholders and the public on the 

work underway as part of the clinical service reviews.  

To coincide with these clinical due diligence events, simultaneous staff and 

stakeholder updates will be shared widely to ensure there is a consistent message 

about: 

 Context / case for change / current situation  

 Why change is needed and will be better for patient care  

 Feedback gained from discussion workshops with staff / staff involvement  

 The emerging direction of travel / potential future options 

 What needs to be considered as part of option development 

 Timeline, process and next steps for public engagement and consultation  

 

7. Updated issues document – the narrative for the case for 

change  
In order to articulate to the public the issues the local NHS is facing, an updated 

issues document will be developed which will act as the underpinning narrative and 

key messages for phase two. 

This will take into account the feedback to date from staff, patient experience 

benchmarking and the work carried out to date by the clinical design teams. 
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It should be shared initially in draft form for staff, public and stakeholder feedback 

and updated as necessary as work moves towards formal public consultation in 

summer 2019. .  

The updates ‘case for change’ should include: 

 Reminder about why phase one vulnerable services were chosen 

 Learning lessons from phase one to improve wider staff and stakeholder 

involvement at earlier stages  

 The strong and vibrant future for South Tyneside hospital 

 Changes are clinically led to make best use of staff resource, expertise and to 

improve clinical care and therefore outcomes for local people 

 Feedback to date from staff engagement regarding the challenges they 

observe 

 Feedback to date from patient experience  

In addition to this, a high level clinical narrative is developed which clearly articulates 

the clinical vision and the areas being discussed and likely to be consulted upon: 

 Emergency care and acute medicine 

 Emergency surgery  

 Planned and ongoing care and specialist services 

This will underpin all communications and engagement activity during the pre-

engagement and formal consultation phases and ensure there is a consistent 

message from the outset of phase two.  

For each of the clinical service review areas, a specific narrative will need to be 

developed and approved which covers the following points: 

 What is the current situation? (Data, facts and figures) 

 Why is change needed?  

 Why would change be better for patients and what is important to them? 

 What do we need to consider? 

8. Stakeholder mapping 
In order to ensure the programme effectively targets patients, key groups and 

organisations, detailed stakeholder mapping and data analysis of demographics will 

be carried out in order to inform who has influence and/or interest in the issues within 

the Path to Excellence programme. 

It must be emphasised that this is best public relations practice, and it is carried out 

in order to make the best use of programme resources to target key interest groups, 

in order to ensure they have the opportunity to hear about the issues, get involved as 

they wish, ask questions and feedback views. 
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9. Democratic engagement 

9.1 South Tyneside and Sunderland joint health overview and scrutiny 

(JHOSC) 

NHS partners are mindful of their statutory duties to engage with health overview 

and scrutiny committees and elected members and respect this is how NHS 

organisations are locally democratically accountable.  Section 244 sets out the duty 

to consult with local scrutiny committees on matters of NHS significant variation of 

services and NHS consultation (see appendix 1). 

From April 2016, South Tyneside and Sunderland hospital trusts began a formal 

discussion with the two separate health overview and scrutiny committees around 

the formation of the partnership and subsequent Path to Excellence phase one 

programme. 

The partnership made a formal request to the local authorities that the formation of a 

joint overview committee should be considered under section 30 of the local 

authority health scrutiny guidance.  

NHS leaders subsequently attended 11 JHOSC meetings since April 2016 to 

January 2018, in addition to a large commitment of the programme management 

resource to support requests for information, involvement of elected members in 

procurement etc. 

This also included: 

 Programme support to fund The Consultation Institute for members 

training 

 Support provided for lead specialist and senior clinicians from NHS 

clinical networks to attend JHOSC to provide independent clinical views 

on the options 

 Dedicated briefing session for members on the safety of freestanding 

midwife led units by the regional maternity system lead consultant took 

place and a visit to a successful FMLU is being organised. This was in 

direct response to a request from JHOSC members to obtain better 

information about the safety of midwifery-led care 

The JHOSC interim response to the P2E phase 1 consultation praised the NHS 

involvement with the committee, however its final response criticised the NHS for 

use of jargon and not understanding the scrutiny process.  

In March 2018, the JHOSC and subsequent the two single local authority health 

overview committees decided on a unanimous basis to refer the Path to Excellence 

phase 1 consultation to the Secretary for State for Health and Social Care, citing 

inadequacy of consultation with them (JHOSC), and that decisions were not in the 

best interest of local health services. 
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In the light of this, consideration should be given to how programme management 

resources should be aligned on a proportionate basis in order to make best use of 

the limited resources (people and time) and also ensure statutory duties to consult 

with the committee are met. 

9.2 Co Durham Health overview and scrutiny 

The programme will continue to engage with County Durham Health Overview and 

Scrutiny committee to assess their requirements for consultation with them as a 

single HOSC. 

9.3 Members of Parliament  

Each of the NHS organisations continue to engage with local members of 

parliament, usually via chief officers. NHS Chief Officers will continue to co-ordinate 

this via their regular CEO meetings. 

9.4 Attendance at local area ward committees 

As part of developing the updated issues document, attendance at local area 

committees is recommended to reach local communities and civic society. 

 

10. Engagement with NHS partners 

10.1 Health Watch organisations 

Both South Tyneside and Sunderland Health Watch organisations are members of 

the communications and engagement task and finish group and stakeholder advisory 

panel.  They continue to provide robust positive challenge, suggestions and ideas to 

contribute to the development of the overall engagement and consultation 

processes. This is in line with their statutory role as a consumer voice for health and 

social care. 

The Path to Excellence partners welcome and value the ongoing involvement of the 

Health Watch organisations. They recognise that as small organisations, their 

contribution of time and knowledge is extremely precious – therefore even more 

valuable as a result. 

10.2 Primary care – GP community  

The CCGs are membership organisation of GP practices, and therefore are ideally 

placed to support enhanced GP engagement for phase 2. 

A programme of engagement with the GP community will be developed in parallel 

with the public and trust staff engagement. This is likely to take the form of updates 

at training events, council of practices, via GP federations and via The British 

Medical Association and Local Medical Committees. 
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10.3 North East Ambulance Service (NEAS) 

During phase one, there was a public perception that NEAS were not involved in 

P2E discussions, despite the organisation being involved at appropriate times. 

In order to allay public fears, work will take place with NEAS to provide joint updates 

and specific references to their involvement in work as it progresses. 

This also accounts for NEAS being a regional organisation and will assist in helping 

make best use of resources. 

10.4 Clinical senate and clinical networks 

As a continuation of phase 1, work will continue with the Northern region clinical 

senate and networks. 

They provide targeted system support to improve health outcomes and reduce 

unwarranted variation, and support the development of lasting local solutions to 

address national priorities. 

Combining the experience of clinicians, the input of patients, and the organisational 

vision of NHS staff, the Northern England Clinical Networks work in partnership with 

those who use, provide and commission health services to make improvements in 

outcomes and reduce variation across the region. 

11. Public participation and involvement  
There is a clear mandate from NHS England, for the enhancement of participation 

and ‘co-production’ with stakeholders and communities in order to deliver the NHS 

Five Year Forward View, and the development of integrated care partnerships 

(formally known as sustainability and transformation partnerships). 

Participation means giving people the meaningful opportunity to shape and take part 

in activities that will have a clear influence in the end results. 

A key element of the pre-engagement strategy is to provide wider opportunities for 

participation by key groups with interest and experience in the specific issues under 

review as identified by the stakeholder mapping (see section 8). 

Given the complex nature of the interrelated service reviews, consideration should 

be given to how participatory techniques can be deployed in a realistic and 

meaningful manner. 

There are different participatory techniques that can be deployed, and there is no 

one size fits all, so different approaches will need to be adopted depending in the 

emerging issues. Approaches may include face to face events or digital participation. 

It may be that wider participation can be deployed (beyond clinical staff in clinical 

due diligence workshops see section 6.5) to support options development and/or 

options appraisal as well as participation in setting the evaluation criteria which is 
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used to assess options as being robust for consideration and testing via formal 

public consultation period in 2019. 

In the pre-engagement phase, each area of clinical service review requires close 

consideration between the clinical design teams and communications and 

engagement staff in order to ascertain the most meaningful participation techniques 

relevant to develop and deploy. 

 

12. Wider communications plans to explain the case for 

change and clinical assurance (pre-engagement phase) 
Whilst the pre-engagement phase should not feel like it is a public consultation, it is 

important that public engagement activity is highly visible in order to socialise the 

issues, explain the current gaps in quality, share the early thinking from staff on 

potential solutions and allow an opportunity for the public to influence potential 

solutions at the ‘formative’ stage.   

In addition to this wider public engagement, activity will also be carefully targeted in 

order to support engagement with key groups as identified via the stakeholder 

analysis (See section 8).  

It is important to note that this does not exclude anyone who wishes to take part, 

stakeholder analysis is a tool to assess those with interest and influence in issues in 

order target their involvement and make best use of programme resources in order 

to gain meaningful and informed feedback on the issues. 

The main purpose of communications and publicity in the pre-engagement phase is 

to explain how the problems are being identified, how ideas for change will be 

assessed, how ‘clinical due diligence’ will take place in order to ensure feasible 

options for the future are developed and how people can be involved. 

All public materials will use plain language, be honest and transparent for example – 

instead of saying clinical risks – say the harm that can happen to patients that could 

result in their condition becoming worse, or in some cases long term disability or 

even death. 

This is recognition that in phase 1, despite best efforts, it was clear in public events 

and other public feedback received that some people did not make the connection 

between quality of services meaning that having qualified and trained staff to work in 

those services with access to the right support/supervision and diagnostics had a 

direct link to the care delivered to patients – and the subsequent effect this had on 

the patient’s health outcomes. 

Wider communications plans include: 
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 Promotion of wider patient experience field work (see section x) defined by 

data analysis for most relevant tach 

 Updated and refreshed Path to Excellence website (Phase 1 archived so will 

available) 

 Publication of key documents, print and digital – including updated issued 

document (see section 7) 

 Stakeholder bulletin updates 

 Enhanced social media presence, with video, graphics as required 

 Use of existing communications channels, NHS websites, staff 

communications 

 Regular media releases and special features in the Echo and Gazette – in 

particular pre and post key milestones (eg staff or stakeholder participation 

events) 

 Continuation of promotion and use of My NHS (CCG membership scheme 

with c1500 members) 

 Public engagement roadshows across South Tyneside and Sunderland during 

summer 2018 and quantitative feedback via an online survey   

 

13. Monitoring improved communications and engagement 

plans 
As previously stated, this strategy is about developing a continuous dynamic 

dialogue, with every aspect of strategy delivery open for review and continuous 

improvement and therefore adaptation as phase 2 progresses into formal public 

consultation.  

Consideration should be given to evaluation measures that can be tracked and 

reported to give insight into the strategy’s effectiveness.  This is a continuation of 

phase one metrics and examples are included below and more should be developed 

as time progresses. 

13.1 Evaluation and measures 

In order to assess what communications and engagement mechanisms are working 

and what could be improved it is important to build in continuous review in order to 

ensure tactics are robust and support continuous dynamic dialogue required for best 

practice consultation. 

It is recommended that: 

 Every event to have post event evaluation forms, analysed and reviewed for 

lessons and improvements, shared with relevant groups and published. 

 Every event to have pre-meet and post event debrief with event staff in order 

to bring lessons or improvements into the next event. 
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 For every key tactic being planned, active evaluation measures are 

considered and should be a key part of each specific plan. 

Outputs  

 Feedback forms from staff and public at events (including demographic 

analysis and sentiment) 

 Numbers of staff attendance at events 

 Number of stakeholder/public at events 

 Attendance at public engagement roadshows  

 Online survey responses 

 Number of questions asked by staff via intranet page  

 Social media engagement, sentiment and tracking 

 Media coverage sentiment and tracking 

Outcomes 

 Improvement in 2017 NHS staff survey for Trust staff  

 Best practice met in line with Consultation Institute independent quality 

assurance 

 Improvement in CCG stakeholder 360 survey results in relation to key 

stakeholders 

14. Equality delivery 
The Path to Excellence plans are subject to a rigorous NHS assurance process 

which aims to eliminate discrimination, promote equality of opportunity and ensure 

that, wherever possible, services are provided in ways which might reduce health 

inequalities.   

The general and specific equality duties (detailed in appendix 1) and set out in 

section 149 of the Equality Act at: 

http://www.legislation.gov.uk/ukpga/2010/15/contents.  

In exercising its functions, the NHS must have due regard to the need to: 

 Eliminate unlawful discrimination, harassment and victimisation and other 

conduct prohibited by the Act, and actively promote equality  

 Advance equality of opportunity between people who share a protected 

characteristic and those who do not 

 Foster good relations between people who share a protected 

characteristic and those who do not 

 

As part of the pre-consultation business case, a fully integrated equality, quality and 

health impact assessment will carried out.  
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In addition to this, a health equalities analysis will be conducted on the pre-

engagement and consultation processes.  The health inequalities impact 

assessment (HIIA) is a tool used during NHS service reform planning to assess the 

potential of any policy, plan, proposal or decision to reduce or increase health 

inequalities. Many policies have the potential to impact on health inequalities and this 

is critical information that the NHS will need to consider in making their final decision.   

It is very important that key data monitoring information is requested at all 

opportunities consistently across all engagement methods. However whilst it is a 

public sector equality duty to ask for data monitoring information, it is an individuals’ 

choice whether to decide to provide it.  

The assurance process requires appropriate engagement with the identified groups 

who work with people who may face barriers to taking part in engagement activity 

providing a meaningful opportunity for people who may be more impacted by any 

potential change to consider and feedback on the various issues. 

The programme will build upon the robust work carried out in phase one, which took 

as asset based approach to work with local third sector voluntary and community 

groups or organisations to hold focus groups or an event in South Tyneside and 

Sunderland to support phase 1 consultation with different vulnerable groups in 

relation to specific or different issues.  

14.1 Standards and formats of information 

 As a result of learning from phase 1 – the following aspects have been incorporated 

into phase 2 planning. 

 Support from Sunderland People First (learning disability) to develop a 

protocol for easy read documentation 

o This includes ensuring key programme public documents have 

sufficient lead in time so that easy read versions can be developed and 

published alongside other public document in order to ensure equity of 

access 

 Inclusion of HealthNet (CVS umbrella organisations) in a new Stakeholder 

Advisory Panel – earlier engagement with CVS organisations to support 

equality delivery 

 

All public information produced as part of the programme will be written in language 

that can be understood by members of the public. Technical phrases and acronyms 

will be avoided, and information will be produced in other formats as required, to 

reflect the needs of the population. 

This may include, but is not limited to: 

 Easy read  
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 Large print 

 Audio 

 Braille 

 Different languages 

 Video  

 Interpreters at public events 

All tactical delivery plans will include equality delivery as standing items to ensure 

active consideration of equality as part of each key planning document. 

15. Travel and transport  
In phase 1 pre-engagement period, from November 2016 to March 2017, a number 

of activities were carried out to develop how the issues relating to travel and 

transport could be understood. 

 

At an early stage travel and transport was identified as a key issue.  As a result, 

dedicated travel and transport events were planned – one for the public that allowed 

the feedback to be considered at a second event for stakeholders. The feedback 

helped to identify the risks in relation to travel and transport and what might be 

needed to mitigate some of these.  

The stakeholder event was attended by travel and transport organisations, bus 

providers, councils and third sector organisations. All issues and concerns, as well 

as comments and ideas for solutions, were collected and were extremely helpful in 

enabling wider discussion with those organisations directly involved in travel and 

transport.  

A working group has been established to take these issues forward – and will 

continue to work together and two key task and finish groups have been agreed as 

part of this. 

As part of the North East and North Cumbria strategic work around developing 

integrated care systems, a regional transport group has been identified as being 

required. The P2E programme will make links with this group as it is established. 

16. Developing a wider vision for health and care for South 

Tyneside and Sunderland 
It has been recognised that in order to solve the issues being faced by acute hospital 

services, a considerable element of ways to help solve these problems sits outside 

of hospital settings within primary care, community services, public health 
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prevention, social care and services provided by the community and voluntary 

sector. 

The strategy for the overarching health and wellbeing of the residents of Sunderland 

and South Tyneside sits with each local authority Health and Wellbeing Board. 

The current policy direction of the NHS in England (NHS England, NHS 

Improvement and Public Health England) is developing on from Sustainability and 

Transformation Partnerships (bringing all local plans together into one overarching 

plan) to the development of integrated care partnerships in order to secure the future 

of local NHS services and maintain and improve the quality of services.  

The two clinical commissioning groups have indicated that they wish to explore how 

a joint vision and joint working may be developed across the health and care system, 

drawing upon existing health and wellbeing strategies. 

This section will be developed as this work progresses, and can be incorporated into 

the work programme as it develops. 

 

17. Timeline for engagement and communications 
 

A detailed timeline is required in order to plan key activities – this is underway as at 

April 2018, however at a high level the timings are: 

May to July 2018 

May 2018 - Wider qualitative patient experience research starts (see section 5.3) 

June 2018 – Staff engagement events 

July 2018 – First clinical due diligence ‘sense check’ 

Public / stakeholder briefings to update on workshops taking place with staff and 

ensure consistent messaging about the case for chance, areas under discussion 

with staff and robust process being followed. 

Wider communications and publicity takes place (see section 12) 

Summer 2018 

July 2018 – publication of the case for change document and emerging ideas for the 

future (widespread staff, public and stakeholder engagement activity to capture 

views and opinions at the formative stage) 

Two targeted stakeholder events (one in each area) following the first clinical ‘sense 

check’ due diligence workshop to share feedback gained from staff, emerging 
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models/direction of travel, sense check hurdle criterial and process for option 

development. 

September 2018 

Update for staff, public and stakeholders following second clinical due diligence 

event and and direction of travel, timeline and next steps for engagement and 

consultation.  

October to December 2018 

Further public engagement events as required to test aspects of the process for 

example hurdle criteria. 

January 2019 to March 2019 

Further round of staff, public and targeted stakeholder engagement activity to 

provide final opportunity to influence prior to formal public consultation in summer 

2019 

 

Appendix 1 – NHS legal duties and requirements  

There are several areas of statue, case law and national policy in relation to NHS 

reconfiguration and consultation. This section shows where this work would need to 

be compliant and planning audit trails would need to demonstrate the activity 

undertaken. This would also ensure best practice engagement and consultation as 

part of a quality assurance process with the Consultation Institute. 

 

NHS Act 2006 (As Amended by Health and Social Care Act 2012) 

The NHS Act 2006 (including as amended by the Health and Social Care Act 2012) 

sets out the range of general duties on clinical commissioning groups and NHS 

England. 

 

Commissioners’ general duties are largely set out at s13C to s13Q and s14P to 

s14Z2 of the NHS Act 2006, and also s116B of the Local Government and Public 

Involvement in Health Act 2007: 

 Duty to promote the NHS Constitution (13C and 14P) 

 Quality (13E and 14R) 

 Inequality (13G and 14T) 

 Promotion of patient choice (13I and 14V) 

 Promotion of integration ((13K and 14Z1) 

 Public involvement (13Q and 14Z2): 
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a. Under S14Z2 NHS Act 2006 (as amended by the Health and Social 

Care Act 2012) the CCG has a duty, for health services that it 

commissions, to make arrangements to ensure that users of these 

health services are involved at the different stages of the 

commissioning process including: 

i. In planning commissioning arrangements; 

ii. In the development and consideration of proposals for changes 

to services; 

iii. In decisions which would have an impact on the way in which 

services are delivered or the range of services available; and 

iv. In decisions affecting the operation of commissioning 

arrangements where the implementation of the decisions would 

(if made) have such an impact. 

 

S.244 NHS Act 2006 (as amended) 

The Act also updates s244 of the consolidated NHS Act 2006, which requires NHS 

organisations to consult relevant local authority overview and scrutiny committees on 

any proposals for a substantial development of the health service in the area of the 

local authority or a substantial variation in the provision of services. 

 

S.3a NHS Constitution 

The NHS Constitution sets out a number of rights and pledges to patients. In the 

context of this project, the following are particularly relevant: 

 

Right: You have the right to be involved, directly or through representatives, in the 

planning of healthcare services commissioned by NHS bodies, the development and 

consideration of proposals for changes in the way those services are provided, and 

in decisions to be made affecting the operation of those services. 

 

Pledge: The NHS commits to provide you with the information and support you need 

to influence and scrutinise the planning and delivery of NHS services. 

(Section 3a of the NHS Constitution) 

 

S.82 NHS Act 2006 - Co-operation between NHS bodies and local authorities 

In exercising their respective functions NHS bodies (on the one hand) and local 

authorities (on the other) must co-operate with one another in order to secure and 

advance the health and welfare of the people of England and Wales. 

 

The Gunning Principles 

R v London Borough of Brent ex parte Gunning [1985] proposed a set of consultation 

principles that were later confirmed by the Court of Appeal in 2001. 
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The Gunning principles are now applicable to all public consultations that take place 

in the UK. Failure to adhere to the Gunning principles may underpin a challenge 

relating to consultation process that may be considered through judicial review. 

 

The principles are as follows: 

 

1. When proposals are still at a formative stage 

Public bodies need to have an open mind during a consultation and not already 

made the decision, but have some ideas about the proposals. 

 

2. Sufficient reasons for proposals to permit ‘intelligent consideration' 

People involved in the consultation need to have enough information to make 

an intelligent choice and input into the process.  Equality assessments should 

take place at the beginning of the consultation and be published alongside the 

document. 

 

3. Adequate time for consideration and response 

Timing is crucial – is it an appropriate time and environment, was enough time 

given for people to make an informed decision and then provide that feedback, 

and is there enough time to analyse those results and make the final decision? 

 

4. Must be conscientiously taken into account 

Decision-makers must take consultation responses into account to inform 

decision-making. The way in which this is done should also be recorded to 

evidence that conscientious consideration has taken place. 

 

‘The Four Tests’ – NHS Mandate 2013-15 (carried forward through NHS 

Mandate 2015-16) 

NHS England expects ALL service change proposals to comply with the Department 

of Health’s four tests for service change (referenced in the NHS Mandate Para 3.4 

and ‘Putting Patients First’) throughout the pre-consultation, consultation and post-

consultation phases of a service change programme. 

 

The four tests are: 

 Strong public and patient engagement 

 Consistency with current and prospective need for patient choice 

 A clear clinical evidence base 

 Support for proposals from clinical commissioners. 

 

As a proposal is developed and refined commissioners should ensure it undergoes a 

rigorous self-assessment against the four tests 
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Planning, Assuring and Delivering Service Change for Patients – NHS England 

Guidance 

Guidance from NHS England sets out the required assurance process that 

commissioners should follow when conducting service configuration.   

 

Section 4.4 of the guidance refers to involvement of patients and the public, stating 

that “it is critical that patients and the public are involved throughout the 

development, planning and decision making of proposals for service reconfiguration. 

Early involvement with the diverse communities, local Healthwatch organisations, 

and the local voluntary sector is essential.  Early involvement will give early warning 

of issues likely to raise concerns in local communities and give commissioners time 

to work on the best solutions to meet those needs.” 

 

 

Appendix 2 – Stakeholder Advisory Panel terms of reference  

To be added 

Appendix 3 - Benchmarking patient experience – report as of March 2018 

To be added 

Appendix 4 – Staff feedback report – staff survey 

To be added 

Appendix 5 – Staff feedback report - staff workshops 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

For information only  

 
GOVERNING BODY 

 
24 JULY 2018 

Report Title: 
 

Annual HR Performance Report 2017-18 
 

Purpose of report 

 
This report provides information in relation to SCCG annual HR performance report for 2017-18 

Key points 

Key points for information:- 

 Headcount has increased from 119 to 136 – this figure includes those staff that are 
engaged with the CCG under permanent, fixed term and zero hour contracts.  There are 
currently 19 staff on fixed term contracts or secondments (14% of the workforce) 

 The 12 month rolling turnover rate as at 31 March 2018 has reduced significantly to 3.80% 
showing a 0% quarterly turnover rate in quarter 4 

 The CCG has a predominantly female workforce with approximately 50% of staff from both 
genders working part time 

 Our employees cover a broad spectrum of age ranges, it is worth highlighting there are only 
11 employees aged 30 or under which may present a future risk in relation to succession 
planning, this is slightly improved on last year 

 The rolling sickness absence rate has reduced throughout the year ending at 3.03%.  This 
figure is above the regional average, which currently stands at 2.95%.  It is worth 
highlighting the long-term sickness absence rate has significantly reduced over this 12 
month period from 6% to 0.95% 

 Annual sickness absence equates to 1038 days lost at an estimated cost of £114,526.81 

 The main reasons for sickness absence during 2017-18 have been recorded as stress, 
anxiety and depression 

 
This report was considered at the executive committee on 5 June 2018 and a key action to support 
the reduction in sickness absence related to anxiety/depression/stress was recommended.  It was 
agreed to set up and promote a health and wellbeing area for staff. 
 

Risks and issues 

 Future risk in relation to succession planning due to only 11 employees aged 30 or under 

 Stability of workforce due to 14% of employees on fixed term contracts 

Assurances  

 Modern Apprentice Scheme in place to encourage young people to join the organisation 

 Engagement in careers events to promote SCCG and student placements (voluntary and 
work experience) 
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 Participate in Graduate Management Training Scheme 

 Annual review of fixed term appointments and secondments supported by HR policies and 
procedures 

Recommendation/Action Required 

The governing body is asked to:- 
 

 Receive this report for information and assurance 

 Note the key action and recommendation following discussion at the executive committee 
on 5 June 2018 

 

Sponsor/approving director   Dave Gallagher, Chief Officer 

Report author 
Clare Nesbit, Associate Director of OD & Workforce 
Catherine Gilburt, HR Business Partner, NECS  

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  

Relevant legal/statutory issues 

N/A 

Any potential/actual conflicts 
of interest associated with the 
paper? (please tick) 

Yes  No  N/A  

If yes, please specify  

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
None required 

Has there been appropriate 
clinical engagement?  

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

N/A  

Is there an expected impact on 
patient outcomes/experience?  
If yes, has a quality impact 
assessment been undertaken? 

N/A   

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

N/A  
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1.0 Purpose of this report 
  
North East Commissioning Support provides a comprehensive HR service to Sunderland 
CCG.  This report has been compiled by NECS HR team and provides the CCG with: 
 

1. An overview of workforce data for the 2017/18 financial year, being the period from 1 
April 2017 to 31 March 2018.  The data is based on those staff who are paid via 
payroll and includes all permanent, fixed term, full-time, part-time and bank staff 

2. An overview of the human resources activity delivered within and/or on behalf of the 
CCG during Q4 

 
2.0 Workforce Overview 
 
At the end of Q4 Sunderland CCG had a headcount of 136 with a WTE of 82.87.  This figure 
includes those staff who are engaged with SCCG under permanent, fixed term and zero 
hour contracts.   
 
There are 19 staff engaged with SCCG on fixed term contracts or secondments, 
representing approximately 14% of the workforce. 
 
During the quarter there have been three new hires processed onto the payroll system, but 
no leavers.   
 
One member of staff has been on maternity leave during Q4. 
 

As at the end of the quarter Q1 Q2 Q3 Q4 

Total Headcount 128 131 133 136 

Total Full Time Equivalent (FTE) 82.35 81.90 79.64 82.87 

Fixed Term Staff (headcount) 22 19 18 19 

Fixed Term Staff (FTE) 12.02 9.02 8.02 9.02 

Quarterly Turnover Rate 1.59% 0.77% 1.51% 0.00% 

Turnover Rate (rolling 12 months) 11.49% 8.86% 7.06% 3.80% 

 
 

Activity during the quarter  Q1 Q2 Q3 Q4 

New Hires 11 1 1 3 

New Hires FTE 7.10 1 0.00 3 

Leavers 2 1 2 0 

Leavers FTE 2.00 1 1.80 0 

Maternity & Adoption Leave  0 0  0 1 

Paternity Leave 0 0  0 0 
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3.0 Equality & Diversity 
 
The equality and diversity data shown in the graphs below is taken from the workforce profile 
as at 31 March 2018. 
 
The graphs below show that SCCG has a predominantly female workforce, with a near even 
split of part-time and full-time working hours for female staff and male staff. 
 
SCCG has a predominantly white British workforce, although other ethnic groups are 
represented.  A high number of staff have chosen not to declare or specify their ethnic origin, 
the reasons for which are unknown. 
 
There is a very broad spread of ages within SCCG, covering all age bands except those 
aged 71 years or over.  The majority of staff fall within the 31-60 year age bands. 
 
 
Gender by Employee Category (Measure=Headcount) 
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Ethnicity (Measure=Headcount) 

 
 
Age Band (Measure=Headcount) 
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4.0 Professional Registration 
 
On a monthly basis NECS HR monitor professional registrations to ensure compliance.  
There are no known lapsed registrations and SCCG review the registration information to 
ensure all roles requiring registration have been identified. 
 
5.0 Sickness Absence Overview 
 

The rolling absence figure for Q4 has decreased from 4% to 3.03%.  3.03% equates to 1,038 
calendar days lost to SCCG over the 12 month period or 12.53 days per FTE.  The 
estimated 12 month cost of absence is £114,526.81, which is a decrease from the 2016/17 
quarter 4 report. 
 
Although long term absence has slightly increased during quarter 4, it has reduced 
significantly from 6% to 0.95% over the full year.  Short term absence has slightly reduced 
from 0.5% to 0.2% over the full year. 
 
During the 12 month rolling period the main reason for sickness absence was 
stress/anxiety/depression (48.65%). 
  

Sickness Absence (rolling 12 months)   

Annual Sickness Absence Rate 3.03% 

Total Calendar Days Lost 1038 

Average days lost per FTE  12.53 

Estimated Cost £114,526.81 

 
The data below provides a comparison of SCCGs 12 month rolling absence figure (defined 
as absence as a % of available FTE) against 10 other CCGs in the North East and Cumbria.  
Sunderland CCG’s 12 month rolling absence figure (3.03%) remains above the regional 
average, which currently stands at 2.95%. 
 
Organisation Absence 

% (FTE) 

 

Organisation 1 1.01% 

Organisation 2 0.88% 

Organisation 3 4.01% 

Organisation 4 3.75% 

Organisation 5 4.30% 

Organisation 6 2.06% 

Organisation 7 4.01% 

Organisation 8 1.75% 

Organisation 9 1.90% 

Organisation 10 0.96% 

Sunderland CCG 3.03% 

Average 2.95% 
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Monthly % rolling sickness absence (% of available FTE) 

 
  
Sickness absence (% of available FTE) split by short term / long term 

 
 
Absence reason by days lost 
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Comparison of monthly sickness absence rates (% FTE for each month) 
 

Organisation 2017 / 
04 

2017 / 
05 

2017 / 
06 

2017 / 
07 

2017 / 
08 

2017 / 
09 

2017 / 
10 

2017 / 
11 

2017 / 
12 

2018 / 
01 

2018 / 
02 

2018 / 
03 

Organisation 1 0.00% 0.57% 0.33% 0.26% 0.00% 0.00% 1.92% 0.00% 0.00% 3.61% 2.51% 3.92% 

Organisation 2 0.51% 2.02% 1.64% 0.93% 2.69% 0.00% 0.79% 1.04% 0.00% 0.68% 0.00% 0.00% 

Organisation 3 0.74% 1.78% 5.68% 6.87% 4.91% 4.21% 3.39% 3.91% 5.01% 3.85% 3.17% 3.70% 

Organisation 4 3.75% 4.04% 3.94% 2.97% 2.85% 3.16% 3.83% 3.68% 3.75% 4.07% 4.02% 5.00% 

Organisation 5 3.55% 4.05% 2.38% 2.89% 2.66% 3.02% 3.44% 6.64% 8.16% 8.66% 3.49% 2.57% 

Organisation 6 2.30% 0.91% 1.22% 0.91% 1.29% 1.09% 0.83% 1.12% 2.54% 4.79% 4.33% 3.33% 

Organisation 7 1.89% 1.46% 3.04% 4.86% 2.17% 3.97% 8.23% 5.78% 6.25% 2.92% 3.60% 2.62% 

Organisation 8 1.19% 0.00% 1.06% 1.37% 3.49% 1.97% 2.85% 3.48% 2.73% 1.28% 1.30% 0.43% 

Organisation 9 0.09% 4.61% 1.50% 1.08% 0.54% 0.63% 0.45% 1.35% 3.42% 2.69% 2.91% 3.54% 

Organisation 10 0.37% 0.38% 0.24% 0.00% 0.40% 0.00% 1.77% 0.64% 0.00% 3.37% 0.57% 3.61% 

Sunderland CCG 5.45% 5.76% 3.65% 3.63% 2.45% 3.49% 2.71% 2.84% 1.53% 2.96% 1.11% 0.88% 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



  

  

 

 
6.0 Human Resources 
 
SCCG continues to have a dedicated HR business partner who provides day to day HR advice 
and support on HR matters. The HR business partner spends a minimum of one day per month 
at the CCG and managers are able to book appointments during these times.  When additional 
on-site support is required, this has been accommodated. 
 
Further support is provided by an HR manager who oversees the provision of the HR and OD 
service to the CCG ensuring the delivery of a consistent and quality service.  
 
In addition there is a clear support infrastructure in place for the HR manager and business 
partner which enable the provision of a proactive and comprehensive service. The HR shared 
services team provide a range of services to support the delivery of a responsive HR business 
partner service. 
 
6.1 Transactional HR activity 
 
 

Q1 Q2 Q3 Q4 Comments 

O
c
c
u
p
a
ti
o

n
a
l 

H
e
a
lt
h

 

No. of referrals  2 1  2 2 

 No. of health and 
wellbeing events 
from OH provider 

0 0  0 0 

R
e
c
ru

it
m

e
n
t Adverts placed on 

NHS Jobs 
2 4 2 3 

 Adverts placed 
anywhere other 
than NHS Jobs 

0 0 0 0 

J
o
b
 e

v
a
lu

a
ti
o
n

 

No. of job 
descriptions 
received 

3 8 1 1 

 
No. of evaluations 
completed 

2 8 1 1 

Avg. turnaround 
time of completed 
evaluations (days) 

13 days 8 2 2 

H
R

 t
ra

in
in

g
 

No. of attendees 
for HR training 

16  0  0 0 

 
Overall summary 
of evaluation 
feedback 

 Positive 
Feedback 

N/A  N/A N/A 

P
a
y
ro

ll 

a
c
ti
v
it
y
 

No of payroll 
transactions 
processed 

25 11 18 21  
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6.2 Employment relations 
 
HR advice has been provided to management and the remuneration committee regarding the 
remuneration of senior managers within SCCG. 
 
HR advice and support has also been provided in respect of a number of issues across a range 
of day-to-day management areas, including advice around harassment and bullying issues, 
flexible working requests, management of long term sickness and occupational health referrals, 
secondment agreements and freedom of information requests.  
 
6.3  HR work plan 
 
As it currently stands the NECS HR & OD service will deliver the following during Q4 and Q1, 
although this plan may develop over time and in consultation with the CCG either individually or 
regionally via the CCG HR & OD reference group: 
  

Item Purpose/Remit 
2017/18 

Quarter 4 
2018/19 

Quarter 1 

General data 
protection 
regulations 

Ensure HR processes and systems meet 
GDPR requirements by 1 May 2018. 

In progress  

Remuneration 
benchmarking 

Annual review of non-AFC remuneration 
across region. 

In progress  

Payroll audit Payroll process assurance to CCGs. In progress  

Absence 
management 
training 

Review training to include mental health 
and wellbeing following introduction 
mental health & wellbeing policy. 

  

 
6.4 HR training 
 
A number of half day workshops/training courses continue to be available to CCG managers 
and supervisors and can be delivered as and when a specific need is identified. The topics 
available are: 
 

 Recruitment and selection 

 Equality and diversity 

 Key terms and conditions of employment 

 Organisational change (including TUPE) 

 Managing employment relations investigations 

 Managing performance and sickness absence 
 
NECS HR and OD service is also able to develop and deliver bespoke HR training to CCGs 
subject to individual CCG requirements.  

 
7.0 Recommendation 

 
The governing body is asked to:- 

 
 Receive this report for information and assurance 



 

Page 13 of 13 

 

 Note the key action and recommendation following discussion at the executive 
committee on 5 June 2018 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

For information only  

 
GOVERNING BODY  

 
24 July 2018 

Report Title: 
 

Urgent Care Public Consultation Update  
 

Purpose of report 

Purpose of report is to provide the Governing Body with an update on the urgent care public 
consultation process and the emerging themes from the feedback received to date. 

Key points 

The CCG’s urgent care strategy, approved by the Governing Body in November 2016, set out a 
number of aims in relation to shifting access to urgent care services closer to home through an 
integrated whole system of care across Sunderland.  The strategy also included the national, 
regional and local context and drivers for change including national guidance, the regional urgent 
and emergency care vanguard and local reform. 
 
Following approval of the strategy, a public facing listening document was produced and formed 
the basis of the pre-engagement (listening) phase with members of the public.  The CCG also 
used the strategy to engage with partners and stakeholders, including NHS England. 
 
The CCG undertook extensive public and stakeholder engagement throughout the pre-
engagement phase and produced a draft outline business case following this which proposed 
how the CCG would consult, reform/develop and commission an urgent care system for the city 
of Sunderland.  The draft outline business case, approved by the Executive Committee at its 
meeting on 9 January 2018, also took account of national and local strategies and ensured 
alignment and integration with the out of hospital and multi-specialist community provider 
models.  
 
The public consultation process began on 9 May and will run until 2 September 2018.  The 
Executive Committee recently agreed to extend the consultation period from 12 August to 2 
September to take account of the feedback received and provide members of the public further 
opportunities to provide their views.  
 
The consultation activity as a 16 July 2018 is detailed in section 3 of the attached report and 
includes the current reach for the surveys, attendance at events and online activity.  There are 
some key themes emerging from the activity (section 3.3) which include access to GPs and 
appointments, concerns the urgent care centre buildings themselves will close and transport 
and parking issues at Pallion.     

Risks and issues 
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A number of issues have been highlighted during the consultation period to date (section 3.4 of 
the report) which include the complexity/confusion of the consultation context, perceived lack of 
public events (and associated publicity), delayed start to the workforce engagement and queries 
regarding the service activity ratio from the current provider.      
 
Due to the timing of the decision-making process and overall reform programme, the Executive 
Committee and Governing Body will be making a decision subject to final assurance being 
received from NHS England, expected week commencing 14 January 2018.   This timescale 
has been agreed with NHS England.   

Assurances  

The CCG has now published the equality impact assessment (EIA) and a copy is attached at 
appendix 1.   
 
As a result of the issues experienced and actions put in place, it was felt the consultation period 
needed to be extended to allow the public and stakeholders the opportunity to consider the EIA, 
updated materials and focussed media activity, as well as providing further opportunities to 
attend the additional events currently being publicised.       
 
The CCG held a mid-point review with the Consultation Institute on 13 July and concerns in 
relation to the service activity ratio issue and a stakeholder gap analysis were discussed.  The 
concerns were mitigated by the actions the CCG is taking and the CCG has received positive 
informal feedback following the review.  The CCG is still on track to receive a good practice 
certification.  

Recommendation/Action Required 

The Governing Body is asked to:  

 Note the current consultation activity taken to date and the Executive Committee decision 
to extend the consultation period until 2 September 2018; 

 Review and comment as appropriate on the equality impact assessment; 

 Note a workshop is being arranged for October to consider the consultation feedback and 
agree the decision-making criteria; 

 Note that the decision will be taken in December subject to final assurance being received 
from NHS England, expected week commencing 14 January 2018. 

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

Report author 

N McClary, Commissioning and Reform Manager 
D Cornell, Head of Corporate Affairs  
H Fox, Senior Communications Manager, NECS 
 

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  
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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  

Relevant legal/statutory issues 

Statutory duties relating to patient and public involvement, including the Gunning Principles) 
National requirements and guidelines for urgent care   

Any potential/actual 
conflicts of interest 
associated with the paper? 
(please tick) 

Yes  No  N/A  

If yes, please specify  

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

Yes – communication budget; additional support from the 
head of corporate affairs and PMO and reform teams 

Has there been appropriate 
clinical engagement?  

Yes and ongoing  

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

Yes and ongoing  

Is there an expected impact 
on patient 
outcomes/experience?  If 
yes, has a quality impact 
assessment been 
undertaken? 

Yes – as part of the business case development process 

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

Yes – Public Health and social care partners across the 
system 
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Urgent Care Consultation Update as at 16 July 2018 
 
 
 
 

1. Introduction 
 

The CCG is currently in the process of consulting with the public and 
stakeholders on the proposed urgent care changes in Sunderland to support 
delivery of the CCG’s urgent care strategy.  

 
 

2. Background 
 

The purpose of this report is to provide the Governing Body with an update on 
the consultation process and the emerging themes to come out of the feedback 
received so far (as at 16 July 2018).  This includes the issues experienced and 
actions put in place to mitigate any risks to the overall process.   

 
 

3. Feedback received to date 
 

 

3.1 Current position 
 

The public consultation process began on 9 May and will run until 2 September.  
A summary of the consultation activity as at 16 July is as follows:  
 

 406 street surveys undertaken 

 1237 online surveys completed  

 10 public events held so far, reaching 125 people 

 Two dedicated online events held with an additional public event 
streamed live, in total reaching 1971 people 

 Six focus groups have been scheduled across 8 of the protected 

characteristics groups.  Expressions of interest received from Age UK, 

Disability Independent Advisory Group and Healthwatch.  These have 

been followed up and now have all relevant materials, with an agreement 

to hold the focus groups during July and August  

 Stakeholder gap analysis undertaken Healthwatch briefed on gaps from 

the stakeholder analysis and seeking to engage with  
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 Message reach total of approximately 300,000 (not total individual views 
but total hits on social media)  

 A variety of media events/contacts undertaken (radio, Sunderland Echo, 
Facebook, Twitter) 

 Wrap in the Sunderland Echo on 3 July  

 Double page spread in The Chronicle on 4 July 

 Radio advertising booked for Sun FM and Metro Radio (from 2 July) 

 Wide distribution of materials (all local businesses, libraries, house flyers, 
supermarkets etc) 

 Specific MP briefing on 6 July  

 Stakeholder briefing issued to MPs, My NHS members, CCG’s 
communications and engagement and equality and diversity group 
members Sunderland City Council, Health and Wellbeing Board, local 
voluntary community sector organisations, patient participation groups 
and those who left contact details through the surveys 

 Additional information, including the equality impact assessment (EIA)  

 Continuously engaging and responding to stakeholders, local government 
queries, ensuring feedback is included into consultation process 

 
 

3.2 Population reach 
 

 The current breakdown in terms of the population reached so far is as follows: 
 
 
 
 
 
 
 
 
 
 
 
 
 (based on the 2017 MYE) 

 
 
3.3 Emerging themes 
 

The key themes emerging from the consultation activity so far are:  
 

 Access to GPs and appointments are a serious concern 

 Closure of urgent care centres means less access to services 

 Transport concerns – parking at Pallion and the requirement to get two 
buses to and from Pallion, particularly from Washington and Houghton  

 Capacity at Pallion to handle the increased activity 

Age Percentage of 
population reached 

16-17 7% 

18-24  29% 

25-34 34% 

35-44 74% 

45-54 66% 

55-64 64% 

65-74 50% 

75+ 28% 
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 A lot of political concern and activity due to potential service closure 
and/or reconfiguration of the urgent care centres at Bunny Hill, 
Washington and Houghton 

 From the online survey only, 54% of respondents are saying that the 
proposed model fails to meet their needs 

 
 

3.4 Key issues and mitigating actions 
 

During the consultation period to date, the following issues have been raised:  
 

 Public feedback regarding the complexity/confusion of the content within 
public consultation presentations and video  

 Feedback from Sunderland Health and Wellbeing Scrutiny Committee 
regarding the complexity/confusion of the consultation content and lack of 
publicity of engagement events 

 Sunderland City Council motion  

 Delayed start to the workforce engagement element 

 Amendment to consultation materials due to administrative error 

 Delay of completion of the EIA   
 
A public consultation process should be dynamic and adaptive to take into 
account the feedback being received and enable appropriate changes to be 
made to ensure people have the right level of information which is easily 
accessible and they can give their views in a way that is suitable to them. 
The CCG recognises this and as a result has taken the following mitigating 
actions to address the issues being raised and to help mitigate any potential 
risks to the consultation process: 

 

 Amended the public consultation materials and video content to make the 
messages clearer and easier to understand  

 Added further public consultation events (evenings), including a specific 
travel and transport event  

 Completed and published the EIA  

 Further advertising of public events and key messages via radio stations 
and distribution of more materials, particularly in the urgent care centres, 
A&E department at City Hospitals Sunderland and local GP practices 
(Jayex boards and patient check-in screens) 

 Developed a stakeholder engagement plan and a specific stakeholder 
session has been planned for 19 July 

 Stakeholder gap analysis undertaken to ensure the identified groups have 
been engaged with.  Seeking to engage with those groups identified as a 
gap (young people, faith groups, Gypsy Romany travellers and LGBT) 

 Contacting those who have already responded to highlight the 
additional/revised information to check whether they want to submit 
further views. 
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A further issue has been raised by two members of staff from the current out of 
hours service provider in relation to the service activity data between minor 
injuries and illnesses ratio and whether this is an accurate reflection.  This is 
currently being worked through with the provider to ensure accurate data is 
used to inform the decision-making business case. If there are any changes, 
the outcome will be assessed as to whether it has a material impact on the 
consultation.    

 
 
4. Assurances 
 
4.1 Equality impact Assessment (EIA) 
 

The CCG has now published the EIA and a copy is attached at appendix 1.  
The Governing Body is asked to review and comment as appropriate on the 
EIA and note that this will be updated as part of the consultation process.    
 
 

4.2 Extended consultation period 
 
The Executive Committee agreed to extend the consultation process by a 
further three weeks at its meeting on 3 July 2018 to allow the public and 
stakeholders the opportunity to consider the published EIA, along with the 
updated information and materials, as well as having the opportunity to attend 
the additional events currently being publicised.     

 
By extending the consultation period, this will also support compliance and 
assurance with NHS England and the Consultation Institute and support 
information required for any referral to secretary of state or judicial review 
 
The extension of the consultation period will not compromise the timeline to 
deliver the urgent care final decision business case to the Executive Committee 
and Governing Body in December 2018 and enable the business case to still 
be delivered, subject to NHS England assurance (expected week commencing 
14 January 2019).  

 
 
4.3 Mid-point review with the Consultation Institute  
 

The CCG is working with the Consultation Institute (CI) to ensure the 
consultation process undertaken is robust and meets statutory requirements, 
including the Gunning Principles.   
 
The CI acts as a ‘critical friend’ and provides an external view of the process 
and aims to help support the CCG by making suggestions where the process 
could be strengthened.  By making any necessary adaptions and changes as 
part of the consultation process, this ensures that the process continues to be 
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as open and transparent as possible and enable as many people as possible to 
participate and give their views.   
 
The CCG recently held a mid-point review with the CI on 13 July and the 
concerns raised in relation to the service activity ratio issue highlighted earlier 
in this report and a stakeholder gap analysis were discussed.  These concerns 
were mitigated by the actions the CCG is taking and the CCG has received 
positive informal feedback.  The CCG is still on track to receive a good practice 
certification.  

 
 
5. Recommendations 
 

The Governing Body is asked to: 

 Note the current consultation activity taken to date and the Executive 
Committee decision to extend the consultation period until 2 September; 

 Review and comment as appropriate on the equality impact 
assessment; 

 Note a workshop is being arranged for October to consider the 
consultation feedback and agree the decision making criteria; 

 Note that the decision will be taken in December subject to final 
assurance being received from NHS England, expected week 
commencing 14 January 2018.   
 
 
 

 
Name of Author:    N McClary, Service Reform Manager 

 D Cornell, Head of Corporate Affairs  
 H Fox, Senior Communications and 
 Engagement Manager, NECS 

 
Name of Sponsoring Director:             A Fox, Director of Nursing, Quality and  

Safety 
 
Date:       16 July 2018 
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Introduction - Equality Impact Assessment 
 
An Equality Impact Assessment (EIA) is a process of analysing a new or existing service, policy or 
process. The aim is to identify what is the (likely) effect of implementation for different groups within 
the community (including patients, public and staff).  
 
We need to: 
 

 Eliminate unlawful discrimination, harassment and victimisation and other conduct prohibited 
by the Equality Act 2010 

 Advance equality of opportunity between people who share a protected characteristic and 
those who do not 

 Foster good relations between people who share a protected characteristic and those who do 
not 

 
This is the law. In simple terms it means thinking about how some people might be excluded from 
what we are offering. 
 
The way in which we organise things, or the assumptions we make, may mean that they cannot join in 
or if they do, it will not really work for them. 
 
It’s good practice to think of all reasons why people may be excluded, not just the ones covered by 
the law. Think about people who may be suffering from socio-economic deprivation or the challenges 
facing carers for example.  
 
This will not only ensure legal compliance, but also help to ensure that services best support the 
healthcare needs of the local population.  
 
Think of it as simply providing great customer service to everyone. 
 
As a manager or someone who is involved in a service, policy, or process development, you are 
required to complete an Equality Impact Assessment using this toolkit. 

 
Policy  A written statement of intent describing the broad approach or course of action the 

Trust is taking with a particular service or issue. 

Service  A system or organisation that provides for a public need. 

Process Any of a group of related actions contributing to a larger action. 
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  STEP 1 -  EVIDENCE GATHERING 

 

 

Name of person 
completing EIA: 

Angela Farrell 

Title of 
service/policy/process:  

Urgent Care Strategy 

Existing: New/proposed: √        Changed: √  

What are the intended outcomes of this strategy? Include outline of objectives and aims 

Background: 

A refresh of the SCCG Urgent Care (UC) strategy is required to take into account national and regional 
guidance issued since the previous strategy was written in 2014. Also, since letting the Urgent Care Centre 
contracts in 2014 we have gained insight into public behaviours and are now better able to match 
commissioned services with public behaviour to maximise the efficiency of the UC system.  Our current UC 
system has some duplication with other services, thus offering the opportunity to maximise efficiencies across 
the whole healthcare system. Our existing strategy requires refreshing to take into consideration the current 
UC system in Sunderland which:  

is complicated for members of the public to navigate to access the healthcare they  require   

has duplication - particular during the day when both General Practice and Urgent Care Centres are open   

now presents opportunities for improved efficiencies  

is fragmented for patients as UCCs cannot access full patient records, whilst General Practice can   

is challenged by a lack of senior decision making in the Urgent Care Centres  

is negatively affecting patient experience and further driving demand across the UC System 

needs to reflect nationally mandated requirements e.g. introduction of an Urgent Treatment Centre  

(as per the 5 Year Forward View) and GP extended access 

 

Aims: 

Aim 1: To develop an Urgent Care Strategy  

Aim 2: To develop a new Urgent Care Clinical Model based on the agreed strategy 

Aim 3: To implement the new Urgent Care Clinical Model  

Aim 4: To implement nationally mandated requirements  
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Who will be affected by this strategy? (please tick) 

Nurses        Doctors 

 Staff members      Patients      Public  

 

If other please state: 

 

What is your source of feedback/existing evidence? (please tick) 

 National Reports     

 Patient Surveys  Staff Surveys   Complaints/Incidents  

 Focus Groups     

 Other 
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Evidence What does it tell me? (about the existing strategy? Is there anything  

That suggest there may be challenges when designing something  

new?) 

National 
Reports 

The 5YFV vision has NHS 111 embedded within the UC system, providing access to 
telephone, primary, and community care services which meet peoples’ UC needs as close 
to home as possible.  Most UC will be provided by out of hospital and general practice 
services, including evening and weekend access to GPs or nurses working from 
community bases.  Services will be integrated and patient centred. 

Safer, faster, better: good practice document (2015) develops the 5YFV, making the 

following distinction: 

For adults and children with urgent care needs, we should provide a highly responsive 
service that delivers care as close to home as possible, minimising disruption and 
inconvenience for patients, carers and families. 

For those people with more serious or life-threatening emergency care needs, we should 
ensure they are treated in centres with the right expertise, processes and facilities to 
maximise the prospects of survival and a good recovery. 

Safer, faster, better document highlights five changes to deliver the 5YFV: 

Providing better support for people and their families to self-care or care for their 
dependants 

Helping people who need urgent care to get the right advice in the right place, first time 

Providing responsive, urgent physical and mental health services outside of hospital every 
day of the week, so people no longer choose to queue in hospital emergency departments 

Ensuring that adults and children with more serious or life threatening emergency needs 
receive treatment in centres with the right facilities, processes and expertise in order to 
maximise their chances of survival and a good recovery 

Connecting all urgent and emergency care services together so the overall physical and 
mental health and social care system becomes more than just the sum of its parts 

 

The Safer, faster, better document identifies minor illness as distinct to minor injury. 
Illnesses are considered best managed by general practice and community pharmacies, 
whilst provision such as UCCs focus on treating less serious injuries. 

Integration is key to delivering the 5YFV.  The Integrated Urgent Care (IUC) 
Commissioning Standards (2015) set out the requirements to deliver integration.   

IUC aims to:  

“deliver a functionally integrated 24/7 urgent care service that is the ‘front door’ of the NHS 
and which provides the public with access to both treatment and clinical advice.  This will 
include NHS 111 providers and GP Out of Hours services, community services, 
ambulance services, emergency departments and social care”  

 

For patients unable to access their own GP, because the practice is closed or they are 
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away from home for example, NHS 111 will be the primary route to UC services. IUC will 
have a ‘Clinical Hub’ offering patients who require it access to generalist and specialist 
clinicians.  It will also offer advice to community health professionals including paramedics, 
so that no decision is taken in isolation.  The Clinical Hub will be able to access patients’ 
clinical records.  Over time IT system interoperability will support direct appointment 
booking into other services.  

The NHS Operational Planning and Contracting Guidance for 2017 – 2019 sets out 

requirements to deliver the 5YFV, including: 

deliver the four hour A&E standard, and standards for ambulance response times 

implement the Urgent and Emergency Care Review, ensuring a 24/7 integrated care 
service for physical and mental health is implemented by March 2020, including a clinical 
hub that supports NHS 111, 999 and out-of-hours call deliver a reduction in the proportion 
of ambulance 999 calls that result in avoidable transportation to an A&E department 

initiate cross-system approach to prepare for forthcoming waiting time standard for urgent 
care for those in a mental health crisis 

The Operational Guidance also sets out funding for improving general practice access 
through the provision of additional evening and weekend appointments.   

Patient 
Surveys 

The high level potential proposed principles of the UC clinical model are based on national 
‘must do’s’, including the Integrated Urgent Care service, Urgent Treatment Centre and 
extended access in general practice, regional reform including the regional procurement of 
the IUC service, and local reform of the out of hospital system.   

These reforms have been further informed by public and patient engagement and 
extensive engagement with stakeholders and providers.  Sunderland residents were 
invited to take part in the listening and engagement exercise from 22

nd
 November to 23

rd
 

December 2016. The on-street research was conducted in October 2016.People told us 
that: 

the system is confusing 

they want to see their GP first when they have an urgent care need 

if they have a long term condition they want to ensure that they receive the same care 
from healthcare professionals who know about their needs and health issues  

People made suggestions for improvements: 

wanting to understand what services are for, what their opening times are and improve 
communications about these  

more staff and training are required 

one place to access services 

opening other services for longer would reduce people going to the emergency 
department   

A full report is available at: 

http://www.sunderlandccg.nhs.uk/wp-content/uploads/2016/11/Engagement-activity-report-Sunderland-urgent-carev2.pdf 

 

http://www.sunderlandccg.nhs.uk/wp-content/uploads/2016/11/Engagement-activity-report-Sunderland-urgent-carev2.pdf
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Staff Surveys Sunderland CCG (SCCG) has undertaken extensive stakeholder engagement (see list of 
stakeholders below) to ensure any proposed potential Urgent Care clinical model for the 
future is credible, deliverable, and sustainable. Stakeholders have participated in seven 
interactive workshops over eighteen months to develop the proposed principles of the 
clinical model and the scenarios for public consultation.   

Engagement with general practices was undertaken in each of the five localities. SCCG 
visited each of the general practice locality meetings to share and discuss the UC work to 
date in April and May 2017.  There were also two presentations and updates given at the 
Time in Time out sessions for practices. Following these engagement events, an online 
survey was distributed to general practice staff including GPs, Nurse Practitioners, 
Practice Nurses and Practice Managers. 

Below is high level summary of the staff online survey:  

        Staff felt the urgent care centres were not staffed appropriately, with no GP being 

available, and the level of medical support / skills available not enough. They also felt the 
services offered through urgent care were not enough. A number of comments were made 
about how urgent care services bounce people back to their GP, despite having been 
directed to urgent care by 111 or their GP. This lead to confusion amongst patients, who 
would end up requesting a GP appointment anyhow, rather than go to Urgent Care 
services. Respondents also commented how they were no-longer walk-in centres, and 
how people needed to make an appointment. Patients were left confused about what they 
should be going to Urgent Care services for, and more information, better communication, 
and more clarity was needed. A number of comments were also received about how 
patients use the urgent care service inappropriately, including to get a same-day 
appointment if their GP was unable to offer them one. 

        Seven out of ten (72%) respondents told us that they thought their practice should 

offer urgent / same day appointments for urgent care services in the future. 

        Respondents were asked to tell us any other or additional services in the community 

that we should be considering to effectively manage people’s urgent care needs. 
Predominantly, respondents felt that patients needed more education and information so 
they knew what urgent care meant, to ensure they did not misuse urgent care services. 
They also felt there should be more education about self-care, and the cost of 
medications, to reduce unnecessary prescriptions, and the costs associated with that. Five 
comments were received in relation to greater pharmacy support or lead on urgent care.  

        Respondents were asked to tell us anything else about the future of urgent care 

provision. Respondents felt that urgent care services needed to be commissioned 
effectively, and comprehensively resourced. They also felt that patients needed increased 
education on what urgent care means and on self-care. There were comments relating to 
making urgent care simpler, and reducing the current pressure on GPs. 

In addition, a significant amount of engagement has also been carried out as part of the 
Multispeciality Community Provider (MCP) work prior to and through the All Together 
Better Sunderland Vanguard.  For example, Age UK Sunderland was commissioned to 
undertake engagement with the Sunderland Carers’ Centre, and they conducted a series 
of events with diverse groups across the city. 

A schedule of public and stakeholder engagement events has been developed, this will 
take place between May and September 2018   

Complaints 
and Incidents 

In relation to concerns being raised by the public, the key reasons for changing  the 
current UC system in Sunderland include: 

the public have told us the current system is confusing to navigate and they don’t know 
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what service to access to get their UC needs me  

people want to be able to see a GP when they have an UC need 

Throughout 2017 / 18, 46 formal complaints were receive by the 3 Urgent Care Centres 
(Bunny Hill, Houghton and Washington), Table 1 illustrates the spread and category of 
complaints received.  

 

Table 1 

Complaints receive 2017 /18 

Category 
Bunny Hill 
UCC 

Houghton 
UCC 

Washington 
UCC  

Total 

Appointments including 
delays and cancellations 

2 5   7 

Staff attitude/behaviour 3 5 1 9 

Clinical Treatment 5 5 7 17 

Waiting times  1     1 

Access to treatment or 
drugs  

1 2 1 4 

Consent to treatment     1   

Communications 1 1 1   

Personal records   2     

Prescribing error 1       

External Provider 
Complaint 

    1 1 

Total 14 20 12 46 
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Chart 1 illustrates the complaint categories by percentage of the total received. 

Chart 1 

 

  

Results of 
consultations 
with different 
stakeholder 
groups – 
staff/local 
community 
groups 

The proposed scenarios to take out to public consultation were developed through seven 
stakeholder events which commenced in December 2016 and continued to  

November 2017. 

 

Going forward a staff and public survey document has been developed (see attachment) 
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Sunderland Urgent 
Care Survey V12.doc

   

Feedback from the consultation events will feed the final Consultation Report and Health 
and Equality Integrated Impact Assessment being compiled by Hitch Marketing Ltd.  

Focus 
Groups 

Work is on-going with groups  identified as having protected characteristics via the formal 
consultation. As part of the pre-engagement, the CCG delivered focus groups. Key 
findings include: 

Clarity, communication and consistency is key 

There is confusion about Urgent Care Centres (UCCs) in relation to name, accessibility, 
their function and staffing 

Most participant would call 111 first in an urgent situation, or it would be their next call if 
they could not access their GP straight away  

Getting appointments through the GP booking system is difficult for many (though not all) 
participants 

Pharmacies are not typically considered within urgent care services, but they are 
perceived favourably in terms of ongoing care provision 

The focus group is available at: 

http://www.sunderlandccg.nhs.uk/wp-content/uploads/2017/03/Urgent-Care-Focus-Groups-report-060117-SD-
with-summary.pdf 

 

 

http://www.sunderlandccg.nhs.uk/wp-content/uploads/2017/03/Urgent-Care-Focus-Groups-report-060117-SD-with-summary.pdf
http://www.sunderlandccg.nhs.uk/wp-content/uploads/2017/03/Urgent-Care-Focus-Groups-report-060117-SD-with-summary.pdf
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  STEP 2 -  IMPACT ASSESSMENT 

 

What impact will the new strategy have on the following: (Please refer to the ‘EIA Impact 
Questions to Ask’ document for reference) 

Age A person belonging to a particular age 

The urgent care strategy aims to benefit every patient throughout Sunderland. The scope of urgent care 
means every patient, regardless of age, gender, religion, race, sexuality can access the services available. 

This is the start of a process to improve urgent care services for patients in Sunderland, as we continue 
through the journey to implementation of the selected model, further impact assessment will be completed at 
appropriate stages to ensure no patient group is disadvantaged.  

Compared to England, Sunderland has:  

A lower proportion of children aged 0-14 (16.3% compared to 18.0%)  

A lower proportion of younger working age adults aged 15-44 (37.2% compared to 38.7%). 

A higher proportion of older working age adults aged 45-64 (27.6% compared to 25.4%). 

A higher proportion of older people aged 65+ (18.9% compared to 17.9%) 

Older people use health and social care services more intensively than any other population group and so the 
absolute number of older people in Sunderland as well as the percentage of the total population has strong 
implications for the planning of health and care services. 

In relation to the 3 Urgent Care Centres (Bunny Hill, Houghton and Washington) Tables 2 – 4 below indicate 
the number of patients who attended the centres by age range between 1 April 2017 – 31 March 2018   

              Table 2 

Number of attendances at Bunny Hill Urgent Care Centre per age range and 

sex   

between 1st April 2017 - 31 March 2018 (2017/18) 

  

 

Age range 0-16 17-44 45-64 65+ Total 

Number of FEMALE  

attendances per age 

range   

         

1,967  

         

3,527  

         

1,819  

         

1,014  

           

8,327  

Number of MALE  

attendances per age 

range   

         

2,052  

         

2,375  

         

1,420  

            

646  

           

6,493  

TOTAL number of 

attendances per age 

range   

         

4,019  

         

5,902  

         

3,239  

         

1,660  

         

14,820  
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Table 3 

     Number of attendances at Houghton Urgent Care Centre per age range and 

sex between 1st April 2017 - 31 March 2018 (2017/18) 

  

 

Age range 0-16 17-44 45-64 65+ Total 

Number of FEMALE  

attendances per age 

range   

         

1,413  

         

2,447  

         

1,375  

            

852  

           

6,087  

Number of MALE  

attendances per age 

range   

         

1,582  

         

1,624  

         

1,070  

            

666  

           

4,942  

TOTAL number of 

attendances per age 

range   

         

2,995  

         

4,071  

         

2,445  

         

1,518  

         

11,029  

  

 

Table 4 

     Number of attendances at Washington Urgent Care Centre per age range  and 

sex  

between 1st April 2017 - 31 March 2018 (2017/18) 

  

 

Age range 0-16 17-44 45-64 65+ Total 

Number of FEMALE  

attendances per age 

range   

         

2,016  

         

3,127  

         

1,795  

         

1,037  

           

7,975  

Number of MALE  

attendances per age 

range   

         

2,097  

         

2,336  

         

1,379  

            

763  

           

6,575  

TOTAL number of 

attendances per age 

range   

         

4,113  

         

5,463  

         

3,174  

         

1,800  

         

14,550  
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Please note the following points of clarification and caveats: 
1. Only Sunderland CCG registered patients (as at April 2018) are included - hence 
this does not include patients deducted and decreased from Sunderland registered 
practice population prior to April 2018 or any out of area patient attendances. 
2. Patients with Long Term Conditions (LTC) are determined by snapshot position as 
at April 2018.  A patient may not have had one or more LTCs prior to April 2018. 
3. Ethnicity is not very well populated with only 77 out of 40,399 patients having an 
ethnic category populated. 
4. Patients attending at one UCC will be included once in the patient count (with total 
number of attendances identified). Patients attending two UCCs will appear twice in 
the patient count (with the number of attendances at that UCC) etc. 

  

Disability A person who has a physical or mental impairment, which has a substantial and 
long-term adverse effect on that person's ability to carry out normal day-to-day activities 

Based on data from the Sunderland Adult Health and Lifestyle Survey 2017, it is estimated that: 

21.7% of adults aged 18 and over have a long standing physical disability 

3.1% of adults aged 18 and over have a learning disability 

Sunderland adults report poorer outcomes for aspects of the self-reported wellbeing score than the England 
average with: 

higher anxiety score; 

lower happiness score; 

lower satisfaction score; and 

lower worthwhile score. 

Any new or existing premises utilised as part of any service reconfiguration will have disabled user access to 
ensure it is equitable. All areas where the model of care is to be functional will be DDA assessed to ensure all 
of the defined requirements are met. This is the start of a process to improve urgent care services for patients 
in Sunderland,  as we continue through the journey to implementation of the selected model, further impact 
assessment will be completed at appropriate stages to ensure no patient group is disadvantaged. 

Gender reassignment (including transgender) Medical term for what transgender people 
often call gender-confirmation surgery; surgery to bring the primary and secondary sex 
characteristics of a transgender person’s body into alignment with his or her internal self-
perception. 

The urgent care strategy aims to benefit every patient throughout Sunderland. The scope of urgent care 
means every patient, regardless of age, gender, religion, race, sexuality can access the services available. 

This is the start of a process to improve urgent care services for patients in Sunderland, as we continue 
through the journey to implementation of the selected model; further impact assessment will be completed at 
appropriate stages to ensure no patient group is disadvantaged. 

Marriage and civil partnership Marriage is defined as a union of a man and a woman (or, in 
some jurisdictions, two people of the same sex) as partners in a relationship. Same-sex 
couples can also have their relationships legally recognised as 'civil partnerships'. Civil 
partners must be treated the same as married couples on a wide range of legal matters 
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Based on data from the Sunderland Adult Health and Lifestyle Survey 2017, it is estimated that: 

34.6% of adults aged 18 and over have never been married or in a registered civil partnership; 

48.2% of adults aged 18 and over are married or in a registered civil partnership; 

1.4% of adults aged 18 and over are separated; 

6.6% of adults aged 18 and over have been divorced or have had their civil partnership legally dissolved; 

9.1% of adults aged 18 and over are a surviving spouse (widow or widower) or civil partner 

There are no foreseen negative consequences for people either married or in a civil partnership. The urgent 
care service aims to benefit every patient throughout Sunderland. 

The scope of urgent care means every patient, regardless of age, gender, religion, race, sexuality can access 
the services available. 

This is the start of a process to improve urgent care services for patients in Sunderland, as we continue 
through the journey to implementation of the selected model; further impact assessment will be completed at 
appropriate stages to ensure no patient group is disadvantaged. 

Pregnancy and maternity Pregnancy is the condition of being pregnant or expecting a baby. 
Maternity refers to the period after the birth, and is linked to maternity leave in the 
employment context.  

Data from the Office for National Statistics shows that in Sunderland in 2016 there were: 

2,951 maternities (a rate of 56.8 per 1,000 women aged 15-44 years) resulting in 

2,986 live births 

Specific needs will be addressed to ensure that any new or existing sites that will provide urgent care supply 
the required working arrangements for staffing, but more importantly address any patient needs. 

This is the start of a process to improve urgent care services for patients in Sunderland, as we continue 
through the journey to implementation of the selected model; further impact assessment will be completed at 
appropriate stages to ensure no patient group is disadvantaged. 

Race It refers to a group of people defined by their race, colour, and nationality, ethnic or 
national origins, including travelling communities. 
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Based on data from the Sunderland Adult Health and Lifestyle Survey 2017: 

94.6% of adults aged 18 and over described themselves as White British; 

1.3% of adults aged 18 and over described themselves as White Non-British; 

0.5% of adults aged 18 and over described themselves as Mixed; 

1.8% of adults aged 18 and over described themselves as Asian or Asian British; 

1.1% of adults aged 18 and over described themselves as Black or Black British; 

0.6% of adults aged 18 and over described themselves as Other Ethnic Group. 

The urgent care strategy aims to benefit every patient throughout Sunderland. The scope of urgent care 
means every patient, regardless of age, gender, religion, race, sexuality can access the services available. 

This is the start of a process to improve urgent care services for patients in Sunderland, as we continue 
through the journey to implementation of the selected model; further impact assessment will be completed at 
appropriate stages to ensure no patient group is disadvantaged. 

Information regarding patient attendances by ethnicity is currently not captured very well at the 3 Urgent Care 
Centres (Bunny Hill, Houghton and Washington) is. However the Table 5 below indicates the number of 
attendances at the Pallion Urgent Care Centre by ethnicity and age range 2017 - 2018    

Table 5 

Pallion Urgent Care Centre Attendances by Sunderland CCG Registered 
Patients 2017/18 by Ethnicity and age range 

 

Age ranges 

Ethnicity Group 0-14 15-44 45-64 65+ 

White British 4,341 10,459 4,982 2,963 

Not known 46 450 177 54 

Any other ethnic group 49 289 47 17 

Any other White background 39 181 33 8 

Any other Asian background 40 116 39 4 

Bangladeshi 68 63 12 1 

African 33 61 11 2 

Any other Black background 10 71 14 1 

Not stated 3 42 26 12 

Indian 33 25 14 4 

Any other mixed background 34 19 2 - 



Item: 8.7 

16 

© 2015 NHS Commissioning board, developed by North of England Commissioning Support  

 

White Irish 5 28 11 3 

Chinese 6 21 4 1 

Pakistani 3 14 5 - 

White and Asian 10 6 1 - 

White and Black African 8 4 1 - 

White and Black Caribbean 7 3 1 - 

Caribbean 1 1 - - 

Total 4,736 11,853 5,380 3,070 

     

     

 

Religion or belief  Religion is defined as a particular system of faith and worship but belief 
includes religious and philosophical beliefs including lack of belief (e.g. Atheism). 
Generally, a belief should affect your life choices or the way you live for it to be included in 
the definition. 

Based on data from the Sunderland Adult Health and Lifestyle Survey 2017: 
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54.8% of adults aged 18 and over reported they were Christian; 

37.5% of adults aged 18 and over reported they were No religion; 

5.0% of adults aged 18 and over reported they were Other religion; 

1.6% of adults aged 18 and over reported they were Muslim; 

0.2% of adults aged 18 and over reported they were Buddhist; 

0.1% of adults aged 18 and over reported they were Hindu; 

0.1% of adults aged 18 and over reported they were Jewish; 

0.1% of adults aged 18 and over reported they were Sikh; 

The remainder said they didn’t know. 

The urgent care strategy aims to benefit every patient throughout Sunderland. The scope of urgent care 
means every patient, regardless of age, gender, religion, race, sexuality can access the services available. 

This is the start of a process to improve urgent care services for patients in Sunderland, as we continue 
through the journey to implementation of the selected model; further impact assessment will be completed at 
appropriate stages to ensure no patient group is disadvantaged. 

Sex/Gender  A man or a woman. 

Whilst the Sunderland Adult Health and Lifestyle Survey 2017 offered the opportunity for respondents to record 
a gender “other than male or female”, no one in our 2.5% sample of the population recorded this option.  
Based on data from the Sunderland Adult Health and Lifestyle Survey 2017 the gender profile of our 
population aged 18 and over is 52% female and 48% male. 

The urgent care strategy aims to benefit every patient throughout Sunderland. The scope of urgent care 
means every patient, regardless of age, gender, religion, race, sexuality can access the services available. 

This is the start of a process to improve urgent care services for patients in Sunderland, as we continue 
through the journey to implementation of the selected model; further impact assessment will be completed at 
appropriate stages to ensure no patient group is disadvantaged. 

Sexual orientation Whether a person's sexual attraction is towards their own sex, the 
opposite sex or to both sexes 

Based on data from the Sunderland Adult Health and Lifestyle Survey 2017: 

97.2% of adults aged 18 and over identified their sexual orientation as heterosexual or straight; 

1.1% of adults aged 18 and over identified their sexual orientation as gay; 

0.4% of adults aged 18 and over identified their sexual orientation as lesbian;  

0.6% of adults aged 18 and over identified their sexual orientation as bisexual; 

0.3% of adults aged 18 and over identified their sexual orientation as other; 

The remainder said they didn’t know. 

The strategy does not discriminate between staff that are men or women. 
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The urgent care strategy aims to benefit every patient throughout Sunderland. The scope of urgent care 
means every patient, regardless of age, gender, religion, race, sexuality can access the services available. 

This is the start of a process to improve urgent care services for patients in Sunderland, as we continue 
through the journey to implementation of the selected model; further impact assessment will be completed at 
appropriate stages to ensure no patient group is disadvantaged. 

Carers A family member or paid helper who regularly looks after a child or a sick, elderly, or 
disabled person 

Based on data from the 2011 Census, 11.8% of the Sunderland population were providing unpaid care. 

The urgent care strategy aims to benefit every patient throughout Sunderland. The scope of urgent care 
means every patient, regardless of age, gender, religion, race, sexuality can access the services available. 

This is the start of a process to improve urgent care services for patients in Sunderland, as we continue 
through the journey to implementation of the selected model; further impact assessment will be completed at 
appropriate stages to ensure no patient group is disadvantaged. 

Other identified groups such as  deprived socio-economic groups, substance/alcohol abuse 
and sex workers 

Levels of deprivation in Sunderland are higher than the England average.  Seventy one of Sunderland’s 185 
Lower Super Output Areas (LSOAs) are among the most disadvantaged fifth of all areas across England, and 
38% of the Sunderland population lives within these super output areas. 

Based on data from the 2011 Census: 

22.2% of the population aged 16-74 work in higher managerial, administrative and professional occupations
  

20.6% of the population aged 16-74 work in intermediate occupations  

41.7% of the population aged 16-74 work in routine and manual occupations  

15.5% of the population aged 16-74 have never worked, are long term unemployed or are full time students 

 

Based on data from the Sunderland Adult Health and Lifestyle Survey 2017: 

21.6% of adults aged 18 and over drink more than the recommended levels of alcohol (>14 units per week) 

5.0% of adults aged 18 and over are higher risk drinkers (>35 units per week) 

26.3% of adults aged 18 and over drink reported binge drinking (> 6 units on heaviest drinking day) 

Estimates of the prevalence of problematic drug use produced in 2014/15 suggest that: 

• 7.5 per 1,000 persons aged 15-64 (1,353 persons) are opiate and/or crack cocaine users 

The urgent care strategy aims to benefit every patient throughout Sunderland. The scope of urgent care 
means every patient, regardless of age, gender, religion, race, sexuality and life style can access the services 
available. 

This is the start of a process to improve urgent care services for patients in Sunderland, as we continue 
through the journey to implementation of the selected model; further impact assessment will be completed at 
appropriate stages to ensure no patient group is disadvantaged. 

http://www.oxforddictionaries.com/definition/english/%20http:/www.oxforddictionaries.com/definition/english/helper#helper__2
http://www.oxforddictionaries.com/definition/english/%20http:/www.oxforddictionaries.com/definition/english/sick#sick__2
http://www.oxforddictionaries.com/definition/english/%20http:/www.oxforddictionaries.com/definition/english/elderly#elderly__2
http://www.oxforddictionaries.com/definition/english/%20http:/www.oxforddictionaries.com/definition/english/disabled#disabled__2
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   STEP 3 -  ENGAGEMENT AND INVOLVEMENT 

How have you engaged stakeholders in testing the policy or process proposals 
including the impact on protected characteristics? 

A schedule of public and stakeholder engagement events has been developed, this will take place 
between May and September 2018   

 

Please list the stakeholders engaged: 

The following organisations have been involved in the development of the proposed principles of the 
clinical model and the scenarios for public consultation: 

• City Hospitals Sunderland NHS Foundation Trust (CHS) 

• South Tyneside NHS Foundation Trust (STFT) 

• Northumberland, Tyne and Wear NHS Foundation Trust (NTW) 

• North East Ambulance Service NHS Foundation Trust (NEAS) 

• Vocare 

• Sunderland Care and Support 
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• Sunderland GP Alliance (SGPA) 

• Sunderland City Council 

• The MCP Executive Team (MCPET) 

• NHS England 

• North of England Commissioning Support Unit (NECS) 

• North Durham and Durham Dales, Easington and Sedgefield CCGs (via NECS) 

Urgent and Emergency Care Network 

SCCG Member Practices 

 

  STEP 4 - METHODS OF COMMUNICATION 

What methods of communication do you plan to use to inform service users of the 
Strategy? 

Verbal – stakeholder groups/meetings       Verbal - Telephone   

 Written – Letter           Written – Leaflets/guidance booklets  

 Email    Internet        Other 

If other please state: 

Social Media i.e. Facebook and Twitter  

Printed media Local Newspapers  

Radio and TV  

 

 

ACCESSIBLE INFORMATION STANDARD 

The Accessible Information Standard directs and defines a specific, consistent approach to 
identifying, recording, flagging, sharing and meeting the information and communication support 
needs of service users. 

Tick to confirm you have considered an agreed process for: 
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 Sending out correspondence in alternative formats.  

 Sending out correspondence in alternative languages.  

Producing / obtaining information in alternative formats.  

Arranging / booking professional communication support.  

 Booking / arranging longer appointments for patients / service users with communication 
needs. 

NECS have suppliers lined up for any request for formats, languages and support. We also use a 
standard line on the printed survey and consultation document ‘If you require this document in 
another format such as large print, easy-read, braille, audio, or a different language please contact 
the NECS communication and engagement team on 0191 217 2670 or email 
NECSU.comms@nhs.net  

If any of the above have not been considered, please state the reason: 

 

 

 

  STEP 5 - SUMMARY OF POTENTIAL CHALLENGES 

 
Having considered the potential impact on the people accessing the service, policy or 
process please summarise the areas have been identified as needing action to avoid 
discrimination. 

 
Potential Challenge What problems/issues may this cause? 

 

1 Referral to the Secretary of 

State  

As a result of the Urgent Care Strategy programme of 

work, there is a risk that a member of the public or an 

organisation may launch a judicial review and/or 

Healthwatch or HOSC may refer to the Secretary of 

State which could result in the programme being 

delayed at a cost of @ £238,000 per month     

 

2 Referral to a Judicial 

Review   

As a result of the Urgent Care Strategy programme 

of work, there is a risk that a member of the public 

or an organisation may launch a judicial review 

and/or Healthwatch or HOSC may refer to the 

Secretary of State which could result in the 

programme being delayed at a cost of @ £238,000 

per month     

 

 

 

 

 

 

 

 

mailto:NECSU.comms@nhs.net
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 STEP 6- ACTION PLAN 

 

 
 
Re
f 
no. 

Potential 
Challenge/N
egative 
Impact 

Protected 
Group 
Impacted 
(Age, Race 
etc) 

Action(s) required Expected 
Outcome 
 

Owner Timescale/ 
Completion 
date 
 

1 

As a result of 
the Urgent 
Care Strategy 
programme of 
work, there is 
a risk that a 
member of the 
public or an 
organisation 
may launch a 
judicial review 
and/or 
Healthwatch 
or HOSC may 
refer to the 
Secretary of 
State which 
could result in 
the 
programme 
being delayed 
at a cost of @ 
£238,000 per 
month     

All  NECS to ensure 
compliance with all 
applicable 
consultation 
legislation and 
processes.  

SCCG / NECS 
ensure audit trail of 
all information and 
feedback gathered 
and evidence of all 
appropriate resultant 
actions   

Possible 
mitigation of 
risk  

Ann 
Fox / 
Helen 
Fox 

1 April 
2019 

2 

    

 

 

3 

    

 

 

 

 

 

Ref 
no. 

Who have you consulted with for 
a solution? (users, other 
services, etc) 

Person/ 
People to inform 

How will you monitor and review 
whether the action is effective? 

 NECS Helen Fox Via UC Strategy Task and Finish Group  
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 Legal advice  Melanie Pears  Via UC Strategy Task and Finish Group 

 Consolation Institute  Via UC Strategy Task and Finish Group 

 NHSE (Assurance) Jill Simpson Via UC Strategy Task and Finish Group 

 

 

 

  SIGN OFF 

 

Completed by:  

Date:  

Signed:   

Presented to: (appropriate committee)  

Publication date:  

 

 
1. Please send the completed Equality Analysis with your document to: 
 necsu.equality@nhs.net 
2. Make arrangements to have the EA added to all relevant documentation for approval 

at the appropriate Committee  
3. Publish Equality Analysis 
 
For further advice or guidance on this form, please contact the NECS Equality Team: 
necsu.equality@nhs.net 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

For information only  

 
GOVERNING BODY 

 
24 JULY 2018 

Report Title: 
 

Chief Officer’s Report 
 

Purpose of report 

 
To provide an update on activities undertaken by the CCG Chief Officer. 

Key points 

 
Reports on key stakeholder and other issues and activities undertaken by the Chief Officer. 

 

Risks and issues 

 
None specifically 

Assurances  

 
None specifically  

Recommendation/Action Required 

The Governing Body is asked to note the content for information. 
 

Sponsor/approving director   David Gallagher 

Report author David Gallagher, Chief Officer  

Governance and Assurance 

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

CO1: Ensure the CCG meets its public accountability duties  

CO2:  Maintain financial control and performance targets  

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

CO4: Ensure the CCG involves patients and the public in commissioning and reforming  
services  

 

CO5: Identify and deliver the CCG’s strategic priorities  
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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  

Relevant legal/statutory issues 

Not applicable 

Any potential/actual conflicts 
of interest associated with the 
paper? (please tick) 

Yes  No  N/A  

If yes, please specify  

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

Not applicable 

Has there been appropriate 
clinical engagement?  

Not applicable 

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

Not applicable 

Is there an expected impact on 
patient outcomes/experience?  
If yes, has a quality impact 
assessment been undertaken? 

Not applicable 

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

Not applicable 
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Governing Body 

Chief Officer Report 
24 July 2018 

1. Introduction 

 

It is fitting this month to begin my report with the 70 birthday of the NHS. At a time 

when the NHS is always in the headlines, and often for the wrong reasons, it is 

important that we all take time to reflect on and celebrate this significant milestone.  

It was good to bring our staff together on the actual birthday on 5 July to spend a 

little time doing this.  

 

There have been enormous changes and improvements over the last 70 years, 

many of them based on the ever increasing improvements to medical and surgical 

techniques which have greatly enhanced our ability to diagnose and treat many 

conditions that were either untreatable or not even known of 70 years ago. 

Throughout all of that staggering change however, none of the improvements would 

have been possible without our people. The hard work, skill and commitment of all 

NHS staff, clinical and non-clinical, providers and commissioners, in primary, 

secondary or tertiary care is for me what makes the NHS different. 

 

Our CCG has been around for less than 10th of the 70 years and some of our team 

have worked in the NHS for longer (some of whom are receiving long service 

awards at today’s AGM). At this time of celebration and reflection I would like to 

thank everyone who has and is playing their part in the success of the NHS in 

Sunderland. 

 

To add to this I would like to thank everyone for their contribution which has seen 

our CCG rated as “Outstanding” by NHS England through their improvement 
assessment framework for the second year in a row. This is excellent news and a 

very positive reflection on everyone in and involved with the CCG, including our 

member practices, partner organisations and their staff. 

 

2. Urgent care and A&E 
 
After 70 years, one of the continuing challenges for the NHS and for us in 
Sunderland is how to meet the demand and need for urgent and emergency care. 
Two parts of that challenge (which really make up the whole of the system) are 
our urgent care system and A&E, or the Emergency Department (ED). 
 
Across the city huge efforts are being made to improve the ‘out of hospital’ offer 
for people requiring urgent care, to manage the pressure on the hospitals and 
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improve the way the ED manages those people who require urgent and 
emergency hospital treatment. 
 
The urgent care consultation has been in full flow throughout the last months, 
explaining, listening and engaging with local people about their needs and 
seeking their views on how best to manage urgent healthcare to get people to the 
right place first time all of the time. As a governing body we will need to decide 
how to take this forward early next year but for now it is important that we keep 
on engaging and listening. In recent weeks I have been part of helpful 
discussions with councillors and MPs about this work. 
 
Focusing on A&E / ED, a number of things are underway involving all partners 
around the Royal Hospital ED. The team there was recently visited by NHS 
Improvement and the Emergency Care Improvement Programme (ECIP) to help 
understand how to reduce waiting times in the department and improve patient 
flow. 
 
Our emergency and urgent care system is participating in the NHS North Action 
on A&E programme and I have been with the team to two events recently to see 
how we can improve A&E performance and hence patient care in Sunderland. As 
ever this is a whole system / partnership approach and as chair of Sunderland’s 
A&E Delivery Board I’m looking forward to seeing the improvements to the 
system that both pieces of work – Action on A&E and the urgent care 
consultation – will bring for local people and the staff providing the services. 
 
3. NHS of the Future 
 
As we look to the future of the NHS we know that Sunderland is in the midst of 
change – the MCP alliance work and Path to Excellence Phase 2 being big parts 
of that. We are also working with colleagues in other CCGs and provider 
organisations across Cumbria and the North East to shape how we work better 
together at a local level, around acute hospitals across CCGs and as a whole 
region with the ambition to become an integrated care system. We all have a part 
to play in shaping and delivering this and in Sunderland, with the long history of 
partnership working we are well placed to contribute to this exciting agenda. 
 
4. Council changes 
 
One of our key local partners, Sunderland City Council, is undergoing change 
with a new leader, new chief executive and new finance director. Partnerships 
are based on strong relationships and our chair and I have met with Councillor 
Miller, the new leader of the council and started a discussion about how we 
continue to work closely together, something that is essential in challenging 
times. 
I’m also looking forward to meeting with Patrick Melia, the new chief executive to 
develop how we and our organisations continue to work together for local people. 
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In welcoming Patrick, we also say goodbye to Irene Lucas the outgoing chief 
executive. I was pleased and grateful to be able to shadow Irene for a day last 
month as part of the Sunderland Safeguarding Board’s ‘walk in your shoes’ 
programme and really appreciated some of the complexities and challenges of 
her role. 

 
5. Congratulations 
 
Finally, I was delighted at the recent achievement by our medicines optimisation 
team’s success as winner of the Antibiotic Guardian Award. The team thoroughly 
deserve this for their continued hard work.  
 
 
Recommendations 

 
The Governing Body is asked to note the content of the report.    

 
David Gallagher 
Chief Officer 
July 2018 
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Northern CCG Joint Committee 
 

3 May 2018 /3.00 – 3.45pm / The Durham Centre 
 
Part 1 - Meeting held in public 
 

Present 
 

CCG members 

Mark Adams MA NHS Newcastle Gateshead CCG and 
NHS North Tyneside CCG 

Nicola Bailey NB NHS North Durham CCG and 
NHS Durham Dales, Easington and Sedgefield CCG 

Vanessa Bainbridge VB NHS Northumberland CCG 

Stewart Findlay SF NHS Durham Dales, Easington and Sedgefield CCG 

David Gallagher DG NHS Sunderland CCG 

David Hambleton DH NHS South Tyneside CCG 

Amanda Hume AH NHS South Tees CCG 

Andrea Jones AJ NHS Darlington CCG and NHS Hartlepool and Stockton CCG 

Neil O’Brien NO’B NHS North Durham CCG 

Charles Parker CP NHS Hambleton, Richmond and Whitby CCG 

Ian Pattison IP NHS Sunderland CCG 

Boleslaw Posmyk BP NHS Hartlepool and Stockton CCG 

Janet Probert JP NHS Hambleton, Richmond and Whitby CCG 

David Rogers DR NHS North Cumbria CCG 

Jon Rush (Chair) JR NHS North Cumbria CCG 

Richard Scott RS NHS North Tyneside CCG 

Jonathan Smith JS NHS Durham Dales, Easington and Sedgefield CCG 

Janet Walker JW NHS South Tees CCG 

Matthew Walmsley MW NHS South Tyneside CCG 

Ali Wilson AW NHS Darlington CCG and NHS Hartlepool and Stockton CCG 

 

Lay members (non-voting) 

Feisal Jasset FJ 

Ken Readshaw KS 

 
In attendance 

Stephen Childs SC North of England Commissioning Support (NECS) 

Dan Jackson DJ NHS Sunderland CCG 

Gillian Stanger GS North of England Commissioning Support (NECS) 

 
Members of the public 

Chris Gordon Pfizer  

Lynn Hanratty Bayer 

Carolyn Smith Pfizer 

 
 

Minutes Action 

01  Welcome, apologies and declarations of conflicts of interest in relation to the agenda  

Welcome and introductions were carried out. 
 

Apologies were received from Mark Dornan, Newcastle Gateshead CCG. 
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AW noted that the Chair of Darlington CCG (Alison McNaughton-Jones) had resigned and the 
CCG was in the process of making an appointment to the role of Chair.  

 
 

02 Minutes and action log of previous meeting (4 January 2018)  

The minutes of the meeting held on 4 January 2018 were accepted as an accurate record, 
subject to the inclusion of the names of the CCGs for those people who had submitted apologies 
and also to note that Andrea Jones represented both Darlington and HaST CCGs. 
 
The Chair noted that the subsequent meeting scheduled for 5th April had been cancelled. 
 
02.1 Specialised Commissioning work programme 
 
It was noted that this work had not been taken forward as Liz Rogerson had now retired. Her 
successor was Penny Gray and there were a number of internal changes taking place in the 
team. 
 
Action: DJ to contact Penny Gray with a view to arranging an update report to either this 
Committee or the Leadership Forum. 

 
 
 
 
 
 
 
 
 
 
 
 
DJ 

03 Matters arising from the previous meeting  

There were no matters arising.  
 

04 Governance update  

04.1  Sunderland CCG position 
 

DG noted that Sunderland CCG Governing Body had recommended to its Council of Members 
(CoM) that the CCG should become members of the Joint Committee. A poll had been carried 
out and the majority of CoM members had voted to join the Joint Committee and this had 
therefore been agreed. Amendments would now need to be made to the CCG’s Constitution. 
 
04.2  Appointment of lay members 
 

FJ and KR gave a brief introduction as to their background and current roles. 
 
04.3  Appointment of Vice-Chair 
 

The Committee had previously agreed to appoint one of its lay members as Vice-Chair. JR had 
spoken to both lay members and recommended that FJ be appointed. This was agreed. 
 
04.4  Register of Interests 
 

The Register of Interests was received and noted. 
 
Action: to include the interests of Sunderland CCG members onto the Register. 

 
04.5 CCG Constitutions 

 

The report detailing the current position in relation to amended CCG Constitutions was received 
and noted. 
 
Further updates were noted as follows: 
 

(a) North Durham and DDES CCGs – Constitutions already include agreement relating to 
joint committees and approval is awaited regarding the application to include specific 
reference to this Joint Committee. 

(b) Hambleton, Richmond and Whitby CCG – as above. 
(c) Northumberland CCG – confirmation has been received as the CCG had undertaken a 

full change to its Constitution but they did not have a separate letter regarding the Joint 
Committee. 

(d) North Tyneside CCG – confirmation received. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
GS 
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04.6 Wider membership 
 

The Committee discussed whether to extend widening its membership to include Healthwatch 
representatives and to have independent medical representation. It was agreed keep this under 
review but not to involve Healthwatch at this stage, recognising that if there was a specific 
item(s) on the Committee’s agenda which would benefit from wider involvement, this could be 
arranged as required. 

 
04.7 Title of Committee 

 

It was agreed that the title of the Committee would be ‘Northern CCG Joint Committee’. 
 
Publication of meetings of the Committee on CCG websites would be handled by the NECS 
Communications teams where appropriate. 
 

05 Terms of Reference  

The Committee reviewed its Terms of Reference (ToR) and the Chair drew attention to the 
‘comments’ page which highlighted where changes had been made and the reasons for this. 
 
With regard to the frequency of meetings (No.23 of the ToR), the Committee had the flexibility to 
change this as required. 
 
The Committee approved the ToR, subject to the correct title for NHS Hartlepool and Stockton-
on-Tees being inserted. 
 

 

06 NHS111 and Integrated Urgent Care Regional Procurement  

The Committee noted the news release confirming that the North East Ambulance Service NHS 
Foundation Trust would operate the new service under a five-year contract to start in October 
2018. This was linked to the decision taken by the Joint Committee at its private meeting on 1 
March 2018. 
 
SF noted that mobilisation of the contract was underway. 

 

07 Questions from members of the public relating to specific items on the agenda  

There were no questions received. 
 

 

08 Any Other Business  

There were no items of any other business.  

 
 

Representatives of the press and other members of the public were excluded from part 2 of this 

meeting having regard to the confidential nature of the business to be transacted, publicity on which 

would be prejudicial to the public interest (Section 1 (2)) Public Bodies (Admission to Meetings) Act 

1960 

 
Date and time of next meeting: 

 
Thursday 5th July 2018 

1.30 – 5.00pm 
The Durham Centre 
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Joint CCG Committee for Cumbria and the North East – Action log (completed actions shown in be greyed out section) 

 Date of 
Action 

Action captured Owner Timescale Progress Outcome 

1 04.01.18 

 
 
 
 
 
 
 
 
 

03.05.18 

Cumbria and the North East Specialised Commissioning Strategy 

1. develop a Specialised commissioning work programme which would link 

in to the vulnerable services workstream and which would go to the 

Northern CCG Forum for consideration in the first instance then to this 

Committee in April. 

2. Submit paper to the Northern CCG Forum regarding the process for 
delegation of the specialised commissioning budget to CCGs by 2019. 

 
Contact Penny Gray with a view to arranging an update report to either this 
Committee or the Leadership Forum. 

 
LR 
 
 
 
 
 
LR 
 
DJ 

 

Feb/March 
Northern CCG 
Forum 
Joint Committee 
meeting April 

LR suggested this was 
postponed until after a 
presentation was given 
to the CNE Health 
Strategy Group – 
update awaited and LR 
has now retired. 
 
 
 
 
 

 

2 03.05.18 Register of Interests 
To include Sunderland CCG member interests onto the Register. 

 
GS 

  Complete 

Actions from Northern CCG Forum meeting held on 3 May 2018 

1 3.5.18 Better care for heart attacks 

Feed back from event involving involve Cardiology colleagues, 

commissioners and the CVD Network. 

 

DG 

July meeting 

(Joint 

Committee) 

  

2 3.5.18 Future direction of Armed Forces Network 
Feed back from meeting to discuss shared arrangement for lead CCG to 
ensure services were appropriately commissioned. 

 

AW 

July meeting 

(Joint 

Committee) 

Meeting took place 
between NHSE, Dave 
Gallagher, Sunderland 
CCG, James Carlton 
DDES CCG and Ali 
Wilson to agree lead 
arrangements for the 
future. NHSE (Jim 
Khambatta) agreed to 
continue to provide 
support but CCGs will 
be expected to play a 
leadership role in 
relation to the Armed 
Forces network. A 
small amount of 
resource is being made 
available to support the 
administration function. 
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3 3.5.18 Common approach to ETCs 
Discuss with Shona Haining possibility of arrangement with providers to 
identify 
at the beginning of each year what their programmes of research were likely 
to be, together with an estimation of costs.  

 

AW 

July meeting 

(Joint 

Committee) 

NHSE update emailed 
with advice to feed 
comments/concerns to 
Shona Haining to raise 
with national team 

 

 

Completed actions 

 Date of 
Action 

Action captured Owner Timescale Progress Outcome 

1 04.01.18 Declarations of Interest 
Those members who had not yet returned their DOI forms were asked to do 
so as soon as possible. 
 

All 
members 
who have 
not 
submitted 
DOI forms 

asap Register of Interests on 
agenda for 1 March meeting. 
Now re-scheduled to 3 May 
meeting. 

Complete 

2 04.01.18 Terms of Reference  
Final version to be produced for sign off by Committee 

 
GS 

5 April 
meeting 

Amended version circulated 
16 March – for sign off at 5 
April meeting. Now re-
scheduled to 3 May meeting. 

ToR 

approved at 

meeting 

03.05.2018 

- Complete 

 

 

 


