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Meeting of the Governing Body 
 

To be held on Tuesday 20 January 2015 1.30-4.00pm in Bede Tower, Burdon 
Road, Sunderland, SR2 7EA. 

 
 

AGENDA 
 
 
1. Welcome and Introduction 
 Dr I Pattison, Chair 
 
2. Apologies for Absence        
 
3. Declarations of Interest        
 
4. Minutes of the previous meeting held on Enclosure 

18 November 2014 and 6 January 2015 
   
5. Matters arising from the minutes and action log   Enclosure 
  
6. Notification of Items of Any Other Business     

 
7. Question Time 

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

8        Items of Quality and Safety 
    
8.1 Patient Story        Verbal 
 A Fox 
 
8.2 Report from the Quality, Safety and Risk Committee  Enclosure 
 Aileen Sullivan 
 
8.3 Quality Action Plan       Enclosure 
 A Fox 
   
9        Items of Governance and Assurance 
 
9.1 Quality, Safety and Risk Committee Terms of Reference  Enclosure 
 D Cornell            
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9.2 NHS Sunderland CCG Risk Register: Top Risks Report  Enclosure 
 D Cornell 
  
9.3 Revised Standards of Business Conduct and Declarations Enclosure 

of Interest Policy 
 D Cornell 
 
10       Items for Discussion and Assurance 
 
10.1 SCCG Assurance Report January 2015    Enclosure 
 D Burnicle 
 
10.2 Dementia Report        Enclosure  
 D Burnicle 
 
10.3 NHS England 5 Year Forward View     Enclosure 
 D Burnicle 
 
10.4 5 year Strategic Plan and Operational Plan 2015/16           Presentation 
 D Burnicle 
   
10.5    Sunderland CCG Financial Report - Month 8 2014/15  Enclosure  
  C Macklin 
 
10.6 Sunderland Pharmaceutical Needs Assessment   Enclosure 
 G Gibson 
 
11      Items for Information Only 
 
11.1   Chief Officer’s Report       Enclosure 

D Gallagher            
 
11.2 Confirmed minutes of the Executive Committee meeting  Enclosure  
           held on 2 December 2014. 
 
12 Any other business 
 
13 Date of next meeting 
 
 Tuesday 24 March 2015, 1.30-4.00pm Bede Tower, Burdon Road, 

Sunderland, SR2 7EA. 
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Item: 4 

Governing Body 

 

Minutes of the meeting held on Tuesday 18 November 2014 

The Industry Centre, Colima Avenue, Sunderland, SR5 3XB. 

 

Present:   Mrs Pat Taylor, Lay member for Audit and Vice Chair (Chair)   

   Prof Mike Bramble, Secondary Care Clinician 

Mrs Fiona Brown, Chief Operating Officer, Peoples Directorate, 
Sunderland City Council (on behalf of Mr Neil Revely) 

   Dr Henry Choi, Elected GP Member 

   Mrs Ann Fox, Director of Nursing, Quality & Safety 

   Mr David Gallagher, Chief Officer  

   Dr Tracey Lucas, Elected GP Member 

   Mr Chris Macklin, Chief Finance Officer 

   Dr Gerry McBride, Elected GP Member 

   Mrs Aileen Sullivan, Lay Member for PPI 

   Dr Val Taylor, Elected GP Member 

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

 Ms Deborah Cornell, Head of Corporate Affairs 

 Ms Nonnie Crawford, Director of Public Health, Sunderland City 
Council. 

Dr Geoff Stephenson, Medical Director  

Mrs Jan Thwaites, minutes 

 

2014/119 Welcome and Introductions 

The Vice Chair welcomed everyone to the meeting and a round of introductions took 
place. Mrs Taylor explained that due to a family bereavement Dr Pattison could not 
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attend today and that she would be chairing the meeting on his behalf and would like 
to extend condolences on behalf of the CCG.  
 

2014/120 Apologies for Absence 

Apologies were received from Dr Ian Pattison, Chair, Dr Jackie Gillespie, Elected GP 
Member, Mrs Gloria Middleton, Executive Practice Manager Lead and Mr Neil 
Revely, Executive Director of Peoples Services, Sunderland City Council. 

 

2014/121 Declarations of Interest 

There were no interests declared. 

 

2014/122 Minute of the previous meeting held on 23 September 2014 

The minutes were RECEIVED as an accurate record. 

 

2014/123 Matters arising from the minutes and action log 

There were no matters arising. 

Action log 

2013/110 It was confirmed that the roles and responsibilities for category 2 
responders was set out in the Emergency Preparedness, Resilience and Response 
(EPRR)  framework which had been emailed to all members. This item would be 
removed from the action log.  

2014/09 The quality action plan was approved at the Quality, Safety and Risk 
Committee on 11 November 2014. Due to the timings of meetings the plan would be 
presented at the Governing Body meeting to be held on 20 January 2014. 

2014/104 The core standards for the EPRR framework and business continuity 
planning was on the agenda. This item would be removed from the action log. 

2014/106 This item had been completed and would be removed from the action log. 

2014/107 The communications strategy was on the agenda. This item would be 
removed from the action log. 

2014/107 This item had been completed and would be removed from the action log. 

2014/112 This item would be presented to the Executive Committee in December 
2014 with actions and recommendations. This item would be removed from the 
action log. 
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2014/124 Notification of items of any other business 

There were no items of any other business. 

2014/125 Question Time 

Mr John Wallace, a member of the East Locality Patient Group, raised a question in 
relation to the changes to the urgent care centres in Sunderland previously raised at 
the Governing Body meeting in September 2014. 

Mr Wallace noted that his question around information on the urgent care centres 
had been partially addressed by the wrap around insert in the Sunderland Echo. 
However, there was no mention of the urgent care centre based in Pallion Health 
Centre which was the nearest site to the East locality. 

In response Mrs Fox noted that further information had been circulated to GP 
practices and libraries in Sunderland. The CCG were advertising the urgent care 
messages as part of the winter ‘keep calm’ campaign with regular slots on Sun FM 
radio. She explained that the Pallion site was being used for City Hospitals 
Sunderland (CHS) until the ‘big front door’ project was completed.  

Mrs Fox also confirmed that Northern Doctors Urgent Care (NDUC) who managed 
the urgent care centres were planning an advertising campaign to notify the public 
on opening times and access to the centres.  

The CCG were initiating a phased programme of advertising which would feature on 
the following areas: 

 Local buses  

 Tyneside Metro  

 Adshels 

 Leaflet drop to homes across Sunderland – from the beginning of December 

 A team of people in the Bridges shopping centre 

 Information to patient groups and nurseries 

 Regular messages on Twitter  

 Local Authority web sites 

This would be a sustained campaign until the end of March 2015. 

Mr Gallagher suggested a conversation with Mr Wallace outside of the meeting to 
discuss how any ideas he had could help the CCG to inform the public. 

 

2014/126 Patient Story 

Mrs Fox introduced Sheila Ford, Head of Midwifery from City Hospitals Sunderland 
(CHS) who would take the Governing Body through a patient story in her words. 

A pregnant lady was a registered patient with CHS and had agreed to act as a 
surrogate mother for a male same sex couple.   The couple lived in London but the 
lady was from Sunderland, hence the booking at CHS. 
 



 

Page 4 of 11 
 

The Surrogacy Arrangement Act was introduced in 1985 to strengthen processes 
around surrogacy and to prohibit the making of a surrogacy arrangement on a 
commercial basis. In the UK the birth mother is the legal mother irrespective of the 
conception method used. 

 
The parental orders 1994 section 30 of the Human Fertilisation and Embryology Act 
led to a change in the legal process enabling the commissioning parents the 
opportunity to become the child’s legal parents. The criterion was met by the couple 
and one was identified as the biological father.  
 
City Hospitals had not been involved with surrogacy before and were keen to 
acknowledge and learn from equality and diversity considerations.  They 
acknowledged that everyone had differing needs and aimed to support people to 
receive good care to achieve a positive birth experience. 
 
The community midwife met the parents early in the pregnancy and they found her to 
be non- judgemental and very supportive.  She was able to establish their 
preferences and allay any fears. As the midwife was unfamiliar with surrogacy 
arrangements she referred them to a consultant clinic at CHS and to the head of 
midwifery. The patient was seen at the consultant clinic and with the assistance from 
both the consultant and head of midwifery, was helped with: 

 scan attendance  

 discussed legal arrangements and birth choices 

 facilities post delivery 

 support and transfer arrangements for baby and psychological follow up 
for support for the mother.    

 
One reassurance the couple requested was consistency of the same midwife 
throughout the time of the pregnancy and this was facilitated by CHS. 
 
As the couple were London based, special arrangements were made for them to 
stay overnight at the Woodford Williams Wing as the birth neared. This was, in fact, 
fortunate as the delivery was quite rapid. They had pre-agreed with the mother that 
they would hold the baby straight away and she could begin to move away from this 
responsibility. The hospital supported this. 
 
The couple spent time next to the mother in the next room to observe and be 
supported in parenting time.  The parents were grateful for being treated as a 
‘normal’ couple. 
 
The normal procedure for an ultrasound only allows 2 people in at the time of a scan, 
the pregnant lady and her husband / partner or friend. The presence of 3 people was 
outside of this procedure but this was negotiated and facilitated by the maternity 
department. There had been no pre-existing consideration with respect to single sex 
couples and surrogacy and this was something that the hospital learnt.   

A video was later sent to the hospital staff as a thank you. This video was shown to 
the Governing Body. 
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The Chair thanked Sheila for the presentation and suggested it could be shared 
more widely. 

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

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

Areas of the report were highlighted which included the following: 

 A task and finish group was in process in relation to ambulance handover 
times.  Mrs Fox was working with the North East Ambulance Service (NEAS) 
and improvements were being seen. 

 A mini Kaizen event had been held to review how the committee was working.   
Mrs Sullivan highlighted there was an issue with the amount of papers the 
QSRC were required to review in the time period allowed.  It was agreed that 
due to the workload of the committee, monthly meetings would commence to 
help cover the large agenda. It was also agreed to amend the terms of 
reference to allow for additional members to join the committee. 

 It was confirmed that Dr Taylor would be working with the patient experience 
officer in relation to the local engagement board to help facilitate GP 
representation. 

 Incident rates reported by GPs had improved.  This was still an area of 
concern and Dr Lucas suggested a task and finish group to communicate the 
issue to the practices. 

Dr McBride questioned if there was any demonstrable gain for the CCG from the 
information reported on the incident system. He also noted that communication to 
practices needed to be more robust which showed in a lack of engagement in only 
37 out of 52 practices signing up to the system. He also suggested using the Time in 
Time Out sessions to raise awareness.  Dr Taylor suggested that feedback should 
be requested on the information supplied. 

Mrs Burnicle suggested looking at the Local Incentive Scheme (LIS) to help promote 
the importance of reporting incidents on the Safeguard Incident and Risk 
Management System (SIRMS) Ms Cornell responded that this was currently being 
explored.   

Dr Lucas noted that the use of SIRMS would be a benefit to practices in regard to 
their CQC accreditation process.   

Dr Lucas enquired as to the length of the additional fixed term post for the lead nurse 
for safeguarding. In response Mrs Fox explained that the post had been 
implemented due to unprecedented activity which it was hoped would not be 
sustained. The post would be reviewed after 12 months. 

Mrs Taylor raised the issue of GP practices and the Choose and Book system. Mrs 
Sullivan noted that the process was now working since Mr Thubron had raised the 
issue through the provider meetings. 

Action: Mrs Sullivan to confirm the outcomes of the discussion on the Choose and 
Book system issues. 
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The Governing Body RECEIVED the report for information. 

 

2014/128 Core Standards for Emergency Preparedness, Resilience and 
Response (EPRR) and Business Continuity Planning 

The report was presented to the Governing Body noting that core standards for 
EPRR had been set out by NHS England in July 2014.  

The CCG had undertaken a full assessment against all of the standards and as a 
result an action plan had been developed along with its business continuity plan 
(BCP). The prioritised activity recovery plans (PARPs) had also been developed. 

Following review at the Executive Committee in November 2014, the BCP and 
related documents were recommended for approval by the Governing Body. 

Mrs Burnicle enquired if there was anything in the document in relation to 
commissioning and what CCG responsibilities were as category 2 responders. 

Ms Cornell responded by explaining that while category 2 responsibilities were clear, 
CCG responsibilities were still unclear although the CCG had recently taken part in 
the multi-agency Norland exercise with key partners and category 1 responders. 

Action: Ms Cornell to check the commissioning information. 

Ms Crawford explained that the CCG needed to think about their responsibilities as 
commissioners and the relationship with the organisations that we commission 
services from who are category 1 responders. 

Action: Ms Crawford and Ms Cornell to arrange to meet to discuss the CCG 
responsibilities. 

Ms Cornell explained that the documents were developed as a collective with CCGs 
in the area and the Governing Body should receive assurance through this. 

Mrs Taylor asked that the Governing Body be assured that all the necessary training 
was completed and suggested using a section of the Governing Body development 
session to undertake this. She also enquired how assured we were in relation to the 
North East Commissioning Support (NECS) BCP as, through service line 
agreements, they undertake a lot of work on behalf of the CCG. 

In section 9.2 Mrs Taylor queried why this still referred to refurbishment work when it 
had been completed.  Mr Macklin confirmed that the refurbishment works would be 
continuing in January 2015 with the redesign of the top floor in Pemberton House. 
Ms Cornell advised she would amend the wording to read ‘a suitable alternative 
room’ will be found in the event the Joseph Swan suite was unavailable.  

Ms Crawford noted that the BCP should be kept under regular review.  

The Governing Body APPROVED the EPRR improvement plan, the business 
continuity plan and corporate prioritised activity recovery plans.  
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2014/129 CCG Communications Strategy 

Ms Cornell presented a revised edition of the communications strategy which had 
been reviewed by the Governing Body in September 2014. 

The 3 strategic objectives had been updated and the communications action plan 
updated to reflect the revised objectives.    

The action plan had been shared electronically with the Governing Body on 17 
November 2014 following a recommendation from the Communications and 
Engagement Steering Group on Thursday 13 November 2014.  

Mrs Sullivan enquired as to the use of Facebook highlighted as one of the digital 
marketing strategies marketing mechanisms and the timescales for implementation. 
In response Ms Cornell explained that the CCG had a Twitter account in use and a 
Facebook account would be looked at in January 2015 linked to the ‘all together 
Sunderland’ work with partners.   

Mrs Taylor highlighted a few minor typographical errors in the document to be 
amended.   

The Governing Body APPROVED the amended strategy subject to amending these 
errors.  

 

2014/130 SCCG Assurance Report November 2014 

Mrs Burnicle gave a progress update on the current position against the assurance 
framework and delivery against the operational plan noting that the delivery 
dashboard was fully aligned to the national CCG Assurance Framework. 

Mrs Burnicle drew attention to the pressures remaining in relation to urology at CHS 
which impacted on other areas which included cancer pathways, diagnostics and 
over 52 week waits. 

Professor Bramble enquired about planning for a consultant urologist. Mrs Fox 
confirmed that Mr Thubron was to pick up this issue and report back to the Quality, 
Safety and Risk Committee. 

Action: Mrs Fox and Dr Stephenson to pick up this issue.  

The A&E department had failed to achieve the 95% standard for 4 hour waits in 
quarters 1 and 2.  This issue would be looked at in detail once feedback from CHS 
had been received. 

Professor Bramble asked if the CCG had received the report in relation to the visit by 
the Emergency Care Intensive Support Team (ECIST).  In response Mrs Fox 
confirmed that this was being followed up and would be discussed at the Urgent 
Care Board on 3 December 2014. 
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In relation to the friends and family test, it was recorded that 96% of patients and 
95% of inpatients would recommend CHS to friends and family. This was above the 
national average of 94%. 

Dr Lucas queried whether this was included in the quality premium for next year and 
in response Mrs Burnicle explained that it was not included for this year but would 
look into the query for next year. 

Action: Mrs Burnicle would check if the quality premium for next year included the 
friends and family test. 

Dr Taylor suggested that the urgent care centres should be included in the friends 
and family test.  

Action: Mrs Burnicle would look at the specification to check if the friends and family 
test could be rolled out to the urgent care centres. 

In relation to the Improving Access to Psychological Therapies (IAPT) target, it was 
noted that Northumberland, Tyne and Wear NHS Trust (NTW) was not using the 
nationally promoted management tool but a more appropriate method for the 
residents of Sunderland. There were issues with the national approach. 

Mrs Burnicle informed the Governing Body that the Executive Committee had signed 
off the roll out of EMIS Community by South Tyneside Foundation Trust (STFT), this 
would support the integrated teams enabling nurses to access GP information on 
patients. 

An enhanced model had been agreed in relation to interim care work in that it had 
been agreed to co-locate the urgent care and 24/7 teams from Grindon Lane along 
with the intermediate care contact centre to Leechmere to co-locate with the telecare 
and equipment services managed by Sunderland Care and Support Service.  The 
new GP Out of Hours Service, when procured, would also be based in the same 
location.    

Mrs Taylor noted a number of concerns around A&E and urology and that this was 
not good for patients and could impact on the urgent care system.  She asked that 
the Governing Body remain sighted on these issues. 

The Governing Body NOTED the position against the delivery dashboard and 
progress to date against the CCG Operational Plan and NOTED the use of proxy 
measures within the outcome measures domain where published data is annual. 

 

2014/131 SCCG Framework 2014/15 

Mrs Burnicle presented the Governing Body with an update on the revised CCG 
Assurance Framework and outlined the key changes since the previous update.   

A decision had been made by the Cumbria, Northumberland, Tyne and Wear 
(CNTW) Area Team to apply an “assured” rating to Sunderland CCG as they were 
fully assured on all of the key elements within the 6 domains set out in the framework 
to be an effective clinical commissioner. In relation to the issues with the A&E 
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department at CHS, it was likely that the CCG would receive an assured with support 
rating. 

A question was raised as to what the support would be.  In response Mr Gallagher 
suggested it was difficult to tell in this instance as there was already input from 
Monitor, the Care Quality Commission (CQC) and Emergency Care Intensive 
Support Team (ECIST). 

Due to the CCG’s continued good performance, it had been agreed locally that only 
3 assurance meetings would be required in 2014/15 and not the recommended 4 
meetings per year. 

Mrs Taylor commented on the lack of clarity around the ratings outlined in appendix 
1 of the report which did not show how individual CCGs were measured.   

Action:  Mrs Burnicle advised she would look into this. 

The Governing Body NOTED the key changes to the CCG Assurance Framework for 
2014/15 and the outcome of the quarter 1 Assurance of the CCG by the CNTW Area 
Team. 

 

2014/132 Sunderland CCG Financial Report Month 6 2014/15 

Mr Macklin outlined his view on what could potentially be included in the Chancellor’s 
autumn statement.  He expected that the CCG would receive indicators in early 
December as to what could be expected going forward in relation to the next 
financial year, tariffs and the 4% of efficiencies the CCGs were expected to deliver.  

Conversations had been undertaken with Simon Stephens by the Public Accounts 
Committee on the overall financial position of the NHS and the discrepancies 
between what CCGs were currently funded at and what they will be in the future.  
NHS England hoped to move all CCGs within the plus or minus 5% from target 
within the next 5 years. Mr Macklin confirmed that Sunderland CCG were 11% over 
target. 

The CCG was currently on track to deliver its year to date surplus in line with the 
planned forecast outturn.  

Mr Macklin explained that a paper on prescribing would be taken to the Executive 
Committee in December to outline proposed measures in working more closely with 
practices to understand the deterioration in the forecast prescribing expenditure. The 
team would review resources going into practices and look to implement changes 
from 1 January 2015. Month 6 figures would be interrogated to see if the overspend 
situation had improved.   

It was noted that the finance and commissioning teams would be looking at how to 
manage pressures in the packages of care budget. 

Mr Macklin discussed the impending review of charges for rents on buildings owned 
by NHS Property Services.  He explained that there may be some buildings costs 
that should be moved to providers. 
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Dr Taylor noted this was a risk as providers may pull out of these buildings which 
could result in the CCG picking up more charges therefore the CCG needs to 
understand and be aware of these pressures. 

Mr Macklin highlighted this was a complicated issue and explained that if this was 
the case for services commissioned by the CCG, then the charges would be 
reviewed.  However, if this related to primary care commissioned services this was 
not currently within the remit of the CCG. 

The Governing Body NOTED the financial position and APPROVED the revised 
specific performance measurement thresholds for finance KPI metrics. 

 

2014/133 Chief Officer’s Report 

Mr Gallagher presented his report to the Governing Body and highlighted some key 
areas to note as follows:   

 Primary care workforce planning -  conversations were taking place both 
nationally and regionally including Health Education North East (HENE) on 
the acute pressure within the workforce areas. A particular challenge was the 
recruitment and retention of GPs. Solutions to this concern would be looked 
into. Sunderland CCG had agreed to be a pilot area in relation to the 
recruitment of GPs as part of a career start initiative. 

 Dr McBride noted how important it was to fill vacancies on the regional 
Vocational Training Scheme (for General Practice).   

 Additionally, there are 50 undergraduate training practices within Sunderland, 
Durham and South Tyneside and he suggested that the CCG should be 
encouraging and supporting practices to continue their involvement and to 
expand the number of participating practices. Although this would take some 
years for undergraduates to progress through their training, such teaching and 
training practices are attractive to current and newly qualified GPs. Mr Macklin 
noted that it was essential to retain the trainees in the Sunderland area. 

Dr Taylor also noted that the retainer scheme should be reinforced. 

 The political landscape - Mr Gallagher noted that the CCG needed to keep the 
impending general election on its radar but stressed the need to continue to 
focus on what we need to deliver as a CCG.   

 North East Ambulance Service (NEAS) – Mr Gallagher had met with Mrs 
Yvonne Ormston, the new Chief Executive for NEAS. He confirmed that the 
service was not delivering what was required of them and highlighted one of 
the key problems was the recruitment of paramedics. 

Mrs Fox noted there were a number of schemes being funded by the CCG 
and supported by regional campaigns that would hopefully help improve the 
situation.  An incentive scheme had been put in place for a project manager to 
work with the commissioning team.  Regular quality review meetings were 
held with NEAS which would focus on workforce issues. 
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Ms Crawford drew attention to the opening of the Hopewood Park Hospital in 
Ryhope Sunderland featured  in the report and noted the opening of this facility 
should be celebrated. 

 

2014/134 Confirmed minutes of the Executive Committee meeting held on 7 
October 2014 

The minutes of the Executive Committee meeting held on 7 October 2014 were 
RECEIVED. 

2014/135 Any other business 

As there was no further business the meeting closed at 3.25pm. 

2014/136 Date of next meeting 

Tuesday 20 January 2015, 1.00-3.30pm Bede Tower, Burdon Road, Sunderland, 
SR2 7EA. 
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Item: 4 

Governing Body 

 

Minutes of the Extraordinary meeting held on Tuesday 6 January 2015 

Joseph Swan Suite, Pemberton House. 

 

Present:   Dr Ian Pattison, Chair 

   Prof Mike Bramble, Secondary Care Clinician 

   Dr Henry Choi, Elected GP Member 

   Mrs Ann Fox, Director of Nursing, Quality & Safety 

   Mr David Gallagher, Chief Officer  

   Dr Jackie Gillespie, Elected GP Member 

   Dr Tracey Lucas, Elected GP Member 

   Mr Chris Macklin, Chief Finance Officer 

   Dr Gerry McBride, Elected GP Member 

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

   Mrs Aileen Sullivan, Lay Member for PPI 

   Mrs Pat Taylor, Lay member for Audit and Vice Chair 

   Dr Val Taylor, Elected GP Member 

In Attendance:  

 Mrs Debbie Burnicle, Director of Commissioning & Reform 

 Mr David Chandler, Head of Finance 

Ms Deborah Cornell, Head of Corporate Affairs 

 Mrs Gillian Gibson, Sunderland City Council  

Mrs Gloria Middleton, Executive Practice Manager Lead 

Dr Geoff Stephenson, Medical Director  
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Mrs Jan Thwaites, minutes 

2015/01 Welcome and Introductions 

The Chair welcomed everyone to the meeting which had been convened to consider 
two issues which needed discussion outside of the timeframes of planned meetings. 
 

2015/02 Apologies for Absence 

There were no apologies for absence. 

 

2015/03 Declarations of Interest 

All Executive GPs and Mrs Middleton declared interests in items 2015/04 and 
2015/05. 

2015/04 Primary Care (General Practice) Co-Commissioning 

Mr Gallagher informed the Governing Body that the attached paper had been shared 
with Sunderland GP Practices. 

The document included what likely changes would be required to the constitution 
and considerations for Sunderland.  Mr Gallagher explained the process to share 
information with the member practices which had included a section at a Time in 
Time Out event, two Governing Body development sessions (in November and 
December 2014) and an open meeting for member practices at Bede Tower in 
Sunderland. A “survey monkey” ballot had been developed and forwarded to 
practices for them to express their views and give their support to one of three levels, 
additional influence, joint or delegated responsibility or no change. It was confirmed 
that the CCG would be applying to NHS England who would need to agree the level 
supported. Levels two or three (joint or delegated responsibility) would require 
changes to the CCG constitution, which in turn required 60% or more of member 
practices to support this. 

Ms Cornell gave a short presentation on the results of the member practice votes 
and the process under which all practices were asked to complete the ballot which 
had included the confirmation that lead commissioning GPs had to agree the result 
for their individual practice. Ms Cornell confirmed that there was a requirement for a 
31 practice majority to change the constitution. 

A discussion ensued as to the percentage of practice votes received and  a decision 
was made to contact 1 practice whose lead commissioning GP had not signed off 
the vote. Dr McBride offered his services to ring the surgery concerned. 

Action: Ms Cornell and Dr McBride to contact the practice and confirm their position 
with the agreement of their GP commissioning lead. 

Mrs Taylor noted that 30 practices had supported Level 3 and asked if there was no 
majority vote there should be a follow up question to ask those who voted 2 if they 
would accept 3 and vice versa. Dr Pattison noted that the majority had decided on 
Level 3 and ultimately all practices would need to sign up to any constitution 
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amendments for NHS England to authorise the changes. This process would begin 
after NHS England’s decision was known. 

Dr McBride asked if the process carried out by the CCG and the result of the vote 
should be forwarded to NHS England for them to decide. Mr Gallagher responded by 
saying that the CCG should decide and apply accordingly rather than leave it for 
others to decide.  

Action: It was agreed that the member practices should be informed of the outcome.  

Dr Pattison noted that practices had been asked to agree a position and that a clear 
majority of practices had voted for constitutional changes. 

Mr Revely suggested that the Governing Body should recommend the Level 3 
position, which would enable a more integrated approach to commissioning 
throughout the city and that the practices had given a clear majority via their votes 
for Level 3. He understood however that the Governing Body needed to be confident 
that they would carry the membership with them. 

Dr Taylor noted that while constitutional changes required a vote of 60% or more of 
the member practices, the Governing Body needed to make a decision as if the 
deadline was missed the Level 3 option would be missed for a year. 

A question of quoracy and conflicts of interest was raised due to the number of GP 
Executives involved in making a decision at this meeting. Mr Gallagher and Mrs 
Taylor clarified their views that the decision to apply for co-commissioning did not in 
itself provide a conflict of interest but that any subsequent decisions within co-
commissioning could be and would be managed appropriately. Dr Pattison added 
that guidance had been received from NHS England which would cover this issue for 
future decisions, including those around co-commissioning. 

 

Dr Stephenson noted as a non-voting GP member that whatever the undecided 

“floating vote” practice decided this would not necessarily change the majority vote. 

Practices voting for Level 3 would not have done so without full consideration and 

the likelihood of changing their views at the time of formal sign up was very low. 

Essentially the Level 2 result was a ‘floating vote’ containing practices who would be 

able to live with Level 3 if that was the recommendation. 

The Governing Body had been given a very strong steer that Level 3 was the way to 

proceed and this was because practices wanted their accountability to be closer to 

home and not even more remotely.  

 

Dr Pattison noted that the fundamental decision was up to NHS England to approve, 
the Governing Body had discussed the issue, agreed the member’s decision and 
ultimately the practice members had to sign the constitution. 

The Governing Body NOTED the issues and challenges around co-commissioning of 
primary care. AGREED in principle to the constitutional changes required to proceed 
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with level 3, understanding this required further formal process with member 
practices if approved by NHS England to enable co-commissioning. NOTED and 
supported the outcome of the ballot of member practices. DELEGATED 
responsibility to the Chief Officer to take forward the implementation of primary care 
co-commissioning in line with member practice wishes. 
 

2015/05 Support for providers for system transformation 

Mr Gallagher presented the paper which was intended to provide a framework for 
decision making to support providers to transform the system. He outlined the roles 
and responsibilities of CCGs and in particular those in relation to system 
transformation and how it can and does support and encourage the delivery of 
agreed strategic objectives in Sunderland. 

Mr Gallagher explained the following areas: 

 CCG responsibilities 

 Sunderland CCG vision and values 

 the national and local strategic direction 

 Out of Hospital care 

 The delivery of strategic objectives 

 Proposed  principles to help decide whether the CCG should provide support 

The paper used the example of a decision to support the Sunderland GP Alliance 
to illustrate these principles and how they could be used. 

Drs Gillespie and Taylor noted their approval of the paper and the value of the 
approach to project briefs. 

Dr McBride asked if the paper was seeking retrospective judgement on the decision 
made in regard to the GP Alliance. It was clarified that the Governing body was 
being asked to endorse that decision. He queried if any of the potential £285k had 
been paid out to practices at that point. Mr Macklin noted the agreement by the 
Governing Body in November for payment of the 50p per head (out of £1 per head) 
for practices to work at scale, which had subsequently been paid.  

Dr McBride stressed his disapproval for the CCG supporting a private limited 
company and noted that PLCs pay dividends to their shareholders. He queried if it 
was value for money (VFM) to fund GP practices to compete in an open market? 

Professor Bramble noted that this subject had been debated at length and 
understood this organisation had a not for profit ethos with any surplus income being 
put back into the business. 

Dr McBride added that he had attended a meeting where profits to shareholders in 
the future had been discussed. 

It was noted that the Alliance had confirmed that their articles indicated that they 
would work on a profit for purpose basis as described by Professor Bramble. 

Mr Revely noted that for future decision making it would be important to consider 
how to engage and incentivise providers to contribute and deliver outcomes, in order 
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to get the required benefits. In relation to VFM the CCG would get back more than 
their investment. 

4.35pm Dr Choi left the meeting. 

Dr Lucas noted that to ensure a fair and level playing field decisions in future needed 
to be transparent and fair.  Therefore it was important to support this guidance. 

Mrs Taylor noted that there may currently be some inequity in relation to single 
handed practices ability to respond to commissioning requirements and therefore it 
was right to use monetary incentives to facilitate this. Providing services in this way 
would provide VFM in various ways and benefit the population of Sunderland. 

4.40pm Professor Bramble left the meeting. 

Dr McBride had concerns over possible legal challenges to the decision and Mr 
Gallagher clarified that this was not a procurement and so could not be challenged 
by other providers as part of any process. The decision to support the Alliance was 
made by the Executive Committee through delegated authority from the Governing 
Body. 

Dr Taylor explained that when the process for decision making was initially 
challenged it had been noted that the agreed route for review would be through the 
Audit Committee and that this route had been declined. 

Mrs Middleton enquired if the Alliance were a suitable NHS service provider due to 
their lack of a track record as an organisation. Mrs Taylor considered that by virtue of 
being a group of practices who had provided services they should be considered as 
being suitable; Dr McBride quoted the regulations from a Governing Body 
development session on conflicts of interest. The Regulations place further 
requirements on commissioners to ensure accountability and transparency in their 
expenditure. In particular:  

 
to not award contracts where conflicts or potential conflicts of interest have, or 
appear, to affect the integrity of the decision. 
 
He also asked if the Governing body would be comfortable justifying the decision to 
support the GP Alliance. Mr. Gallagher confirmed he was happy to do this with the 
Governing Body’s support for the approach and decision. 
 
Dr Stephenson added that Sunderland CCG were not the only body to agree to 
support Alliances as other CCGs had offered  financial support in their areas with 
similar funding and some with significantly higher level of investment.  
 
Mrs. Burnicle added that we were aiming to achieve extended primary care at scale 
to deliver our strategic objectives. 
 
Dr Pattison noted that the Governing Body had looked at the recommendations and 
everyone had agreed using the example but noted that Dr McBride still had concerns 
about the example. 
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Dr McBride raised the issue of members of the Alliance being present in the meeting 
when the decision making was in process. In response Dr Pattison stated that no 
one had raised an issue at that time and would be taken into consideration in future. 
 
Mr. Gallagher highlighted that the CCG constitution enabled the chair of its 
committee meetings to determine how the committee was handled. 
 

The Governing Body NOTED the methods by which the CCG can support providers 
in transformational change, AGREED the principles and questions to be considered 
in deciding whether or not to support providers and ENDORSED the decision making 
process outlined as an example. 
 

Mr. Gallagher confirmed that having debated the issue the Governing Body had 
agreed a way forward utilising the process agreed in his paper and that collectively it 
should move forward and should not re visit this issue. There was no objection to this 
suggested closure. Dr McBride asked that his dissention to this conclusion be 
recorded. 
 

2015/ Any other business 

There being no further business the meeting was closed. 

2015/   Date of next meeting 

Tuesday 20 January 2015, 1.30-4.00pm Bede Tower, Burdon Road, Sunderland, 
SR2 7EA.  
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 NHS Sunderland CCG Governing Body Action Log 20 January 2015  
 

Minute Reference Action Point Lead Timescale 

2014/09 Quality Action Plan Quality Action plan  to agenda in 6 months A Fox Scheduled for 
agenda in January 
2015. 

2014/84 Safeguarding Annual 
Report 

A Governing Body development session to 
undertake an in-depth review of 
safeguarding for Adults and Children. 
 

A Fox February 2015. 

2014/110 Corporate Risk 
Register Summary 

A further update to be brought back on the 
top corporate risks. 

D Cornell To be on the agenda 
at the Governing 
Body meeting in 
January 2015. 

2014/117 Any other business It was agreed for a paper on the Dementia 
Strategy to be brought back to the 
Governing Body meeting. 

D Burnicle This was discussed 
at the Governing 
Body development 
session in October. A 
formal update paper 
in January 2015 

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

Mrs Sullivan to confirm the outcome of 
discussions in relation to the Choose and 
Book system issues 

A Sullivan An update to the 
Governing Body 
meeting in January 
2015. 

2014/128 Core Standards for 
Emergency Preparedness, 
Resilience and Response and 
Business Continuity Planning 

Ms Cornell to check the commissioning 
information as part of the CCGs 
responsibilities as Category 2 responders 

D Cornell An update to the 
Governing Body 
meeting in January 
2015. 
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 2014/128 Core Standards for 
Emergency Preparedness, 
Resilience and Response and 
Business Continuity Planning 

Ms Crawford and Ms Cornell to meet to 
discuss the CCGs Category 2 
responsibilities 

D Cornell As soon as possible 

2014/130 SCCG Assurance 
Report November 2014 

Mrs Fox and Dr Stephenson to pick up the 
issue around planning at CHS for a 
consultant urologist 

A Fox/ G 
Stephenson 

An update to the 
Governing Body 
meeting in January 
2015. 

2014/130 SCCG Assurance 
Report November 2014 

Mrs Burnicle to check if the quality 
premium for 2015/16 included the Friends 
and Family test 

D Burnicle An update to the 
Governing Body 
meeting in January 
2015. 

2014/130 SCCG Assurance 
Report November 2014 

Mrs Burnicle to look at the Friends and 
Family test specification and confirm if the 
Urgent Care Centre’s could be included 

 An update to the 
Governing Body 
meeting in January 
2015. 

2014/131 SCCG Framework 
2014/15 

Mrs Burnicle to look into the ratings 
outlined in Appendix 1 in regard to how 
individual CCGs were measured. 

D Burnicle An update to the 
Governing Body 
meeting in January 
2015. 
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Item: 8.2 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

Governing Body meeting 

20 January 2015 

 

Report Title 

 

Minutes of the Quality, Safety and Risk 

Committee held on 9th December 2014. 

 

Purpose of report 
To highlight the Risks and Assurances brought 
to the attention of the Quality, Safety and Risk 
Committee held on 9 December 2014 

 

Key points, risks and assurances 

 

 

Key issues 

 The actions from the QSRC Kaizen event 
have all been completed.  

 

 The issue relating to the contract for the 
Interpreting and Translation service 
remains unresolved, but a decision should 
be made for April 2015.  

 

 A proposal made to establish a new 
Engagement Steering Group was 
supported by QSRC members. 

  
Key assurances 

 The North of England Commissioning 
Support (NECS) service has 
commissioned a piece of work to increase 
the membership of MYNHS within 
Sunderland (funded by SCCG).  

 

 A proforma to capture the findings of 
Clinical Quality Assurance visits was 
agreed and should be used by all those 
undertaking visits to any NHS 
services/sites commissioned by SCCG.  

 

 C Difficile at CHSFT and in the community 
has shown significant improvement. 

 

 Continued improvements in the 18 week 
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Referral To Treatment (RTT), cancer 
performance and the number of non-
elective admissions at CHSFT. 

 
Key risks 

 The Local Authority (LA) may not be in a 
position to fully commit to a joint 
Engagement Strategy by April 2015. 
(Added to the CCG Risk Register) 

 

 8 Nursing Homes have recently been 
audited using the updated Clinical Quality 
Assessment Audit Tool.  Of those 8 
audited 3 homes were Green, 3 were 
Amber and 2 were Red on the RAG rated 
scores. All homes have action plans in 
place to monitor progress within the home 
and are validated by either the CCG or the 
LA. 

 

 Only minimal assurance has been given 
regarding the quality of care for patients 
during delays and periods of escalation in 
Accident and Emergency at CHSFT.  The 
Trust is currently undertaking an audit to 
demonstrate compliance with the relevant 
policy.  

 

 An urgent meeting is planned with CHSFT 
with regard to consultant cover for the 
Breast Cancer Service, which is not 
currently in place.  Processes have been 
developed for Newcastle-upon-Tyne 
Hospitals to support this service in the 
interim until a compliant service can be 
delivered by City Hospitals Sunderland. 

  

 CHSFT was identified as one of the best 
Trusts nationally for catering within the 
National Inpatient Nutrition Survey. 

 

 An extra-ordinary QRG meeting had been 
held in December with NEAS due to 
concerns that there was a deteriorating 
performance against Red and Green 
category calls and that staffing levels were 
running with a 20% vacancy.  Plans are in 
place to increase recruitment but 
assurance was not given that the actions 
would have the required impact, when 
completed.  
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 Concerns re waiting times in Children and 
Young Persons’ service at 
Northumberland Tyne and Wear NHSFT. .  
A new model for handling new referrals 
has been introduced which is different to 
those patients already in the system.   

 

 There are gaps in Primary Care workforce, 
GP and A&E consultants in the North East. 
Health Education North East is now 
covering a larger area, but the Quality 
Surveillance Group is examining how more 
staff can be attracted to come to work in 
the area and stay here. 

 

 Continued under performance of the 4 
hour wait in A&E.  The weekly escalation 
meetings are now being held fortnightly. 

 

 Improving Access to Psychological 
Therapies (IAPT) - under performance 
against the trajectory was reported.  
Access to the service is good but the 
recovery trajectory will not be achieved, 
not because it is a poor service but it is 
currently measured against a 
unmeasurable indicator, which is 
recognised nationally  

 

 The zero target for cancelled operations 
not rebooked within 28 days of the 
cancellation is not recoverable as a breach 
has already occurred.  

 

Recommendation/Action Required 

 To note  

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

Report author 

Sue Goulding, Head of Quality and Patient 

Safety 

 

Governance and assurance  

 

Link to CCG corporate objectives* 

(please tick) 

CO

1 

CO2 CO

3 

CO4 CO

5 

CO

6 

CO7 

      
    

Any relevant legal/statutory issues N/A 
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*CCG Corporate Objectives 

 

CO1 - Ensure the CCG meets it public accountability duties 

CO2 - Maintain financial control and performance targets 

CO3 - Maintain and improve the quality and safety of CCG commissioned services 

CO4 - Ensure the CCG involves patients and the public in commissioning and  

  reforming services  

CO5 - Identify and deliver the CCG’s strategic priorities 

CO6 - Develop the CCG localities 

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

 

 

 

 

  

 

 

 

 

Are the identified risks on the risk 

register? (If so, include reference 

number) 

 

Quality in Care Homes 

Health Care Acquired Infections 

A&E performance 

Safeguarding Adults and Children 

If issue/report has been previously 

reviewed please specify meeting and 

date 

N/A  

 

Equality analysis completed 

(please tick)  

N/A  No  
Not 

relevant 
 

Key implications  Yes No Details 

Are additional resources required?  If 

so please specify 

  

 

 

 

Has there been appropriate clinical 

engagement?  

 

  Clinicians at QRG meetings 

Any current or expected impact on 

patient outcomes/experience? 

 

  
 

Has there been member practice 

and/or other stakeholder 

engagement if needed?   

 

  
 

Version Date Comments  

QSRCV1.0   
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Sunderland CCG Quality, Safety and Risk Committee 

Tuesday 9 December 2014, 2pm – 5pm 

Joseph Swan Suite, ground floor Pemberton House  

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

 Professor Mike Bramble, NHS SCCG Secondary Care Consultant  

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

 Mrs Ann Fox, NHS SCCG Director of Nursing Quality and Safety  

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

 Mr Scott Watson, NHS SCCG Head of Contracting, Performance and 
Business Intelligence  

 Dr Jackie Gillespie, NHS SCCG Medicines Management Elected GP  

 Mrs Zahra Irannejad, NHS SCCG Chief Pharmacist left at 3.30pm  

In Attendance:  

 Mrs Carol Lancaster, NHS SCCG Clinical Quality Officer 

 Mrs Julie Whitehouse, NHS SCCG Patient Experience Officer 

 Mrs Gillian Gibson, Public Health Consultant, Sunderland Council  

 Mrs Eleanor Hardy, NHS SCCG  PA (minutes) 

  

 

No: Agenda Item  Action  

2014/84 Welcome and Introductions   

   

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

 

   

2014/85 Apologies for Absence   

   

 Dr Nonnie Crawford, Director of Public Health, Sunderland City 
Council  
Mr David Gallagher, NHS SCCG Chief Officer  
Mrs Janet Farline, NHS SCCG Clinical Quality Officer 
Mrs Deanna Lagun, NHS SCCG Head of Safeguarding  
Mr Matt Thubron, NHS SCCG Deputy Head of Contracting, 
Performance and Business Intelligence  
Mrs Deborah Cornell, NHS SCCG Head of Corporate Affairs 

 

   

2014/86 Declarations of Interest   

   

 There were no declarations of interest.    

   

2014/87 Minutes from Previous Meeting held on 11 November 2014  
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Enclosure  Mike Bramble referred to page 9 of the minutes, Key Assurances 
and risks from the HCAI Improvement Group  - Joint assurance 
across SCCG and STCCG “an action plan being in place between 
CCGs, NECS and FT to develop specification and commissioning 
strategy for IPC community teams” and raised the question which 
Foundation Trusts did this relate to.  Ann Fox advised that this 
should read “an action plan being in place between CCGs and 
NECS” and the minutes would be amended to reflect this.  
Action: Ann Fox  
 
Mike Bramble referred to page 14 of the minutes, “Never event 
relating to wrong site surgery now complete.  It was a non NHS 
patient, measures now in place to prevent further events and reduce 
risks to patients” and raised the question was there anything further 
SCCG needed to do.  Ann Fox advised that SCCG needs to receive 
assurance from all providers it commissions that any safety issues 
have been investigated and lessons learned implemented but would 
not undertake/review individual investigations in relation to private 
patients as the CCG is not responsible for the commissioning.   
 
The minutes of the meeting held on 11 November 2014 were 
approved as an accurate record of the meeting.   

 
 
 
 
 
 
 
 

AF 

   

2014/88 Matters arising not on the agenda   

   

 In regards to uptake of the flu vaccination in NHS Trusts, Geoff 
Stephenson noted that CHSFT and STFT had not achieved the 
performance compared to other NHS Trusts and queried if this was 
an historical trend. 
Action: Geoff Stephenson to raise this at CHSFT Quality Review 
Group and Scott Watson to pull together historical data to 
inform the discussion.  

 
 
 
 

GS 
SW  

   

2014/89 Action Log    

   

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

 

   

2014/90 Approval of the Summary sheet   

   

 Sue Goulding presented the Summary sheet report to the 
Committee. The purpose was for confirmation of the minutes from 
the Quality, Safety and Risk Committee (QSRC) and approval of the 
cover sheet prior to their submission to the Governing Body meeting 
20 January 2015. 
 
Key issues 

 The Safeguarding Team are dealing with unprecedented 
numbers of Serious Case Reviews and Independent 
Management Reviews.  The CCG and providers need to 
ensure timescales for these statutory reviews are adhered to; 
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whilst also ensuring wider statutory safeguarding 
responsibilities continue to be complied with. 

 Friends and Family Test at South Tyneside NHS Foundation 
Trust - improvements in reporting noted.  The national 
decision to discontinue the use of a token system for patients 
to respond to the Friends and Family Test questions from 
April 2015 will pose a challenge for the Trust (and others) and 
an action plan to address this is being developed. 

 
Key assurances 

 Assurance given that, in partnership with Sunderland Council, 
SCCG is complying with “Transforming Care” which relates to 
further improvements following the Winterbourne View 
Hospital Report. 

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

 Continued improvements in 18 week overall Referral to 
Treatment performance, Cancer performance and the number 
of non-elective admissions. 

 Significant improvements have been made to the quality of 
the risk register.  There are now only a small number of risks 
that have not been reviewed within the identified timescales 
and further work is continuing to address this. 

 
Key risks 

 Concerns were raised about Continuing Health Care (CHC).  
This included the team employed by South Tyneside NHS 
Foundation Trust delivering the service and the provider 
management function of the North of England Commissioning 
Support (NECS) service. SCCG has recently agreed a single 
integrated model for delivery of CHC.  Staff now fully recruited 
to CHC team in STFT which should improve performance. Full 
structure in place to monitor. 

 There are gaps in infection control support offered to care 
homes, dental surgeries and GP practices. An action plan is in 
place between CCGs and NECS to develop a commissioning 
strategy for Infection Prevention and Control activity/service. 

 A&E 4 Hour Wait due to under performance in 2013/14 and 
continued under performance for 2014/15. Weekly escalation 
meetings now in place for sustained under performance in 
A&E 95% and ambulance handovers.  Weekly escalation 
meetings with the CCG and City Hospitals Sunderland have 
taken place. Action plans are in place for short, medium & 
long term. Monitor recently met with CHS and CCG to review 
the action plan Emergency Care Intensive Support Team 
(ECIST) to review actions from the previous visit from ECIST. 

 Mortality at CHSFT remains an outlier for Hospital 
Standardised Mortality Ratio (HSMR). Assurance was 
received at the August 2014 QRG and assurance that there 
were no systematic issues around mortality. Mortality will 
continue to be a regular item on the QRG agenda.  
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 The incidence of pressure ulcers within community services is 
affected by the patients’ compliance with the use of pressure 
relieving equipment in their own homes. 

 There is a forecast of £2,543,864 overspend on the CCG 
2014/15 prescribing budget. 

 SCCG cost per ASTRO-PU remains above the Area Team 
and national averages. 
 

The Quality Safety and Risk Committee approved the summary 
sheet for presentation to the Governing Body on 20 January 2015. 

   

2014/91 Quality Safety and Risk Committee Kaizen Event held on 9 
September 2014  - Summary report  

 

   

 Aileen Sullivan presented the Quality Safety and Risk Committee 
Improvement Event Summary Report to the Committee.  
 
Aileen Sullivan advised that all actions in appendix 2 of the report 
had been achieved.  Identifying two additional GPs to be members of 
the Quality Safety and Risk Committee was an action for the 
Governing Body therefore this action was not included in the report.  
 
The Quality Safety and Risk Committee received the report for 
information. 

 

   

2014/92 Patient Safety   

   

Enclosure  PPI Highlight Report    

   

 Julie Whitehouse presented the PPI Highlight Report to the 
Committee. The purpose of the report was to advise the committee 
of PPI activities undertaken between October and November 2014. 
The Quality Safety and Risk Committee were asked to receive the 
action plan and seek clarification as required 
 
Key issues: 
Interpreting and Translation Services:  
The contract situation remains unresolved and a decision will be 
made for April 2015. 
 
Revision of Local Engagement Board (LEB) Process: a number of 
changes are suggested for implementation including a name change. 
 
Julie Whitehouse advised that the LEB had been piloted in localities 
this year but the number of members of the public had dropped. It is 
being considered to go back to holding the LEB in a central location.   
 
Communication with member practices could be improved to achieve 
CCG engagement objectives. Julie Whitehouse advised that 
Deborah Cornell is developing a questionnaire in regards to this.  
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Regional and national developments: the CCG are requested to 
support the Developing Patient Leaders Programme. 
 
Ann Fox raised the question how was SCCG proposing to identify 
people to go along to this.  Julie Whitehouse advised NHS England 
will advertise this nationally and CCGs in the region had been asked 
to advertise it locally.  The voluntary sector is aware of how SCCG 
want the public to engage and will assist in identifying appropriate 
people to attend.  
Action: Julie Whitehouse to identify timings and recruitment 
strategy and feedback to Ann Fox and the next QSRC  
 
Assurances: 
North of England Commissioning Support (NECS) has developed a 
proposal to boost membership of MY NHS. 
 
Risks: 
The Communications and Engagement Steering Group are aware 
the local authority may not be in a position to commit fully to 
development of a joint engagement strategy. This will be added to 
the CCG’s risk register. 
 
Geoff Stephenson noted that some of the Practice Patient Groups in 
the 5 areas were quite active and asked if we have access to these. 
Julie Whitehouse confirmed she had contact details for these people. 
 
SCCG has a contract with NECs in regards to communication but not 
for engagement.  Aileen Sullivan felt that the SCCG Communications 
and Engagement Steering Group were not sufficiently focused in 
regard to engagement.  It was proposed that a SCCG PPI Steering 
Group could be established to support a focus on engagement and 
implementation of the strategy. Ann Fox and the committee 
members agreed with this in terms of how SCCG drive forward the 
formal work of PPI. The proposed group and minutes of the SCCG 
PPI Steering Group would report into the SCCG Communications 
and Engagement Steering Group 
Action: Julie Whitehouse to draft a  Terms of Reference, 
membership  and remit of the SCCG PPI Steering Group and 
arrange a planning meeting to be held in January 2015 to 
discuss the draft proposal. 
 
The Quality Safety and Risk Committee received the report and 
agreed to the development of an Engagement Steering Group 

 
 
 
 
 
 
 
 
 
 

JW 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

JW 

   

Enclosure  Engagement Action Plan   

   

 Julie Whitehouse presented the Engagement Action Plan to the 
Committee. The purpose of the report was to provide an update of 
engagement activity taken in 2014-2015. The Quality Safety and 
Risk Committee were asked to receive the action plan and seek 
clarification, as required 
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Assurance:  
Bi-monthly presentation of the action plan and PPI update report will 
enable engagement activity to be tracked and updated as required. 
 
The Quality Safety and Risk Committee received the report. 

   

2014/93 Quality in Commissioned Services   

   

Verbal  Development of CQUIN 2015/16   

   

 Sue Goulding provided a verbal update on the development of 
CQUIN 2015/16 to the Committee.  
 
Weekly CQUIN meetings have been established with City Hospitals 
Sunderland, Durham Dales Easington and Sedgefield CCG and 
Sunderland CCG to develop the scheme for 2015/16.  Although 
suggestions for new indicators have been requested the plan is to 
keep the number of indicators to a similar number to this year as it is 
much more manageable than previous years.  One suggestion for 
CHS is to enhance the current IT indicator to support better 
communications which is 20% of the scheme’s value.  
 
The scheme developed for this current year for North East 
Ambulance Service is a two year scheme so will continue into 
2015/16.  
 
Suggestions for STFT include IT and EMIS for community and model 
for integrated teams.  
 
This year regional suggestions have been made again as the clinical 
network have joined the regional CQUIN meetings.  One of the 
indicators discussed was the national indicator for dementia.  It was 
hoped that the suggestions would help to influence changes to a 
revised national dementia and delirium indicator.  
 
Scot Watson referred to the ECIST recommendation regarding CHS 
estimated date of discharge.  It was agreed that Scott Watson, 
Sue Goulding, Wendy Kaiser, and Jeannie Henderson would 
meet to work through the ECIST recommendations  
 
Discussions were then held around the proportion of patients that go 
home by Patient Transport Service ambulance.  Scott Watson said 
the numbers were considerable; approximately 200 patients currently 
go home by ambulance.  Mike Bramble raised the question how was 
this benchmarked by SCCG.  Scott Watson advised that from April 
2015 the Patient Transport Service was implementing eligibility 
criteria in regards to patient transportation.  If the patient had other 
means of transport for example family member’s car they would not 
be eligible to go home by ambulance.  The initial finding in regards to 
this was that 35% of patients that would have gone home by 
ambulance would not do so due to the new criteria.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SW 
SG  
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Enclosure  Quality in Care Homes   

 Sue Goulding presented the Quality in Care Homes report and 
delivered a high level presentation to the Committee (attached.) 
 
The report provided an overview of recent concerns in Care Homes 
in Sunderland, and the results of the Clinical Quality Assessment 
Baseline Audits. 
 
Assurances  

• Strategy meetings in place with the Local                                
Authority 

• Information sharing meetings between the Local Authority 
and the CQC 

• Baseline Clinical Quality Assessments Audits carried out 
as part of a planned audit programme from September 
2013 to March 2014  

• Planned programme of audits using the Quality 
Assessment tool from April 2014 to August 2014  

• Joint working arrangements in place with the Safeguarding 
Social Care Governance team and the CCG to monitor 
services  

• Since the last Quality Safety and Risk Committee 8 
Nursing Homes have been audited using the updated 
Clinical Quality Assessment Audit Tool 

• Of the 8 Nursing Homes audited 3 homes were Green, 3 
were Amber and  2 were Red on the RAG rated scores  

• All homes have action plans in place to monitor progress 
within the home and are validated by either the CCG or the 
LA 

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

Risks  

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

 
Concerns in Care Homes were detailed in the Quality in Care Homes 
report with recommendations to improve the clinical quality within the 
home if required. 
 
Future governance arrangements in place are unannounced visits, 
visits out of normal working hours, validation of action plans and 
validation of recovery plans.  
 
Sue Goulding invited questions from the Committee.  
 
Ann Fox advised that she had met with two care home provider 
(Four Seasons) regional directors in regards to issues in care homes 
in South Tyneside.  The directors had explained the new governance 

Quality in Care 
Homes
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procedures that were to be put in place and had agreed to meet with 
Ann Fox again in March 2015 to demonstrate the outcomes from 
this.  This information will feed into the joint Quality in Care Home 
Report presented to the SCCG Quality Safety and Risk Committee.  
 
Ann Fox noted that leadership and training were below par and felt 
this was because of the struggle to retain management staff in the 
care home market.  
 
Aileen Sullivan requested that Janet Farline talked the committee 
through the new audit tool and in particular at what point admissions 
would be suspended. 
Action: Janet Farline to go through the new audit tool at the 
next Quality Safety And Risk Committee on 13 January 2015 
 
Jackie Gillespie raised the question how is the decision made to 
suspend admissions.  Ann Fox advised her understanding was we 
need to be confident of the quality and safety of residents.  When 
admissions are suspended this is arrived at amicably by the provider 
and assessor.  Suspension of admissions can however be forced if 
the provider is in breach of contract.  
 
Ann Fox advised she had met with the CQC Care Home Inspection 
Manager who works closely with Local Authorities in regards to 
safeguarding alerts.  When the CQC Care Home Inspection Manager 
picks up intelligence this will link into Janet Farline for a more joined 
up approach.    
 
The Quality Safety and Risk Committee received the report and 
noted the content and the progress described. 

 
 
 
 
 
 
 
 
 
 
 
 
 

JF  

   

 Ward Visit Proforma   

   

Enclosure  Carol Lancaster presented the Ward Visit Proforma report to the 
Committee.  The purpose of the report was for the committee to 
discuss the proposed proforma and Sunderland CCG’s approach to 
site visits. 
 
In assessing the quality of care delivered within its commissioned 
services, SCCG is granted rights (within the NHS Standard contract) 
to undertake site visits to the providers’ premises to seek assurance 
that appropriate care is given within a suitable environment.  
 
A draft proforma had been developed to record the visits and the 
approach used by NHS South Tees CCG, as an example of good 
practice and was included in the report for discussion. 
 
The Quality Safety and Risk Committee were asked to consider the 
proposed proforma and the approach Sunderland CCG should take 
when undertaking site visits. 
 
Carol Lancaster advised that this proforma would be used for any 
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NHS provider including Spire Hospital Washington. 
 
Carol Lancaster invited questions from the Committee.  
 
It was proposed that SCCG should also carry out a minimum of 2 
unannounced visits to City Hospitals Sunderland (CHS).  The 
expectations for these will be set out in a Memorandum of 
Understanding which will be shared with the Director of Nursing and 
Medical Director.   Ann Fox proposed that a core group of SCCG 
staff would meet and identify dates for the unannounced visits.  The 
group would then look at the 2 initial areas within CHS they would 
like to visit then regroup and refresh before the date of the visit.  The 
group would use the SCCG ward visit proforma to capture how the 
visit felt, what their views were and to record any issues that were 
identified.  This would inform SCCG where potential areas of good 
practice and risks were.  Aileen Sullivan felt this was an excellent 
proposal. 
 
Ann Fox advised that Northumberland Tyne and Wear FT (NTW) 
were happy for SCCG to visit and would talk through the range of 
services they provide to inform production of a schedule. 
 
Aileen Sullivan referred to the CHS Non-Executive Directors 
schedule of ward visits.  The committee agreed that two of its 
members would attend each visit. The schedule would be re 
circulated to the committee members to highlight which dates they 
were able to attend then returned to Eleanor Hardy by 16 December 
2014. 
 
The Quality Safety and Risk Committee approved the proposal and 
the ward visit proforma. The ward visit proforma would be piloted for 
six months then reviewed in July 2015. 
 
Action: AF to liaise with CHS Medical and Nursing Director. 
 
Action: SG/EH to liaise with Vida Morris - NTW to arrange 
presentation re overview of commissioned services and 
development of visiting schedule. 
 
Action: SG to arrange first unannounced commissioner visit at 
CHS after MOU signed at January QRG.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

All 
 
 

 
CL 

 
 

AF  
 
 

SG/EH 
 
 
 

SG 

   

Verbal City Hospitals Sunderland ECIST Report   

   

 Ann Fox gave a verbal update on the ECIST report to the 
Committee.  
 
The ECIST report had highlighted that the ambulatory pathway and 
the frail elderly pathway needed development.  Discussions around 
these and other areas that needed improving both at CHS and 
across the Urgent Care System had been held at the CHS A&E 
Escalation meetings and at the SCCG Urgent Care Board.  
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From a Quality Safety and Risk Committee perspective, minimal 
assurance has been gained around quality of care delivery during 
delays and periods of escalation. As although in A&E a policy is in 
place there is no evidence of the policy being enacted for assurance. 
CHS are currently undertaking an audit of care delivery in these 
circumstances which is expected at the January QRG. 

 
 
 
 
 
 

 

   

Enclosure  City Hospitals Sunderland NHS Foundation Trust (CHSFT) Quality 
Review Group minutes 17 October 2014 

 

   

 Geoff Stephenson presented the confirmed minutes of the CHSFT 
Quality Review Group meeting held on 17 October 2014 to the 
Committee.  The purpose of the report was to highlight any risks and 
provide assurance to the Quality, Safety and Risk Committee. 
 
Issues 

 Quality and performance in A&E. Performance & Quality 
report received a few key issues had been identified by the 
SCCG. 

Risks 

 CHSFT A&E 4 hour waits underperformance in 2013/14 and 
continues to underperform in 2014/15.   

 Mortality at CHSFT remains an outlier for HSMR. Assurance 
was received at the August 2014 QRG and assurance that 
there were no systematic issues around mortality. 

 Notification from the Quality Director of the National Peer 
Review Programme Team following a recent visit to CHSFT of 
immediate risks in relation to the Breast Care Services. 
Escalated dialogue to follow with CCG and CHSFT. 

 
Geoff Stephenson advised the Breast Service issue escalated further 
on 5 December 2014 when a locum consultant (only consultant) was 
suspended. It was noted this was not in relation to clinical safety. 
Processes are in place for Newcastle to support this service in the 
interim.  Dialogue is currently taking place to consider next steps to 
secure a compliant Breast Service in Sunderland.  
 
Assurances 

 Weekly escalation meetings with the CCG and CHS are 
taking place. Action plans are in place for short, medium & 
long term. Monitor recently met with CHS and CCG to review 
the action plan ECIST to review actions from the previous visit 
from ECIST. 

 Increase response rate in A&E Friends & Family Test. 

 CHSFT National Inpatient Nutrition Survey was identified as 
being one of the best nationally for catering.  

 
Aileen Sullivan referred to page 2 of the minutes, do clinicians have 
the opportunity to give clinical input when patient’s appointments are 
cancelled and rearranged to minimise risk and not jeopardise clinical 
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effectiveness.  Ann Fox advised assurance on this had been given 
via the Scheduling presentation delivered at the CHS QRG on 17 
October 
Action: Eleanor Hardy to send presentation to Aileen Sullivan 
and Scheduling presentation to be on the agenda of the Quality 
Safety and Risk Committee on 13 January 2014 
 
The Quality Safety and Risk Committee received the report and 
noted the issues, assurance and risks identified in the minutes and 
highlighted in the report.  

 
 
 

EH  

   

Enclosure  North East Ambulance Service Foundation Trust (NEAS FT) Quality 
Review Group minutes 14 September 2014 

 

   

 Sue Goulding presented the confirmed minutes of the North East 
Ambulance Foundation Trust (NEAS FT) Quality Review Group 
meeting held on 14 September 2014 to the Committee. The purpose 
of the report was to highlight any risks and provide assurance to the 
Quality, Safety and Risk Committee. 
 
Key issues: 

 NEAS do not currently monitor the mortality of patients once they 
are transferred to other providers, but are considering whether 
this would be possible.   
 

Ann Fox advised that no other ambulance trusts currently report 
mortality and that NEAS were being forward thinking in looking at 
this.  
 
Key risks: 

 The trend for performance for R1 dispositions was downward. 
The NEAS clinical audit team is undertaking a deep dive to review 
the data which will also include a mapping exercise to clarify the 
level of care provided by voluntary services/3rd party providers.   

 There was concern raised around a lack of process for inter 
hospital transfers for adults and lack of data on NEAS 
performance against this.  NEAS are currently developing a 
process for adults in line with the process for paediatrics (which is 
already in place).  

 
Key assurances: 

 Assurance was received on the NEAS internal process regarding 
the Cost Improvement Programme.  

 Assurance was given that the Ambulance Handovers position at 
Sunderland Royal Hospital has improved.  Work is ongoing to 
look at good practice at Gateshead Health NHS Foundation Trust 
to share across the area.  

 Progress is being made against the action plan developed as a 
result of the Care Quality Commission report. Vacancies 
highlighted within the report should be filled by February 2015.  

 NEAS have given a presentation on their pro-active work to 
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identify patients with sepsis whilst they are in their care in 
Australia and have also been invited to speak in South Africa.  

 NEAS is the highest reporter of incidents to the National 
Reporting and Learning System (NRLS), but is still keen to raise 
the level of reporting.  

 
Ann Fox gave a summary of the position to date highlighting 
concerns regarding NEAS performance.   An extraordinary NEAS 
QRG meeting was held on 8 December 2014 in response to 
deteriorating performance across Red and Green categories and the 
realisation that there were 200+ vacancies in the NEAS workforce 
predominantly in relation to front line staff. There were further 
concerns with regard to the use of 3rd party providers to provide 
increased capacity and a report which did not provide assurance at 
the time that in cases requiring clinical input all cases were ‘backed 
up’ by a clinical resource in a timely manner. This is also against a 
backdrop of a recovery plan in place to improve 111 call answer 
performance. 
 
Ann Fox advised that a letter had been sent to CCG Chief Officers 
on behalf of the NEAS QRG detailing concerns and suggesting that 
a joint bi-monthly contract/quality meeting may be a potential way 
forward so that quality monitoring can continue in the QRG on a bi 
monthly basis. Then, a joint meeting could review quality in the 
context of performance as well as provide an opportunity to review a 
collective approach to review the CQUIN and determine the 
transformation programme which is required to ensure an effective, 
affordable and high quality Ambulance service provision for the North 
East. 
Action: Ann Fox to provide an update on concerns regarding 
NEAS performance at the next Quality Safety and Risk 
Committee on 13 January 2015 
 
The Quality Safety and Risk Committee received the report for 
information. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

 
 
 

AF 

   

Enclosure  Northumberland Tyne and Wear NHS Foundation Trust (NTWFT) 
Quality Review Group minutes 28 August 2014 

 

   

 Sue Goulding presented the confirmed minutes of the NTW Quality 
Review Group meeting held on 28 August 2014 to the Committee. 
The purpose of the report was to highlight any risks and provide 
assurance to the Quality, Safety and Risk Committee. 
 
Sue Goulding explained that the NTW QRG meeting was held on a 
quarterly basis hence the minutes were from the meeting held in 
August 2014. 
 
Risks:  
Although SCCG and STCCG are welcome to join trust visits the 
dates have yet to be confirmed.  
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Concerns had been raised regarding waiting times in Children and 
Young Persons’ Services – a new model to handle new referrals has 
been introduced with different groups one to handle new referral and 
another to handle those already in the system.  
 
Staff sickness absence is an issue that is affecting waiting times. 
NTW has initiatives in place to try to reduce sickness absence. Some 
of the sickness is thought to be due to violence and aggression 
towards staff and the internal restructure of the organisation.  
 
Mike Bramble raised the question, was there bench marking in place 
against other mental health trusts in relation to staff sickness due to 
violence and aggression.  Sue Goulding advised there was and this 
will be shown in the January 2015 Integrated Report.  Teesside and 
Wear Valley have an early warning score and Ann Fox will raise this 
with NTW.  
 
Action: Ann Fox to raise Teesside and Wear Valley early 
warning score re staff sickness in regards to violence and 
aggression with NTW 
 
Assurances: 
NTW are confident that all actions for the Trust have been taken in 
relation to Serious Case Reviews. 
 
All Commissioning for Quality and Innovation (CQUIN) targets 
achieved for Q1.  
 
The Quality Safety and Risk Committee received the report for 
information. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AF 

   

Verbal  Primecare/Out of Hours  

   

 Sue Goulding gave a verbal update on Primecare/Out of Hours. 
 
Primecare/Out of Hours will be holding its second meeting on Friday 
12 December 2014.  The confirmed minutes of the meeting held on 
26 September 2014 will be presented to the Quality Safety and Risk 
Committee on 13 January 2015.   The first Northern Doctors Urgent 
Care meeting will be held on 15 December 2014.  The minutes of 
this meeting will be brought to the Quality Safety and Risk 
Committee once they are confirmed.  

 

   

Verbal  Quality Surveillance Group Update   

   

 Ann Fox and Geoff Stephenson gave a verbal update on the Quality 
Surveillance Group to the Committee.  
 
A thematic session on workforce pressures and issues across the 
North East had been held on 13 November 2014. Changes had been 
explained regarding merging of HENE and covering a larger area. 
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There were acknowledged gaps in the Primary Care workforce, 
Practice Nurses and GPs and also in A&E Consultants. HENE in the 
North East are limited in what they can do and they have to follow 
national processes. The group had discussed how they could exploit 
opportunities to attract staff to the North East and retain them. This 
challenge is absolutely recognised.  A sub group had been 
established with a large proportion of commissioning involvement to 
focus on workforce development requirements.  

   

2014/94 Governance   

   

Enclosure  SCCG Assurance Exception Report   

   

 Scott Watson presented the SCCG Assurance Exception Report to 
the Committee.  
 
The purpose of the report was to provide Sunderland CCG Quality, 
Safety and Risk Committee with an exception report detailing the 
current under-performing measures which are part of the CCG 
Assurance Framework and provide assurance of the actions being 
taken where necessary.   
 
Key Risks  

 A&E 4 Hour Wait due to under performance in 2013/14 and 
continued under performance for 2014/15 
 

Scott Watson advised that all of the current issues were under 
discussion at the fortnightly A&E Escalation meetings. The ECIST 
report had identified a number of issues that SCCG were already 
aware of. Ann Fox advised that ECIST had offered Berenice Groves 
to work with CHS for two days each week and in addition a Service 
Reform Manager (Ambulance Service Transformation) had been 
seconded to SCCG to work closely with NEAS and locality 
commissioning teams to deliver service reform priorities. It was felt 
these initiates would help with the streaming and decision process.   
 

 HCAI specifically MRSA at City Hospitals Sunderland NHS FT 
as the FT have already breached a 0 trajectory so 
performance cannot be recovered 

 52 weeks RTT waiting times for admitted and incomplete have 
breached 0 so performance cannot be recovered. 
 

A meeting is scheduled for early January 2015 regarding issues 
around urology performance.  SCCG need to be assured that action 
plans are in place and are at the right level.  
 

 IAPT Access and Recovery due to under performance against 
the trajectory  
 

Scott Watson advised it is looking like the recovery trajectory will not 
be achieved.  Sunderland access service is very good but the 
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recovery rate looks poor. This is not because of a poor service or 
quality but is because recovery is currently measured against an un-
measurable indicator which is recognised nationally.  
 

 Cancelled Operations not rebooked within 28 Days of 
Cancellation as the FT have already breached a 0 trajectory 
so performance cannot be recovered 

 Astro PU (not on the Delivery Dashboard but a local issue) 
which is linked to the prescribing budget which is forecasting a 
significant overspend. 

 First Outpatient Attendances due to increased activity on the 
previous year and over performance against trajectory 
 

Scott Watson advised there had been a sharp increase in first out-
patient attendance (flagged as red.) This was because Genital 
Urinary Medicine (GUM) had been included and this is a Local 
Authority Service. This was going against SCCG plan but not its 
services. SCCG is pushing to withhold some of the contract until this 
information is rectified as it shows an inaccurate account. .  
 
Ann Fox noted that, in the North, City Hospitals Sunderland (CHS) 
are an outlier and receive scrutiny from Monitor. However from a 
national perspective CHS was good and asked that the Quality 
Safety and Risk Committee were mindful of this.  
 

 Delayed Transfers of Care due to over performance against 
trajectory 

 NTW medication-related safety incidents forecast to be 
significantly under year-end target. 

 
Key Assurances 

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

 Weekly escalation meetings now in place for sustained under 
performance in A&E 95% and ambulance handovers 

 Continued improvements in 18 week overall RTT performance 

 Continued improvements in Cancer performance and close 
monitoring of waiting list. 

 Continued improvements in the number of non-elective 
admissions 
 

Scott Watson invited questions from the Committee.  
 
Mike Bramble requested that the report was presented in a different 
format at future Quality Safety and Risk Committees as some of the 
data was repeated from the report presented in November 2014. 
 
The Quality Safety and Risk Committee received the report and 
noted the current position for each under-perfuming indicator in the 
SCCG Assurance Framework and noted the actions being taken to 
address performance. 
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Enclosure  SCCG Action Plan Template   

   

 Aileen Sullivan presented the SCCG Action Plan Template to the 
Committee on behalf of Deborah Cornell.  
 
The SCCG Action Plan template would be adopted and reviewed in 
six months (May 2015.)  

 

   

2014/95 For information   

   

 Cause for Concern  

   

 The Quality Safety and Risk Committee were asked to access the 
Quality Watch Annual Statements 2014 for information via the link 
below: 
http://www.health.org.uk/public/cms/75/76/313/5027/QualityWatch%
20annual%20statement%202014.pdf?realName=oPEqFP.pdf 

 

   

2014/96 Any other business   

   

 Commissioning Visit Report to be added monthly on the Cycle of 
Business  

EH  

   

2014/97 Date and time of next meeting:  
Tuesday 13 January 2015, 2pm  - 5pm 
The Joseph Swan Suite, ground floor Pemberton House    

 

 

http://www.health.org.uk/public/cms/75/76/313/5027/QualityWatch%20annual%20statement%202014.pdf?realName=oPEqFP.pdf
http://www.health.org.uk/public/cms/75/76/313/5027/QualityWatch%20annual%20statement%202014.pdf?realName=oPEqFP.pdf
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NHS Sunderland Clinical Commissioning Group  

Quality, Safety and Risk Committee 

Summary of Actions – Tuesday 11 November 2014 

Action 
No  

Agenda 
Item  

Action 
Requested 

By 

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

1 2013/82 Committee  Action Log from the 
meeting held on 28 
June 2013 
Ombudsman case 
update on formal 
response 

DC advised this was on going and can 
take up to one year; SCCG had no control 
over this. Update 10.6.14 – DC has 
formally requested an update from NECS.  
To remain on the action log but an update 
will be received on 12th August 
2014.Update 12/8//14 On going  - to 
remain on Action Log Update 11/14 To 
remain on action log until formal 
statement is received   

Deborah Cornell Review at 
each 
meeting 

2 2013/137 Committee  Medicines 
Optimisation 
Update   

Zahra Irannejad to bring the ToR of the 
Joint Formulary Committee to the QSRC 
on 12 August 2014. Update 10.6.14 to 
remain on action log.  Update 12/08/14 – 
ToR not yet approved by CHS (last 
meeting was not quorate.) This is a risk 
and is on the risk register. CM expected 
the ToR to be completed within 2 weeks. 
GS advised contact levers were being 
looked at and would be on the agenda at 
the next Provider Contract meeting - to 
remain on action log, CM to update at the 
next QSRC on 14 October 2014 Update 
14/410/14 The JFC had met in 
September but the ToR had not been 

Cath McClelland  10 
February 
2015 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

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

approved as would mean changes to 
CHS Governance arrangements.  CM to 
update at QSRC in December 2014 
Update 09/12/14 ToR not yet approved  - 
to remain on action log  

3 2014/07 Committee  Patient Safety 
Francis2/Berwick/K
eogh Action Plan 

Michelle Turnbull to circulate programme 
of NTW visits to the Quality Safety and 
Risk Committee.  08/04/14 No update 
available to remain on action log.  
Update 10.6.14 – Michelle Turnbull 
informed visits are in the process of being 
agreed with NTW and unplanned 
commissioner visits are also being looked 
at.  Dates to be circulated as soon as 
possible.  MT to update at the next QSRC 
on 12 August 2014.  Update 12/08/14 – 
IH advised the visiting programme was 
not yet fully concluded.  Discussions are 
ongoing with NTW re unplanned visits 
and how these could be facilitated.  One 
option was for the CCG to join the NTW 
Governing Body unplanned visits.  AF 
advised this would also be picked up via 
the new NTW QRG.  MT/IH to update at 
the next QSRC on 14 October 2014.  
Update 14/10/14 Ann Fox had picked this 
up at the NTW QRG but no response had 
yet been received from the NTW DoN  - 
AF to update at the next QSRC on 11 
November 2014 Update 11/11/14 DG/AF 

D Gallagher 
Ann Fox   

9 
December 
2014 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

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

to have a conversation about this and if 
not progressing to escalate to Dave 
Lawler .  Update 09/12/14 - response 
received from NTW DoN.  SCCG to 
advise how it would like this to happen 
and NTW will accommodate.  Programme 
for announced/unannounced visits for 
next year in the planning stage.  Action 
closed  - to be removed from action log  

4 2014/10 Committee  Quality Safety and 
Risk Committee 
Terms of Reference  

Deborah Cornell to clarify regarding 
additional members and bring back to the 
next meeting on 8 April 2014. Deborah 
Cornell to take the business cycle and 
map it against the ToR.  Update 08/04/14 
DC not at meeting, to be b/f to 10 June 
2014.  Update 10.6.14 – update at next 
formal meeting on 12 August 2014. 
Update 12/08/14 – to update at next 
QSRC on 14 October 2014 – to remain 
on action log.  Update 14/10/14 To be 
deferred to the QSRC on 11 November.  
Update 11/11/14 ToR to go to Exec 
Committee in December then QSRC in 
January 2015.  Update 09/12/04 – ToR 
on QSRC agenda 13 January 2015 – 
action closed, to be removed from 
action log  

Deborah Cornell 13 January 
2015 

5 2014/51 Aileen 
Sullivan  

Integrated Report  Aileen Sullivan asked if the proforma for 
recording the outcomes from clinical visits 
was ready for use yet.  Ann Fox to check. 

Carol Lancaster   9 
December 
2014 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

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

Action: Ann Fox. Update 14/10/14 - minor 
tweaks needed then the proforma will be 
circulated to QSRC for comments and 
brought to the QSRC on 11 November 
2014. Update 11/11/14 additional 
information to be included on proforma 
Update 09/12/14 Proforma on agenda, 
action to be closed, to remove from 
action log  

6 2014/60 Ann Fox  Patient and Public 
Involvement/Engag
ement update  

In regards to engaging with the public, 
Ann Fox reported that there had been 
internal discussions regarding the benefit 
of involving patients/patient groups in 
procurement .Action: JW to explore best 
practice and develop a programme to 
support implementation. Update 11/11/14 
to update on 9 December 2014 Update 
09/12/14 – more work on programme 
required.  JW to engage with NECS 
Procurement team.  

Julie 
Whitehouse  

13 January 
2015 

7 2014/60 Ann Fox  Patient and Public 
Involvement/Engag
ement update  

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

Julie 
Whitehouse  

10 March 
2015 

8 2014/60 Ann Fox  Patient and Public 
Involvement/Engag
ement update  

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

Julie 
Whitehouse  

April 2015 

9 2014/69 Committee Transforming Care 
Report  

Alan Cormack to provide an updated 
report to the QSRC on 13 January 2015 

Alan Cormack  13 January 
2015 

10 2014/71 David Clinical Visits at SG and CL to finalise the clinical visit Sue Goulding  9 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

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

Gallagher  CHS  proforma and present it at the QSRC on 9 
December 2015. Update 09/12/14 on 
agenda, to remove from action log  

Carol Lancaster  December 
2014 

11 2014/74 Committee  Safeguarding 
Highlight Report  

Anne Brock to present the Thematic Tool 
for SCRs at the QSRC on 13 January 
2015 

Anne Brock  13 January 
2015 

12 2014/75 Committee CHC Performance 
Highlight Report  

Ian Holliday to present an updated CHC 
Performance Highlight report to QSRC on 
13 January 2015 

Ian Holliday  13 January 
2015 

13 2014/75 Committee SIRMS update  Deborah Cornell to pick up the issue re 
feedback for pharmacy repeat dispensing 
with the Area Team then update the 
QSRC  Update 09/12/14 to be on agenda 
13 January 2015 

Deborah Cornell  13 January 
2015 

14 2014/75 Committee SIRMS update  CM and GG to meet to discuss Public 
Health review in regards to how people in 
Sunderland use community pharmacies.  
Update 09/12/14 Gemma Donovan is 
picking up comments from the Public 
health questionnaire.  Action closed, to 
be removed from the action log  

Cath McClelland  
Gillian Gibson  

9 
December 
2014 

15 2014/75 David 
Gallagher  

Quality Action Plan  DC to circulate an action plan template 
including guidance on how action plans 
should be set out to all SCCG staff 
Update 09/12/14 Action Plan Template 
on agenda, to be removed from action 
log  

Deborah Cornell  9 
December 
2014 

16 2014/77 Committee HCAI Improvement 
Group minutes  

Locum GP had said he was not aware of 
what C.Diff was.  GS/SG to discuss and 

Geoff 
Stephenson  

9 
December 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

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

escalate to the Area Team.  Update 
09/12/14 GS advised this was not as 
straightforward as would seem because 
of split commissioning.  GS will explore 
further with the Area Team.  Action 
closed, to be removed from action log  

Sue Goulding  2014 

17 2014/78 Aileen 
Sullivan  

STFT QRG minutes  AF to raise as an issue that additional 
information regarding Sunderland 
Community is required on the STFT QRG 
agenda Update 09/12/14 AF advised this 
had been discussed at the STFT QRG on 
3 December and in future incidents/harms 
will be split by CCGs and will be more 
transparent. Action complete, to be 
removed from the action log  

Ann Fox  9 
December 
2014 

18 2014/79 Committee Medicines 
Optimisation 
Quarterly report  

CM to contact Janette Stephenson to 
establish how work around cold callers 
contacting vulnerable adults re delivering 
their medication is progressing  Update 
09/12/14 ZI advised that the Area Team 
had commissioned NECS to look into this 
plus duplication of prescriptions Action: A 
Fox and Geoff Stephenson to raise this at 
the next QSG and feedback to the QSRC  

A Fox 
G Stephenson   

13 January 
2015 

19 2014/79 Committee  Medicines 
Optimisation 
Quarterly report 

CM to clarify if on-line pharmacies have 
contracts in place with Area Teams 
Update 09/12/14 Linked with action 
above. To be removed from action log  

Cath McClelland  9 
December 
20147 

20 2014/79 Committee  Medicines 
Optimisation 

CM to establish when therapeutic 
prescribing reports where Sunderland 

Cath McClelland  13 January 
2015 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

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

Quarterly report was an outlier would be available. Update 
09/12/14 to be deferred to January 2015 

21 2014/80 Committee Risk Register  DC to provide an update on the non- 
movement in extreme risks on the Risk 
Register at the next QSRC on 9 
December 2014. Update 09/412/14 to be 
deferred to January 2015 

Deborah Cornell  13 January 
2015 

22 2014/87 Mike 
Bramble 

Minutes of the 
meeting on 
11/11/14 

Action plans in place between CCGs, 
NECs and FT to develop specification 
and commissioning strategy for IPC 
communities teams – Ann Fox advised 
this should read “an action plan being in 
place between CCGs and NECS” and the 
minutes would be amended to reflect this   

Ann Fox  13 January 
2015 

23 2014/88 Geoff 
Stephenson  

Matters arising not 
on the agenda  

Uptake of flu vaccination at CHSFT and 
STFT low compared to other trusts – 
Geoff Stephenson to raise at CHS QRG.  
Scott Watson to pull together historical 
data   

Geoff 
Stephenson  
 
Scott Watson  

13 January 
2015 

24 2014/92 Committee  PPI Highlight 
Report 

SCCG to identify people to go along to 
Developing Leaders programme  - Julie 
White house to identify timings and 
recruitment strategy and feedback to Ann 
Fox  and the next QSRC  

Julie 
Whitehouse  

13 January 
2015 

25 2014/92 Committee  PPI Highlight 
Report 

Julie Whitehouse to draft a ToR, 
membership and remit of the SCCG PPI 
Steering group and arrange a planning 
meeting to be held in January 2015 to 
discuss the draft proposal  

Julie 
Whitehouse  
 

13 January 
2015 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

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

26 2014/93 Committee Development of 
CQUIN 2015/16 

ECIST recommendation re CHS 
estimated date of discharge. Scott 
Watson, Sue Goulding, Wendy Kaiser 
and Jeannie Henderson to meet to go 
through the ECIST recommendations  

S Watson, S 
Goulding, W 
Kaiser, 
J Henderson  
 

13 January 
2015 

27 2014/93 Aileen 
Sullivan  

Quality in Care 
Homes  

Janet Farline to go through the new audit 
tool on 13 January 2015 in particular at 
what point would admissions be 
suspended  

Janet Farline  13 January 
2015 

28 2014/93 Aileen 
Sullivan  

Ward Visit Proforma  2 QSRC members to attend each ward 
visit at CHS. All members to complete the 
schedule and forward to Eleanor Hardy 
by 16 December 2014 

All QSRC 
members  

16 
December 
2014 

29 2014/93 Aileen 
Sullivan  

Ward Visit Proforma  Ward visit proforma to be reviewed in 6 
months (July 2015)  
SG/EH to liaise with Vida Morris – NTW to 
arrange presentation re overview of 
commissioned services and development 
of visiting schedule  

Carol Lancaster  
 
 
 
S Goulding  
E Hardy  

July 2015 
 
 
 
3 January 
2015 

30 2014/93 Committee  CHS ECIST Report  Unannounced visits to CHS to be raised 
formally with CHS Nurse Director and 
medical Director  

Ann Fox  13 January 
2015 

31 2014/93 Committee  NEASFT QRG 
minutes  

Ann Fox to provide an update at the 
QSRC on 13 January 2015  on concerns 
re NEAS performance  

Ann Fox  13 January 
2015  

32 2014/93 Mike 
Bramble  

NTWFT QRG 
minutes  

Ann Fox to raise Teesside and Wear 
Valley early warning score re staff 
sickness re violence and aggression  with 
NTW 

Ann Fox  13 January 
2015 
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By 

Item/Paper Action to be taken  By whom  Date for 
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Item: 8.3 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

20 January 2015 

 
Report Title 
 

 
Quality Action Plan 

 
Purpose of report 

 
Background: 
This Quality Action Plan was originally developed as 
a Francis 2 Action Plan in response to Robert 
Francis QC report published on 06 February 2013 
which made 290 recommendations for action, 16 of 
which relate directly to commissioners.  
 
The plan has since amended to incorporate the 
recommendations of other national reports which 
relate to quality of care. (Keogh, Berwick, Clywd & 
Hart and Hard Truths: The Journey to Putting 
Patients First).   
 
This is a revised Quality Action Plan which reflects 
progress against the recommendations within the 
reports by highlighting outstanding actions only.   
 

 
Key points, risks and assurances 
 

 
Issues 
The Quality Action Plan is in a revised format to 
reflect the new corporate template for action plans. 
 
Assurances 
7 of the 10 incomplete actions on the action plan are 
carried over from the original Francis 2 action plan, 
however some of those actions are integral to the 
routine work of the quality team so will not have an 
absolute completion date.  
 

 

 
Recommendation/Action Required 
 

The Quality Safety and Risk Committee approved 
the Quality Action Plan and recommended it to be 
presented to the Governing Body for ratification  

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

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

 

 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 CO7 

       

Any relevant legal/statutory issues No 

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

N/A 

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

No  

 
Equality analysis completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications  Yes No Details 

 
Are additional resources required?  If so 
please specify 
 

  

 
 

 
Has there been appropriate clinical 
engagement?  
 

  
 

 
Any current or expected impact on 
patient outcomes/experience? 
 

  
Indirect improvement to quality of 
care 

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

  
 

Version Date Comments  

QSRCV1.0   



Item 8.3

CCG Response to Francis, Keogh, Berwick, Clwyd and Hart and the Cavendesh Review Reports (Revised January 2015 v1)

Action no. Description of action Lead
Target completion 

date 
Progress RAG Rating 

1

To ensure Safe staffing is 

reported and monitored in 

Foundation Trusts: Transparent 

monthly reporting of ward-by-

ward staffing levels and other 

safety measures. Hospitals to 

self -determine staffing levels on 

a ward-ward basis together with 

the percentage of shifts meeting 

safe staffing guidelines. This will 

be based on speciality. This will 

be mandatory and will be 

undertaken on a monthly basis.

SG,

CL
From May 

2014. 
Dec-15

Staffing levels reported through Quality 

reports and monitored through NHS 

monthly/quarterly providers' QRGs.

NICE guidance on safe staffing in acute 

settings has now been published in July 

2014, which includes a review and 

endorsement of exiting staffing tools. 

Progress in implementation will be monitored 

through QRGs and clinical quality site visits. 

(Reports covered: Hard Truths: The Journey 

to Putting Patients First, Francis 2, Berwick

Keogh. 

2

Review and monitor provider's  

complaints data and lessons 

learned on at least a quarterly 

basis. Ensure that providers 

have a robust complaints 

process in place. 

CL/SG

From April 

2014. Jul-15 Dec-15

Complaints and lessons learnt are reported 

upon through quarterly Quality Reports and 

discussed at NHS providers QRGs. 

Lack of assurance that complaints are being 

responded to within timescales agreed with 

complainants. A ‘deep dive’ into complaints 

was performed by CHSFT and presented to 

the QRG in November (2014).

SCCG have provided fixed term funding until 

the end of March 2015 to support CHSFT in 

improving the process of dealing with 

complaints. 

(Reports covered: Francis 2, Berwick

Keogh,& Clwyd Hart)

Start date Review date

Jul-15

insert objective 

Quality Action Plan

Review date: June 2015 1



3

Provide information on audit 

and review reports into CCG 

committees on an on-going 

basis to ensure adequate 

oversight by CCG Governing 

Body members.

SW, IH, MT Apr-15 Dec-15

Further work in progress in the further 

development of BIRT 360 Dashboards, it is 

expected that the system will continue to 

evolve overtime. 

(Reports covered: Francis (132.3) Berwick 

and Keogh)

4

Develop and agree the 

programme of unannounced 

visits.

Mar-15 Jul-15

Programme and process of announced and 

unannounced CCG clinical quality site visits 

have been developed and presented to the 

QSRC and QRG. A Memorandum of 

Understanding (MOU) has also been 

developed and received at the CHSFT QRG 

and will be discusses with other providers.

Principle of announced visits agreed but 

programme yet to be developed for all 

providers

(Reports covered Francis 2 (R. 132.4 ), 

Berwick

Keogh) 

5
All providers’ data in the same 

format to allow for comparison.
Jan-14 Jul-15

BIRT 360
o
 now purchased which will allow 

creation of dashboards at Provider level.  

Further work in progress in the further 

development of BIRT 360
o
 Dashboards, it is 

expected that the system will continue to 

evolve overtime.

(Reports covered - Francis 2 (R. 132.5), 

Berwick & Keogh)

6
Patient engagement strategy to 

be developed and signed off. 
Jul-15 Oct-14

High level strategy was accepted by the 

Governing Body in December 2013. 

Supporting Action Plans to be further 

developed. Strategy approved in October 

2014.

(Reports covered - Francis 2 (R. 135.1), 

To report 

progress on a 

quarterly 

basis

To 

review/report 

progress on a 

quarterly basis

SG, JW May-14

SG, CL, MiT Mar-14

SW, MT

Review date: June 2015 2



7

Monitor end evaluate 

effectiveness of patient 

engagement strategy once in 

place.

Apr-15 Apr-15 Oct-15

Supporting action plan is developed and will 

be implemented and monitored during 

2014/15. 

Engagement Strategy to be reviewed in April 

2015 and October 2015.

(Reports covered - Francis 2 (R. 136.3),)

8

Update and develop website to 

make more interactive and so 

improve communication and 

ability of patients to engage 

online via site.

DC, JW Feb 14 (delayed) Mar-15

Website 'live' in April and will be monitored 

and developed over 14/15. Engagement 

elements include

• Your views

• ‘You said, we did’

• My NHS

• Find your practice participation group

• Local Engagement Board

• Locality patient Groups

• Working with partners

• Frequently asked questions

• Actions implemented.

(Locality Patient Groups- Changes being 

discussedwith regards to locality 

engagement.)

(Reports covered - Francis 2 (R. 136.5),)

9

Strengthen gathering of ‘soft 

intelligence’ through Datix and 

maximise patient experience 

information by clearly 

articulating our Patient & Public  

Engagement strategy. 

SG, JW & DC Jan-14 Jul-15 Dec-15

Work ongoing with GP practices and other 

providers to improve use of Datix and 

improve the response times to give feedback. 

Issue with the ownership of the licence 

delayed progress therefore target date 

revised to Feb 14.  

Decision made to move to SIRMS rather than 

continue using Datix as the risk management 

system.  Awaiting support from NECS to 

deliver training within GP practices. 

(Reports covered - Francis 2 (R. 137.1). ) 

SG, JW

Review date: June 2015 3



10

Monitor the implementation of 

NHS providers 6Cs 

Compassion in Practice 

Strategy. 

CL/SG Jan-15 Jul-15 Dec-15

NHS providers' response to Compassion in 

Practice Strategy and Action Plan will be 

monitored monthly/quarterly through the 

QRGs. 

11

Ensure the New Care Certificate 

is introduced , where appropriate 

within provider organisations: 

The Cavendish Review found that 

preparation of healthcare 

assistance and social care support 

workers for their roles within care  

settings was inconsistent and 

recommended the development of a 

Certificate of Fundamental Care-the 

'Care Certificate'.

CL, SG
To be introduced 

in March 2015
Jul-15 Mar-16

Plans in the introduction of the Care 

Certificate will be monitored at the relevant 

QRGs. 

(Report covered: The Cavendish Review 

2013)

Key

Action not yet started 

Action underway but not completed or ongoing work with no end date  

Action completed 

Names of persons responsible:

Sue Goulding - SG

Carol Lancaster - CL

Julie Whitehouse - JW

Scott Watson - SW

Matt Thubron - MT

Ian Holliday - IH

Michelle Turnbull - MiT

Review date: June 2015 4
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Item: 9.1 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY  

20 January 2015  

 
Report Title 
 

 
Quality, Safety and Risk Committee: 

Revised Terms of Reference 
 

 
Purpose of report 

To provide the Governing Body with a revised 
version of the terms of reference following the mini 
kaizan event held in October 2014.    

 
Key points, risks and assurances 
 

The terms of reference were reviewed in detail 
at the event and the following changes are being 
proposed to the terms of reference for the 
committee to consider: 
 

 2.4 – the Committee will, as delegated by 
the Governing Body, approve 
arrangements for handling complaints, 
information governance issues, including 
arrangements for handling Freedom of 
Information requests – these functions 
are managed by the executive committee 
and therefore this section is to be 
removed.   

 4 - membership.  This section has been 
updated to include the patient experience 
officer, clinical quality officer and clinical 
quality officer (nursing homes) and 2 
additional GPs.  

 6.5.2 - to retain oversight of research 
governance and ensure the CCG 
promotes research and the use of 
research – this function is managed by 
the executive committee given the wider 
clinical membership and therefore has 
been removed.  

 
A revised version of the terms of reference is 
attached at appendix 1.  The terms of 
reference were approved by Quality, Safety 
and Risk Committee at its meeting on 13 
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 

January.   

 
Recommendation/Action Required 
 

The Governing Body is asked to: 

 formally approve the revised terms of 
reference  

Sponsor/approving director   Aileen Sullivan, Lay Member PPI 

Report author 
Deborah Cornell, Head of Corporate Affairs  
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 CO7 

       

Any relevant legal/statutory issues CCG Constitution  

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

n/a 

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

Approved by the Quality, Safety and Risk 
Committee at its meeting on 13 January. 

 
Equality analysis completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications  Yes No Details 

 
Are additional resources required?  If so 
please specify 

  
 

 

 
Has there been appropriate clinical 
engagement?  
 

  
Clinicians attended the kaizan event 
and therefore contributed to the 
amendments 

 
Any current or expected impact on 
patient outcomes/experience? 
 

   

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

  
Not applicable as changes do not 
affect the CCG Constitution  
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CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
CO7 - Integrating health and social care services, including the Better Care Fund   
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QUALITY, SAFETY AND RISK COMMITTEE 
 

TERMS OF REFERENCE 
 

Version 3- December 2014 
 
 

 
1. Introduction 

 
1.1  The Quality, Safety and Risk Committee (the committee) is established as a 

committee of the Governing Body of the Clinical Commissioning Group (the 
CCG), in accordance with constitution, standing orders and scheme of 
delegation.  

 
1.2  These terms of reference set out the membership, remit, responsibilities and 

reporting arrangements of the committee and shall have effect as if 
incorporated into the CCG constitution and standing orders.  
 
 

2. Principal Function 
 

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

 

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

 facilitate, monitor and ensure quality improvement in general medical 
practice working with NHS England.  

 
2.2 In achieving this, the committee will seek to promote a culture of continuous 

improvement and innovation with respect to safety of services, clinical 
effectiveness and patient experience, to secure public involvement and to 
provide assurance to the Governing Body about the quality, safety and risks 
of the services being commissioned, and the overall risks to the organisation’s 
strategic and operational plans. 
 

2.3 The committee will, as delegated by the Governing Body, provide oversight 
and scrutiny of arrangements for supporting NHS England in relation to 
securing continuous improvement in the quality of primary medical services 
through the planning process and future primary care commissioning 
arrangements.  
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3. Accountability 

 
3.1  The committee is a formal committee of the CCG’s Governing Body.  

 
 

4. Membership 
 

4.1 Membership of the committee will consist of:  
 

Lay Member for Patient and Public Involvement (chair) 
Director of Nursing, Quality and Safety (vice chair) 
Chief Officer  
Medical Director 
Secondary Care Clinician  
GP Medicines Optimisation Lead 
GP Clinical Effectiveness Lead 
GP vacancy  
GP vacancy   

   Head of Quality and patient safety 
   Head of Medicines Optimisation  
   Head of Safeguarding  
   Head of Joint Commissioning and Reform  
   Head of Corporate Affairs 
   Head of Contracting, Performance and Business Intelligence 
   Director of Public Health   
   Patient Experience Officer 
   Clinical Quality Officer  
   Clinical Quality Officer (nursing homes) 
    
 *The CCG Chair will be an ex-officio member.           
 
4.2 The chair of the committee has responsibility to ensure that the committee 

obtains appropriate advice in the exercise of its functions.  Officers, employees, 
and practice representatives of the CCGs and other appropriate individuals 
may be invited to attend all or part of meetings of the committee to provide 
advice or support particular discussion from time to time.   

 
 
5. Authority 

 
5.1  The Governing Body authorises the committee to pursue any activity within 

these terms of reference including to: 
 

(i)  seek any information it requires from CCG employees, in line with its 
responsibility under these terms of reference and the scheme of 
reservation and delegation; 
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(ii)  require all CCG employees to co-operate with any reasonable request 
made by the committee, in line with its responsibility under these terms of 
reference and the scheme of reservation and delegation; 

 
(iii)  review and investigate any matter within its remit and grants freedom of 

access to the organisation’s records, documentation and employees. The 
committee must have due regard to the CCG’s information governance 
policies regarding personal health information and the CCG’s duty of care 
to its employees when exercising its authority. 

 
5.2 In discharging its responsibilities the committee will comply with the CCG’s 

standing orders and prime financial policies and standards of business 
conduct policy.   

 
5.3 The committee is authorised to establish sub committees to assist it in 

discharging its responsibilities.   Such sub committees will include the 
infection control performance and practice committee and the safeguarding 
strategic group, both of which will be established as joint arrangements with 
other CCGs. 

 
 
6. Roles and responsibilities 
 
6.1    Quality in commissioned services 
 
6.1.1  To develop, monitor and review the CCG’s vision and framework for 

commissioning services are high quality, that is safe, clinically effective and 
provide positive patient/carer experience. 

 
6.1.2  To receive reports on the quality of commissioned services, to review risks 

arising and monitor progress in implementing recommendations and action 
plans. 

 
6.1.3  Where the CCG is the coordinating commissioner ensure provision of 

appropriate quality assurance and improvement information to collaborating 
CCGs, in particular escalating any areas of concern in timely way.  

 
6.1.4  To receive reports (via the integrated quality reports or separate reports where 

necessary) on the quality of commissioned services from other CCGs where 
they act as the coordinating commissioner and the CCG has contracts.   

 
6.1.5  To seek assurance on the performance of NHS provider organisations in 

terms of the Care Quality Commission, Monitor and any other regulatory 
bodies (note that the Monitor’s compliance framework relies on assurance 
from third parties, including local commissioners of services). 

 
6.1.6  To receive and review the draft quality accounts of NHS providers where the 

CCG acts as coordinating commissioner and approve the corroborative 
statement to the provider within the timescales outlined in the quality account 
regulations.  
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6.1.7  To receive and review the published quality accounts of NHS foundation trusts 

which, as a minimum, will include those relating to the foundation trusts which 
provide local acute services, community health care services and mental 
health and learning disabilities services to the Sunderland population. 

 
6.1.8  To oversee the development of quality incentive schemes e.g. CQUIN, 

ensuring alignment to CCG strategic priorities and national requirements.  
 
6.1.9  To ensure a clear escalation process, including appropriate trigger points, is in 

place to enable appropriate engagement of external bodies in relation to 
areas of concern, with a view to an external review being carried out. 

 
6.1.10 To ensure appropriate collaboration with the area team of the NHS England 

e.g. through local area quality surveillance groups.  
 
 
6.2   Improving quality in general medical practice 
 
6.2.1  To ensure that agreements and processes are in place with the CCG’s 

members to secure improvements in the quality of primary medical services in 
terms of clinical effectiveness, patient safety and patient experience in GP 
practices in collaboration with NHS England. 

 
6.2.2  To ensure an appropriate interface and collaborative working with NHS 

England (via the primary care quality surveillance group) is maintained in 
relation to quality in general medical practice.  

 
 
6.3   Patient safety – overarching systems  
 
6.3.1   To receive reports on clinical risks, incident reporting, serious incidents, never 

events, complaints and claims and monitor progress in implementing 
recommendations and action plans. 

 
6.3.2  To ensure oversee development/adaptation of a patient safety assurance 

framework with systems for monitoring quality and safety of care, with 
reference to a range of indicators which might include Care Quality 
Commission ratings and reviews, Monitor ratings and any other relevant 
sources of external assurance.   

 
6.3.3  To receive and scrutinise independent investigation reports relating to patient 

safety issues and agree publication plans as part of the serious incident 
reporting and safeguarding processes.  

 
6.3.4  To receive reports on the management of infection control performance, 

especially health care acquired infections. 
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6.3.5  To receive reports on assurance in relation to medicines optimisation, 
including safety alerts and cost effectiveness prescribing, not less than 
quarterly. 

 
6.3.6  To receive assurance in relation to controlled drugs and receive a reports as 

appropriate (liaising with NHS England as appropriate).  
 
6.3.7  To receive minutes from the medicines optimisation committee. 
 
6.3.8  To ensure that appropriate strategies and training plans are in place for 

safeguarding of children and vulnerable adults, receiving appropriate reports 
pertaining to the CCG’s safeguarding duties. 

 
 
6.4   Patient experience 
 
6.4.1  To ensure that the views of patients and the public are properly reflected in 

the development and implementation of CCG policies and plans and to 
receive and act upon reports on patient experience. 

 
6.4.2  To oversee the development and implementation of a structured and planned 

approach to the collection and use of patient reported experience in both 
provider management processes and commissioning decisions.  This will also 
include using feedback from individual consultations in practice.  

 
 
6.5  Clinical effectiveness 
 
6.5.1  To promote and encourage an evidence based culture within the CCG and 

wider health economy ensuring CCG’s commissioning takes account of 
national guidance such as NICE guidance, including technology appraisals, 
NICE quality standards and other relevant standards e.g. from royal colleges 
and professional bodies. 

 
6.6  Risk 
 
6.6.1  To ensure that all systems are in place and operating effectively for the 

identification, assessment and prioritisation of potential risk (including quality 
and patient safety, financial risk including regarding QIPP,  health and safety, 
emergency preparedness, business continuity, information governance and 
sustainable development), and to report on any major strategic issues and 
any associated financial implications to the governing body and to other 
external agencies as appropriate including the National Reporting and 
Learning System 

 
6.6.2  To use the Governing Body assurance framework to guide the work of the 

committee in gaining assurances on the principal risks identified within the 
framework.  This will include review of the content of the CCG risk register 
and to scrutinise controls and actions for high and extreme risks. 
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6.7   General 
 
6.7.1 To consider and approve relevant policies and procedures as appropriate on 

behalf of the Governing Body. This duty may be delegated to sub committees 
or executive arrangements 

 
 
7. Administration 

 
7.1  The Head of Corporate Affairs will ensure an appropriate minute of the 

meeting is taken and provide appropriate support to the chair and committee 
members.  

 
 

8. Quorum 
 

8.1  The quorum shall be one third of the membership of the committee, including 
at least one lay member or the vice chair and one executive clinical member 
(doctor or nurse).  

 
 
9. Decision Making 

 
9.1  Generally it is expected that decisions will be reached by consensus. Should 

this not be possible then a view of members will be required. In the case of an 
equal vote, the person presiding (i.e. the chair of the meeting) will have a 
second, and casting vote. 

 
 
10. Frequency and notice of meetings 

 
10.1  Meetings will be held at such interval as the chair shall judge necessary to 

discharge the responsibilities of the committee, but shall be at least six times 
per year. 

 
 
11. Attendance at meetings 

 
11.1   The members of the committee are required to provide information to 

progress and inform the agreed agenda items. 
 
11.2   The committee members are required to attend each meeting or if apologies 

are made any information they are expected to contribute must be supported 
either through a deputy or in writing to the chair. 

 
11.3  In addition to the core membership the committee may co-opt additional 

members as appropriate to enable it to undertake its role. 
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12. Reporting Arrangements 
 

12.1  The minutes of the meetings shall be formally recorded and submitted to the 
Governing Body. 

 
12.2  The chair of the committee shall draw to the attention of the Governing Body 

any issues that require disclosure to the governing body, or require executive 
action.  

 
12.3  The committee will report to the governing body, at least annually on its work. 
 
 
13.  Policy and best practice 

 
13.1  The committee will apply best practice in its decision making, and in particular 

it will:  
 

 ensure that decisions are based on clear and transparent criteria 

 comply with CCG policy and procedures for the declaration of interests 
 

13.2 The committee will have full authority to commission any reports or surveys it 
deems necessary to help it fulfil its obligations and to invite individuals to 
attend as appropriate to provide advice on its functions. 

 
 
14. Conduct of the committee 
  
14.1 All members of the committee and participants in its meetings will comply with 

the Standards of Business Conduct for NHS staff, the NHS code of conduct 
and the CCG’s standards of business conduct policy which incorporate the 
Nolan principles. 

 
 
15. Date of Review 

 
15.1 The committee will review its performance, membership and these terms of 

reference at least once per financial year.  It will make recommendations for 
any changes as a result to the Governing Body for approval.   

 
15.2 No changes to these terms of reference will be effective unless and until they 

are agreed by the Governing Body. 
 
 
Date agreed by committee:   13 January 2015 
 
Date ratified by Governing Body:    tbc  
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Item 9.2 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY  

 
20 January 2015 

 
Report Title 
 

 
NHS Sunderland CCG Risk Register: 

top risks report 
 

 
Purpose of report 

To provide the Governing Body with an update of the 
CCG corporate and top risks.    
 
The CCG has a service line agreement in place with 
the North of England Commissioning Support 
Service (NECS) to manage the risk register process 
on our behalf.  The attached reports show the risk 
register as at 24 December 2014.   

 
Key points, risks and assurances 
 

The CCG is committed to ensure that risk 
management is part of an overall management 
approach that supports the organisation in achieving 
its objectives.  Risks are rated on a standard risk 
matrix, using an impact and consequence scoring to 
determine the initial risk rating and the residual risk 
rating as follows:  
 

1 - 3 Low risk 
4 - 6 Moderate risk 

8 - 12 High risk  

15 - 25 Extreme risk  

 
The attached report shows the current position of the 
corporate risks (high and extreme) as at 24 
December 2014.  
 
Key points: 
There are 8 extreme risks identified on the register 
and the current position for each one is as follows: 

 Ref 677 (pg 1):  the residual risk rating has 
been increased to 20 to reflect the additional 
commissioning responsibilities for the CCG and 
the uncertainty as how the co- commissioning of 
primary care will be managed going forward.     

 Ref 1007 (pg 6):  the residual rating has 
increase from 12 to 16 due to delays in the 
approval of the joint formulary committee terms 
of reference. 
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 Ref 1153 (pg1):  a new risk added in relation to 
ASTRO-PU.  However this has now been 
removed as it was incomplete and in duplicate 
to the new risk below.     

 Ref 1164 (pg 7):  a new risk has been added by 
Medicines Optimisation relating specifically to 
spend per ASTRO-PU.   

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

 647 (pg 4) 
 664 (pg 5) 
 959, (pg 6)  
 1074 (pg 10)  

 
Key assurances: 

 The Quality, Safety and Risk Committee has 
reviewed the attached risks and were assured 
that the mitigating actions and assurances 
highlighted on the register were robust.   

 A detailed review of the CCG’s risk 
management processes has been undertaken 
and an option to amend the CCG’s risk matrix 
going forward has been recommended by the 
Quality, Safety and Risk Committee.  This 
proposal will be submitted to the Audit 
Committee on the 3 February and brought to 
the Governing Body at its meeting in March for 
formal ratification if recommended by both 
committees.   

 

 
Recommendation/Action Required 
 

The Governing Body is asked to: 

 Note the updated register for assurance 
purposes: 

 Make any recommendations for further action 
as considered appropriate.  

Sponsor/approving director   David Gallagher, Chief Officer 

Report author 
Deborah Cornell, Head of Corporate Affairs  
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 CO7 

       

Any relevant legal/statutory issues Statutory duties relating to governance 

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

As per the register 

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

Quality, Safety and Risk Committee at its meeting 
on 13 January. 
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
CO7 - Integrating health and social care services, including the Better Care Fund   

 

 
Equality analysis completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications  Yes No Details 

 
Are additional resources required?  If so 
please specify 

   
As per the risks identified   

 
Has there been appropriate clinical 
engagement?  
 

  As per the risks identified   

 
Any current or expected impact on 
patient outcomes/experience? 
 

  As per the risks identified  

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

  As per the risks identified  
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ScoreControls AssurancesRef Description

24/12/2014

1153 ASTRO - PUASTRO - PU is at variance to ATOver spend on
budget
Impact on Value for Money

20

- Sunderland CCG: Commissioning, Planning & Reform

680 Original ref CPR05SCCG dependant on STFT to provide a
Continuing Healthcare (CHC) Nurse Assessment Service. Provider
management function is undertaken by NECS. 
External and internal review highlighted a failure of the service to
meet required activity performance standards and rigidity of
process not felt to be person-centred.
STFT stance is the service is under-resourced and are reluctant to
engage in a proposed new service.
This has been escalated to Director level for discussion with STFT.
.

Ongoing contractual negotiation is opportunity to review the
CHC contractual service specification. 
Consider revised activity and performance expectations
including potential incentives (via CQUIN) and penalties. 
Future robust performance management arrangements
required from NECS.

NECs now performance
managing STFT
through contractual
arrangements and
developing KPIs within
14/15 contract

Role of NECS Provider Mgt/CHC Team now clarified in terms of
management of team within STFT - NECS to provide robust
analysis and challenge of KPIs.

12

686 Original ref CPR11
Continuing Healthcare (CHC)The retrospective review process
presents a considerable risk both operationally and financially. 
The number of restitution cases for Sunderland has risen and
there is also a high risk that the CCG will be unable to manage the
financial consequences due to a change in central government
funding.

Negotiate comprehensive service to sit within STFT CHC team
with robust oversight function from CCGs outside of contractual
provider management.

Process now being
managed by STFT CHC
Team - monthly
oversight group in place

12

1008 Implementation of Locality Integrated teamsThe implementation of
locality integrated teams is a significant reform programme
essential to delivering future quality and efficiency outcomes for
the CCGFailure to effect reform will result in significant financial
and quality risks

Design teams now fully operational within each locality including
seconded practitioners from partner organisations.
Successful design event across all localities held in September.

9

677 Original ref CPR02Potential additional commissioning
responsibilities given to SCCG as the new commissioning
architecture is embedded across the country..

Discuss and share the potential approach with other CCGs;
CNTW and NECS via the North East Commissioning Forum.   

Forum meets monthly
and has discussed
issues e.g. 111 support

Keep the structure under review, capacity within running cost
envelop is reducing after a full year of the CCG being in
existence.  Any additional needs will require a review of what is
funded from the RCA and whether any could move to other

Happens on regular
basis and additional
resources were
identified internally to

20
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ScoreControls AssurancesRef Description

24/12/2014

budgets. meet the initial
responsibilities around
GPIT - via the BI team

Some additional responsibilities may be accompanied by
resources

Develop good relationships with LA and develop a joint
commissioning infrastructure model which may assist additional
responsibilities

Draft model developed
and to be reviewed by
Director and the CCG
change management
policy will be followed.

- Sunderland CCG: Corporate Governance

937 Due to a lack of clarity nationally relating to the CCG's statutory
duty to improve quality in primary care and the responsibilities of
NHS England,there is the risk that incidents occuring within primary
care commissioned services are not being recorded and
investigated.Whilst this uncertainty remains, learning from incidents
are not being shared across primary care and commissioners.

Links established with CNTW Area Team ad meetings arranged
to explore the process going forward.

Links now established
and meeting planned to
map out the process.

Quarterly report produced from exisiting Datix system by NECS
considered by the Quality, Safety and Risk Committee.

Additional support for the rollout of SIRMS to practices. Some support from
NECS being received to
continue the rollout of
SIRMS.

12

- Sunderland CCG: Finance, Contracting & Perf.

652 Ambulance handovers at CHSFT A&EConcern relating to delays in
the appropriate handover of patients from ambulance staff to A&E
staffPatients have a sub-optimal experinece of care and increased
safety concerns due to excessive waits on ambulance prior to A&E
attendance.

Escalation meeting with CHSFT & NEAS weekly meeting held
with Providers to review
performance, meeting
includes NEAS &amp;
CHSFT.

weekly reporting reports received that
identifies the volume of
delayed at each
Provider, used track
performance over time.

Contract Review Meeting monthly meeting held
with the Provider to

12
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ScoreControls AssurancesRef Description

24/12/2014

review performance in
the contest of the
contract, including
actions aimed at
reducing delyas and
total conveyances to
A&amp;E.

643 Lack of capacity within certain specialties within CHSFTThere is a
risk to delivery of 18 week access and NHS Constitutional rights for
treatment.Patients are waiting longer than the constitutional
standard of 18 weeks.

Monthly monitoring in place via Contract Review Group. Weekly Reports
received to provide
overview of progress
toward delivery

Formal contract variation - mandated by NHSE provides transparency
regarding additional
activity undertaken
versus that which is
"core contract".
Therefore CCG has
visibility on additional
activity being
undertaken to reduce
waiting times.

12

1089 Concerns relating to I.T. Network accessThere is a risk that data
and documents relating to CCG business are accessible by others
on the network (e.g. NECS, other former "South of Tyne and Wear"
CCGs)This could impact on the security of the CCG's network and
compromise access to documents

Area on network being developed for CCG staff only progress appears slow
and uncertain

9

991 Better Care Fund Financial GovernanceThe CCG has proposed
with the Local Authority to pool out of hospital care funding into a
pooled budget to seek better quality in out of hospital care, better
value for money and to avoid unecessary emergency hospital
admissions.The CCG requires very clear and fair rules that are
agreed and signed up to ensure clarity of roles and responsibilties
to manage and prevent the risks that come from having a pooled
budget of the magnitude proposed such as spending committments

Creation of an agreed financial framework that clearly states the
roles and responsibilities of each partner being developed

Regular updates on
progress of framework
reported to directors
group and to BCF
Group

Framework currently in
draft format

12
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ScoreControls AssurancesRef Description

24/12/2014

exceeding resources available. The financial risk would arise from
2015/16 onwards - Better Care Fund due to commence from that
date.

Framework process
approved by Chief
Finance Officer.  Actual
framework will be signed
off by Executive

992 Continuing Care Restituion PaymentsCCGs will pay for backdated
contuing care claims in 2015/16 from a central pool held by NHS
England that the CCG has contributed £1.6m into (prescribed
figure)

Risk that the CCG will not process outstanding payments efficiently
and not get value from their prescribed contribution of £1.6m to the
national pooled fund of £250m in 2014/15.Poor value from £1.6m
contribution in 15/16 & potential adverse impact on future years
resources

Performance monitoring via NECS contract & contract meetings

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

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

Progress reports being
monitored by CCG
management

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

9

647 Lack of capacity in the CHSFT A&E DeaprtmentCHSFT is unable to
provide the required level of staffing and resource to meet demand
at its A&Emore than 5% of patients are waiting longer than the
standard  four hours for treatment (i.e. failure to deliver the 95%
standard)

Weekly Executive meetings in place with the Provider action log developed to
improve situation,
updated weekly at
meeting.

Daily performance reports daily reporting allows
CCG to keep abreast of
current performance
and have early sight of
key issues.

15

- Sunderland CCG: Medicines Optimisation

657 Original ref MO8Following on from the release of a Controlled
Drugs (CDs) Framework in the Autumn of 2014 there was some
clarity around the roles and responsibilities of SCCG and the Area
Team.
For SCCG there is a requirement to
1) Monitor the prescribing of CDs in General Practice  - there are
capacity issues associated with the requirement to carry out
monitoring at a level that would provide assurance to SCCG of safe

Review of workload to be carried out once responsibilities are
clarified.
NECS have highlighted that there is a 3 month arrangement for
supporting the LIN in place

NECS Continue to
support AT -
arrangement continues
SCCG has
representation at LIN

SCCG has received confirmation that a document outlining
operating framework for controlled drugs is in draft format and
will be shared with CCGs soon. In the meantime, MO team in

Receipt of Operating
Framework. 
Provision of CD data to

12
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ScoreControls AssurancesRef Description

24/12/2014

and legal prescribing.
2) Carry out destruction of out of date and unwanted CDs - there
are capacity issues associated with this and individuals currying
our destructions are required to be trained and authorised
3) Review unusual prescribing within practices and with individual
prescribers at an individual patient level -  there are information
access issues associated with this as SCCG is not able to recall
prescriptions. Collaboration with the Area Team is required
While SCCG is able to discuss prescribing with prescribers there is
a risk that SCCG is perceived to be performance managing
practices 
4) There is no system in process for the Area Team to highlight
areas of concern to SCCG which may put patients at risk
SCCG is, therefore unable to offer assurance that CDs are
consistency being prescribed safely.As the prescriptions identified
with questionable issues cannot be recalled and investigated, there
could be potential patient safety issues

order to support the AT are providing CD monitoring data  on a
quarterly basis to the accountable officer.

Area Team

In November 2013 a new framework was published by NHSE. SCCG to review
framework and define
roles and
responsibilities for
SCCG

Head of Medicines Optimisation to meet with lead person within
AT or within NECS to review current systems and processes

SCCG to agree with
NECS interim and future
working arrangements

664 Original ref MO12
Updated Description for 2014-15Increases in either volume or price
of prescribing over and above what is anticipated via horizon
scanning.
While the MO Function continues to monitor the potential impact of
developments that may impact on prescribing at both a local and
national level, there is the potential for increases which are both
unpredictable and may not be within the control of SCCGThere is
potential for an adverse effect on budgetary control

Make use of the contingencies provided in the Financial Plan. Continued review of
budget and forecast
outturn

Monitor expenditure monthly. This should enable a forecast out
turn to be presented to the QSR Committee.

Monthly report
available.  Forecast
outturn, NCSO additions
and removals, practice
expenditure vs. budget 
Monitor NCSO additions
and removals.

Revisit the balance of investments/disinvestments using the
local prioritisation process (assessment of impact and feasibility
together with cost).

Action plan and
monitoring of
performance against the
action plan

Additional pharmacist and project support recruited. This
increases the potential to identify and address areas of cost
growth.

Evidence that areas
have been identified
and addressed via
ScriptSwitch, Provider
(Pharmicus) actions,

20
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ScoreControls AssurancesRef Description

24/12/2014

Newsletter etc.

959 Potential for shortfall in performance by Provider(s) of Medicines
Optimisaiton Services (Commissioned)All commissioned MO
related services are focused on supporting SCCG in achieving
safe, clinically appropriate and cost-effective prescribing.
In particular, the MO Provider of Practice based support has an
action plan that is divided in to three sections, Quality, safety and
QIPP.
It is essential that the provider(s) deliver cost savings in order to
enable SCCG to achieve the significant cost-savings required
within the prescribing budget.
There is a risk that the provider(s) may fall sort on the delivery of
the areas of the action plan associated with cost efficienciesIt is
likely that the SCCG MO Function will fall short on the requirement
to deliver substantial cost efficiencies within year and that there will
be an associated overspend associated with the prescribing
budget.

Action plan for provider developed Prescribing data will be
monitored quarterly and
forecast out turn will be
monitored monthly

Contract monitoring meetings scheduled three monthly Contract monitoring is a
reflective process

Informal meetings scheduled monthly to revue progress ,
barriers and potential solutions

Process has been used
to resolve access issues
(Pharmacist access to
surgeries) and to review
potential action plan.

16

1007 Lack of engagement with Medicines Optimisation Agenda and
supporting committees, specifically Sunderland D&T and evolving
Sunderland Formulary Committee, from clinicians from City
Hospitals Sunderland.It has not been possible to review and the
potential terms of reference for the proposed Sunderland
Formulary Committee formally at the Sunderland D&T as the
meetings have been poorly attended and therefore non-quorate.
Additionally, it has not been possible to have any formal discussion
in relation to the proposed Joint (Primary / Secondary care)
Formulary.The D&T is unable to function as a consequence of
being non-quorate. This means that decisions relating to the use of
medicines in primary and secondary care are not being made. This
has the potential to impact adversely on patient care. 
Additionally, this committee is in place to provide governance in
relation to medicines. Governance arrangements are therefore not
robust. This may result in potential risks to quality and financial
management for SCCG

Risk raised formally via SCCG Medicines Optimisation
Committee

CHS Chief Pharmacist
and Chair of D&amp;T
are aware of the issue

Chair of D&T has commenced engagement process formally
within CHS

Potential to escalate
concerns via contracting
route

Informal discussions between CHS and SCCG (clinician to
clinician and senior pharmacist to senior pharmacist)
Formal communication from D&T Chair to D&T members
Potential escalation if required

Quorate meetings in
September, November,
and January meetings 
Approval of Joint
Formulary Committee
Terms  of Reference
Approval of Joint
Formulary

16
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ScoreControls AssurancesRef Description

24/12/2014

1164 Spend per ASTRO-PUIncreased spend on drugs, increased case
finding, NIEC guidance, NCSO, Prescriber Engagement have the
potential to impact adversley on the spend per head of populatin in
Sunderlnd.High cost per patient (and overspend on budget) for
SCCG

Provider Action Plan Monitoring of Action
Plan

Engagement with GPs via Local Incentive Scheme Monitoring of LIS
submissions

Direct engagement with Prescribers via TITO, Newsletters etc Multifaceted approach
evidenced by Newsletter
and supporting
documentaoitn for
TITOs

Development of Prescrbing Guidelines Guidelines published on
SCCG website,
highlighted at TITO and
in Newsletter, discussed
at Prescribing Meetings

Joint Formulary Identified as risk and
address through
contracting route

20

- Sunderland CCG: Nursing, Quality & Safety

675 Original ref NQS11Potential patient safety concerns in A&E in City
Hospitals due to performance issues.

Weekly monitoring of A&E performance targets
Unscheduled Care Programme Board focussed on full
integrated work plan
Winter/surge plans and assurance peer review 

CHSFT has been
requested to undertake
a piece of work to
provide a report to
QRG.

12

670 Original ref NQS06the death of a child or vulnerable adult where
concerns are raised as to how agencies worked together to
safeguard and protect them
.

Sunderland Safeguarding Children Board and the CCG are
supporting the LA in implementation of a Safeguarding
Improvement Plan

Monitoring of the
Improvement Plan
Monitoring of the
various action plans
from Serious Case
Reviews and Domestic
Homicide Reviews by
both Safeguarding
Boards QA Sub-
committees
Quality Assurance

12

SLAND SUM11Page 7



NHS Sunderland CCG Summary Red, Amber Risks

ScoreControls AssurancesRef Description

24/12/2014

Framework of SSCB
being reviewed
All
learning/recommendati
ons monitored by NHS
England and via CCG
Strategic Safeguarding
Committee

8 children cases currently under SCR 
1 adult scr
1 domestic homicide review
Formal reviews ensure close scrutiny of interagency working but
there are changes to the methodologies used and the
unprecedented activity in undertaking these reviews is causing
pressure within the system

All the reports currently
commissioned are
underway and there are
robust supervision and
QA processes in place

672 Original ref NWS08Transformational change within SCC to a
"Peoples Directorate"  and associated changes in staffing due to
severance may result in risk to vulnerable groups during the
transition.Inadequate resources to meet the needs of vulnerable
children and adults or to support partnership working

Monitored via risk register for SSCB and SSAB.
SSCB chair letter to Director of Children Services (DCS)
regarding an assurance test, robust challenge to DCS and Lead
Member by SSCB.
MASH development to improve response to children protection
referrals.
Changes to SA model agreed at SSAB July 2013
Communications/briefings to all stakeholders 
Monthly highlight report to CCG  
Links being established with CNTW regarding risks

Cases being reviewed
resulted in an external
team being
commissioned to review
safeguarding children
arrangements within the
Peoples Directorate

CCG is supporting the Safeguarding Improvement Board in the
implementation of the Safeguarding Improvement Plan

SSCB and the
Improvement Board will
monitor the
implementation plan

kaizen event for MASH, led by CCG New operating model to
be introduced between
Customer Service
Network and MASH

9

1075 Significant risk that CHSFT will breach its trajectory of 36 cases of
Clostridium Difficile during 2014/15CHSFT breaches trajectory of

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

HCAI action plan
monitored regularly at

12
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ScoreControls AssurancesRef Description

24/12/2014

36 cases of C Diff during 204/15Harm to patients. Potential
damage to reputation of  Trust and CCG.

CHSFT. 

Community wide HCAI improvement group meeting regularly.

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

the HCAI Improvement
group. Weekly HCAI
updates are provided by
NECS.

1088 City Hospitals Sunderland NHS Foundation Trust (CHSFT) is
consistently identified by NHS England and CQC as an outlier for
HSMR and SHMI mortality rates.  
A recent report by NHS England identified CHSFT to be an outlier
for published mortality rates relating to weekend deaths.  CQC
identified within their Intelligent Monitoring report that CHSFT has
an elevated risk for a composite indicator for HSMR using Dr
Foster Intelligence.
CQC also has identified CHSFT as being at risk for in hospital
composite mortality indicators relating to cardiovascular, urinary,
cerebrovascular and respiratory conditions.Patients receiving care
at CHSFT may potentially be at higher risk of mortality than
expected. This specifically would include avoidable harm leading to
death or failure to provide appropriate care leading to avoidable
death.

CHSFT are undertaking case note reviews which are discussed
at their new internal Mortality Review Panel. They are a member
of a regional group which has been set up to review mortality.
CHSFT has been involved in the PRISM2 project where an
external case not review took place.

The ambition is to
review each death within
2 weeks to ensure that
any lessons are being
learnt quickly.

A presentation was
made to the Quality
Review Group in August
2014, which also
included directors from
CNTW Area Team.
Assurance was given
that CHSFT are
pro-actively undertaking
work to understand their
mortality figures and
making changes to
practice where
appropriate.  Mortality to
be reviewed at each
QRG.

10

1165 Joint Engagement StrategySCCG planned to have a joint
Engagement Strategy with Sunderland City Council in place by the
end of 2014/15Lack of direction for engaging jointly with the
population of Sunderland.

SCCG began discussion with Sunderland LA in May 2014
following a discussion at the LEB in February around
engagement with the patients and members of the public. The
plan was to develop a joint engagement strategy by the end of
March 2015 and possibly to have a joint engagement post.
across both organisations.

Discussions are
ongoing.

12
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ScoreControls AssurancesRef Description

24/12/2014

1074 MRSA  - significant risk that CHSFT will breach their trajectory of 0
cases during 2014/15Significant risk that CHSFT will breach their
trajectory of 0 cases of MRSA bacteraemias during 2014/15Harm
to patients involved. Risk of damage to reputation to Trust and
CCG

Investment by CCG into CHSFT to try to minimise HCAIs. HCAI Improvement
Group meet regularly to
monitor the joint action
plan in place to minimise
the risk of HCAIs across
the community.  NECS
provide weekly update
on HCAIs within
providers and CCGs
across the north.

20
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 Item: 9.3 

CATEGORY OF PAPER  

  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY  

 
20 January 2015  

 
Report Title 
 

 
Revised Standards of Business Conduct and 

Declarations of Interest Policy 
 

 
Purpose of report 

To provide the Governing Body with an updated 
policy following the publication of revised national 
guidance by NHS England in December 2014.     

 
Key points, risks and assurances 
 

The updated guidance was published to 
strengthen the guidance relating to the 
management of conflicts of interests.  The 
guidance was published as part of the national 
direction of travel in relation to primary care co-
commissioning and to help CCGs to strengthen 
their arrangements for managing any such 
conflicts, potential or actual.   
 
The revised guidance builds on and 
incorporates relevant aspects of existing NHS 
England guidance.  The previous version of the 
CCG’s Standards of Business Conduct and 
Declaration of Interest Policy was based upon 
this guidance and has been updated in line with 
the revised guidance.    
 
Key points and assurances 
The main area of the policy that has been 
strengthened is section 7, in particular 7.5 to 
7.7. 
 
In addition, appendices D, E and F have also 
been updated to reflect the strengthened 
guidance. 
 
The policy was submitted in draft format as part 
of the CCG’s co-commissioning application on 
Friday 6 January.  This was a requirement as 
set out in the national guidance which also 
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
CO7 - Integrating health and social care services, including the Better Care Fund   

 

states that the policy must be formally ratified by 
the CCG by the 30 January.  

 
Recommendation/Action Required 
 

The Governing Body is asked to: 

 formally approve the revised standards of 
business conduct policy 

Sponsor/approving director   David Gallagher, Chief Officer  

Report author 
Deborah Cornell, Head of Corporate Affairs  
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 CO7 

       

Any relevant legal/statutory issues 
CCG Constitution and national conflicts of interest 
guidance 

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

n/a 

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

Previous version of the policy reviewed by Audit 
Committee and Governing Body, 

Equality analysis completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications  Yes No Details 

Are additional resources required?  If so 
please specify 

  
 

 

Has there been appropriate clinical 
engagement?  
 

  
As part of the development of the 
national guidance 

Any current or expected impact on 
patient outcomes/experience? 
 

   

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

  
Not applicable changes specified in 
national guidance   
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1. Introduction 
 
1.1 For the purposes of this policy, NHS Sunderland Clinical Commissioning 

Group will be referred to as ‘the CCG’.  
 

1.2 The purpose of this policy is to ensure exemplary standards of business 
conduct are adhered to, as public servants, by governing body members, 
committee and sub-committee members and employees of the CCG (as well 
as individuals contracted to work on behalf of the CCG or otherwise providing 
services or facilities to the CCG such as those within commissioning support 
services).   Through this policy individuals will be aware of their own 
responsibilities as well as the CCG’s responsibilities as a corporate body 
(including the constituent member practices).  The policy also sets out the 
responsibilities of the CCG as an employer, especially in light of the individual 
and corporate obligations set out in the Bribery Act 2010. 
 

1.3 Importantly, the policy draws attention to the consequences of non-
compliance with its requirements which may include disciplinary action and/or 
legal action.    
 

1.4 The production of this policy draws on the wide range of guidance issued over 
the years for NHS bodies in relation to this important matter and to guidance 
published specifically for clinical commissioning groups.  

 
2. Guidance and Legal Framework 
 
2.1  The NHS Management Executive published guidance, ‘Standards of Business 

Conduct for NHS Staff’, (HSG (93) 5), which remains extant and which 
provides specific guidance on: 
 

 The standards of conduct expected of all NHS staff where their private 
interests may conflict with their public duties; and 

 The steps which NHS employers should take to safeguard themselves 
and the NHS by managing conflicts of interest. 

 
Specifically, it makes it clear that it is the responsibility of staff to ensure that 
they are not placed in a position which risks, or appears to risk, conflict 
between their private interests and their NHS duties. 

 
2.2 The Department of Health’s document, ‘Code of Conduct for NHS Managers’, 

(October 2002), provides guidance on core standards of conduct expected of 
NHS Managers to act in the best interests of the public and patients/clients to 
ensure that decisions are not improperly influenced by gifts or inducements. 
Professional codes of conduct governing health care professionals are also 
pertinent. Similarly, the General Medical Council’s guidance, ‘leadership and 
management for all doctors’ (March 2012), details the standards and 
expectations required of clinicians in leadership and management positions. 

 
2.3 Other important guidance on conduct is to be found in the ‘Code of Conduct: 

Code of Accountability in the NHS’ (Appointments Commission/DOH – 2nd 
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Rev: 2004) and the Department of Health’s guidance on ‘Commercial 
Sponsorship – Ethical Standards for the NHS’ (Department of Health, 
November 2000).  

 
2.4 The underpinning legal framework is provided by the Bribery Act 2010, which 

repeals the Prevention of Corruption Acts, and which; 
 

 creates two general offences covering the offering, promising or 
giving of an advantage, and requesting, agreeing to receive or 
accepting an advantage, 

 creates a new offence of failure by a commercial organisation to 
prevent a bribe being paid for or on its behalf (it will be a defence 
though if the organisation has adequate procedures in place to 
prevent bribery), 

 Bribery is defined as giving someone a financial or other advantage 
to encourage that person to perform their functions or activities 
improperly or to reward that person for having already done so.  

 
Any employee breaching the provisions of this Act will be liable to prosecution 
which may also lead to the loss of their employment and superannuation 
rights in the NHS.  

 
2.5 Section 25 of Health and Social Care Act 2012 imposes duties on CCGs in 

relation to maintaining registers of interest and managing conflicts of interest. 
The guidance in the Act is supplemented by the procurement specific 
requirements set out in the National Health Service (Procurement, Patient 
Choice and Competition) (No. 2) Regulations 2013. Further guidance has 
been set out in ‘managing conflicts of interest: statutory guidance for CCGs 
(December 2014)1’ published by NHS England and which supersedes the 
previously issued NHS England guidance for CCGs. This new document 
includes guidance for CCGs when commissioning primary care services, 
either under joint commissioning or delegated commissioning arrangements. 

 
2.6 The aims of the guidance are to: 
 

 enable CCGs and clinicians in commissioning roles to demonstrate that 
they are acting fairly and transparently and in the best interest of their 
patients and local populations 

 ensure that CCGs operate within the legal framework, but without 
being bound by over-prescriptive rules that risk stifling innovation 

 safeguard clinically led commissioning, whilst ensuring objective 
investment decisions 

 provide the public, providers, Parliament and regulators with 
confidence in the probity, integrity and fairness of commissioners’ 
decisions and 

 uphold the confidence and trust between patients and GP, in the 
recognition that individual commissioners want to behave ethically but 

                                                           
1
 http://www.england.nhs.uk/wp-content/uploads/2014/12/man-confl-int-guid-1214.pdf 
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may need support and training to understand when conflicts (whether 
actual or potential) may arise and how to manage them if they do. 

 
2.7 This policy has been produced taking into account all of the current guidance 

and legal framework. 
 
 
3. Application of Public Service Values and Principles to the NHS 

3.1 Public service values must be at the heart of the NHS. High standards of 
corporate and personal conduct, based on recognition that patients come first, 
have been a requirement throughout the NHS since its inception. Moreover, 
since the NHS is publicly funded it is accountable to Parliament for the 
services it provides and for the effective and economic use of taxpayers’ 
money. 
 

3.2 The Code of Conduct: Code of Accountability in the NHS (Appointments 
Commission/DOH - 2nd Rev: 2004) defines three crucial public service values 
which must underpin the work of the health service: 

 

 Accountability – everything done by those who work in the NHS 
must be able to stand the test of parliamentary scrutiny, public 
judgements on propriety and professional codes of conduct. 

 

 Probity – there should be an absolute standard of honesty in 
dealing with the assets of the NHS: integrity should be the hallmark 
of all personal conduct in decisions affecting patients, staff and 
suppliers, and in the use of information acquired in the course of 
NHS duties. 

 

 Openness – there should be sufficient transparency about NHS 
activities to promote confidence between the NHS body and its 
staff, patients and the public. 

 
3.3 Following the findings of the Nolan Committee in 1994, a set of 

recommendations was published by the government setting out ‘seven 
principles of public life’ which apply to all in the public service and which are 
embodied within the CCG’s constitution. These are attached in appendix A. 

 
3.4 Standards for members of NHS boards and clinical commissioning groups 

governing bodies in England 
(http://www.professionalstandards.org.uk/docs/psa-library/november-2012---
standards-for-board-members.pdf?sfvrsn=0)  have also been set out by the 
Professional Standards Authority for Health and Social Care which members 
of the governing body and members of committees should observe in conduct 
of the CCG’s business. 
 

 
 
 

http://www.professionalstandards.org.uk/docs/psa-library/november-2012---standards-for-board-members.pdf?sfvrsn=0
http://www.professionalstandards.org.uk/docs/psa-library/november-2012---standards-for-board-members.pdf?sfvrsn=0
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4. Responsibilities 
 
4.1 NHS employers 
 

The CCG is responsible for ensuring that the requirements of this policy and 
supporting documents are brought to the attention of all staff and that 
machinery is put in place for ensuring that the guidelines are effectively 
implemented. These responsibilities are particularly important given the 
corporate responsibility set out in the Bribery Act for organisations to ensure 
that their anti-corruption procedures are robust.  

 
Such awareness will be promoted in: 

 

 A clause in written statements of terms and conditions of 
employment 

 Publication on the CCG’s intranet site for staff. 
 
4.2 CCG staff 
 

CCG staff are expected to: 

 Ensure that the interests of patients remain paramount at all times 

 Be impartial and honest in the conduct of their official business 

 Use the public funds entrusted to them to the best advantage of the 
service, always ensuring value for money 

 Register with the CCG any interest outside the workplace which 
could be construed as affecting any part of their work within the 
CCG. 

 
It is also the responsibility of staff to ensure that they do not: 

 Abuse their official position for personal gain or to benefit their 
family or friends 

 Seek to advantage or further private business or other interests, in 
the course of their official duties. 

 
It is the responsibility of all staff to raise any concerns regarding staff business 
conduct.  

 
All NHS staff should ensure that they are not placed in a position that risks, or 
appears to risk, conflict between their private interests and their NHS duties.  

 
4.3 Member Practices, Governing body and Committee/Sub-Committee 

members and individuals acting on behalf of the CCG. 
 

Governing body, committee/sub-committee members and individuals acting 
on behalf of the CCG (and its constituent member practices), must act in 
accordance with this policy whether they are either employed fully by the 
CCG, hold appointments with the CCG, are employed on a sessional basis or 
on an honorary contract, or provide services under a service level agreement 
with the CCG. 
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Member practices and individuals of those individual practices acting on their 
behalf in exercise of the CCG’s commissioning functions must act in 
accordance with this policy. 

 
5. The Guidance in Practice 

5.1 Overriding Principle 
 

Employees of the CCG, individuals of member practices, governing body and 
committee members and individuals acting on behalf of the CCG must not 
accept any fee or reward for work done whilst on CCG duty other than that 
agreed under their terms and conditions of employment.   As a general rule 
employees should not accept gifts or hospitality arising from their employment 
or appointment with the CCG, except where these are of a token nature only, 
in which case employees should inform their manager. This includes gifts or 
hospitality offered by suppliers and potential suppliers of goods and services 
to the CCG, and any participation in quasi-official and social events either 
within or outside normal working hours. 

 
Any offers of gifts, hospitality or sponsorship shall be recorded in accordance 
with section 10. 

 
5.2 Gifts 
 

Casual gifts of intrinsic value offered by contractors or others, (for example, at 
Christmas time), may not be in any way connected with the performance of 
duties so as to constitute an offence at law. Such gifts should, nevertheless, 
be politely but firmly declined.   Articles of low intrinsic value, i.e. less than 
£25.00 per gift, such as diaries or calendars, or small tokens of gratitude from 
patients or their relatives, need not necessarily be refused. However, gifts 
over £25 should be declared and generally declined.  If several small gifts 
worth a total of over £200 are received from the same or closely related 
source in a 12 month period they should generally be declined. In cases of 
doubt, advice should be sought from the line manager or head of corporate 
affairs or the gift should be politely declined. 

 
5.3 Acceptance of Hospitality 
 

Modest hospitality, provided it is usual, responsible and proportionate in the 
circumstances, (e.g., lunch in the course of working visits), may be 
acceptable, though it should be similar to the scale of hospitality which the 
NHS as an employer would be likely to offer.   

 
From time to time the CCG may receive and pass on to staff offers of free 
theatre or concert tickets. These are offered in appreciation of the work of 
health services staff and where offered via the CCG they may be accepted but 
should be recorded as such. All other offers of hospitality or entertainment 
should be politely declined.  In cases of doubt, advice should be sought from 
the line manager or head of corporate affairs or the gift should be politely 
declined. 
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5.4 The Provision of Hospitality 

 
The Code of Conduct: Code of Accountability in the NHS advises that the use 
of NHS monies for hospitality and entertainment, including hospitality at 
conferences or seminars, should be carefully considered. It advises that all 
expenditure on these items should be capable of justification as reasonable in 
the light of general practice in the public sector. It reminds NHS organisations 
that hospitality or entertainment is open to challenge by auditors and that ill-
considered actions can damage respect for the NHS in the eyes of the 
community. 

 
5.5 Payment for speaking at a meeting/conference  
 

Should a member of staff, member practices, governing body, committee 
member or an individual acting on behalf of the CCG, be asked to speak at an 
event relating to CCG business for which a payment is offered and it is 
delivered in working hours then there are two choices open to the member of 
staff which must be agreed with their line manager: 

 

 The payment should be credited to the CCG 
 

 The member of staff takes annual leave or unpaid leave and the payment 
is made to the member of staff as a private matter between the 
organisation making the payment and the individual member of staff. The 
member of staff remains responsible for any tax liability which arises. 

  
5.6 Commercial sponsorship 
 
5.6.1 In recognition that NHS bodies work together, and in collaboration with other 

agencies, to improve health services for the populations they serve, the 
Department of Health published guidance “Commercial Sponsorship: Ethical 
Standards for the NHS” (November 2000). 
 

5.6.2 The guidance acknowledges that collaborative partnerships with industry can 
have a number of benefits. It advises that it is important to have a transparent 
approach about any proposed sponsorship which would benefit the CCG and 
for the CCG to consider fully the implications of a proposed sponsorship deal 
before entering into any arrangement. If any such partnership is to work, there 
must be trust and reasonable contact between the sponsoring company and 
the NHS.  
 

5.6.3 For the purpose of this policy, commercial sponsorship is defined as 
including “[NHS funding] from an external source, including funding of all, or 
part of, the costs of a member of staff, NHS research, staff training, 
pharmaceuticals, equipment, meeting rooms, costs associated with 
meetings, meals, gifts, hospitality, hotel and transport costs (including trips 
abroad), provision of free services (speakers), buildings or premises”. 
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5.6.4 In all these cases, CCG employees, member practices, governing body and 
committee members and individuals acting on behalf of the CCG must 
declare sponsorship or any commercial relationship linked to the supply of 
goods or services and be prepared to be held to account for it. This should 
be recorded in the hospitality, gifts or sponsorship register (see section 10). 
 

5.6.5 Where such collaborative partnerships involve a pharmaceutical company, 
the proposed arrangements must also comply fully with the relevant 
regulations.  
  

5.6.6 As a general rule, sponsorship arrangements involving the CCG will be at a 
corporate, rather than individual level. 
 

5.6.7 If publications are sponsored by a commercial organisation, that organisation 
should have no influence over the content of the publication. The company 
logo can be displayed on the publication, but no advertising or promotional 
information should be displayed. The publication should contain a disclaimer 
which states that sponsorship of the publication does not imply that the CCG 
endorses any of the company’s products or services. 
 

5.6.8 All CCG employees, member practices, governing body and committee 
members and individuals acting on behalf of the CCG should discuss the 
implications, with their manager, head of corporate affairs or chief officer, 
before accepting an invitation to speak at a meeting organised by a 
pharmaceutical company. The company should have no influence over the 
content of any presentation made by the CCG’s employee/representative. It 
should be made clear that CCG’s presence does not imply that the CCG 
endorses any of the company’s products or services. 
 

5.6.9 Under no circumstances will the CCG agree to ‘linked deals’ whereby 
sponsorship is linked to future purchase of particular products or to supply 
from particular sources.  
 

5.6.10 Before entering into any sponsorship agreement, reference should be made 
to the Department of Health’s Policy ‘Commercial Sponsorship – Ethical 
Standards for the NHS’. 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/d
ocuments/digitalasset/dh_4076078.pdf  

 
 

5.7 Placing of orders and contracts 
 
5.7.1 Fair and open competition between prospective contractors or suppliers for 

CCG contracts (including where the CCG is commissioning a service through 
any qualified provider) is a requirement of NHS standing orders and of EC 
directives on public purchasing for works and supplies. This means that: 

 

 No private, public or voluntary organisation or company which may bid for 
CCG business should be given any advantage over its competitors, such 
as advance notice of CCG requirements. This applies to all potential 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4076078.pdf
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4076078.pdf
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contractors, whether or not there is a relationship between them and the 
CCG, such as a long-running series of previous contracts. 
 

 Each new contract should be awarded solely on merit, taking into account 
the requirements of the CCG and the ability of the contractors to fulfil 
them. 
 

 No special favour is to be shown to current or former employees or their 
close relatives or associates in awarding contracts to private or other 
businesses run by them or employing them in any capacity. Contracts 
may be awarded to such businesses when they are won in fair 
competition against other tenders, but scrupulous care must be taken to 
ensure that the selection process is conducted impartially, and that staff 
who are known to have a relevant interest play no part in the selection. 

 
5.7.2 All staff, member practices, governing body, committee members and 

individuals acting on behalf of the CCG, in contact with suppliers and 
contractors (including external consultants), and in particular those who are 
authorised to sign orders or place contracts for goods, materials or services, 
are expected to adhere to professional standards of a kind set out in the 
ethical code of the Institute of Purchasing and Supply (attached at appendix 
B).  They are also required to declare any interest if they are participating in a 
specific procurement and tendering processes. 

 

5.8 Commissioning of Services where GP Practices are potential providers 

of CCG-commissioned services. 

 
5.8.1 In the circumstances of commissioning of such services including local 

enhanced services all individuals must comply with the principles and main 
content of the NHS England’s Code of Conduct in this area.  Arrangements for 
managing any such declarations of interest are set out in section 11.  

 
5.9 Private Transactions 
 

Individual staff, member practices, governing body and committee members 
and individuals acting on behalf of the CCG, must not seek or accept 
preferential rates or benefits in kind for private transactions carried out with 
companies with which they have had, or may have, official dealings on behalf of 
the CCG. (This does not apply to concessionary agreements negotiated with 
companies by NHS management, or by recognised staff interests, on behalf of 
all staff – for example, NHS staff benefits schemes). 
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5.10 Employees’ outside employment 
 
5.10.1 The standard contract used across the CCG sets out terms concerning 

outside employment: ‘You shall not be employed by any other person, firm or 
company, without the express permission of the CCG.  If you have 
employment other than your employment with the CCG, you must write to 
your manager  giving details of the hours and days worked and duties carried 
out, seeking agreement that this work will not be detrimental to your 
employment within the CCG. 
 

5.10.2 Any employee who may be considering outside employment should discuss 
this in the first instance with their manager before undertaking the 
employment.  
 

5.10.3 Employees should be advised not to engage in outside employment during 
any periods of sickness absence from the CCG. To do so may lead to a 
referral being made to the local counter fraud specialist for investigation which 
may lead to criminal and/or disciplinary action in accordance with the CCG’s 
counter fraud policy. 

 
5.11 Donations in relation to the organisation 
 
5.11.1 Employees must check with their line manager or director before making any 

requests for donations to clarify appropriateness and/or financial or 
contractual consequences of acquisition. Requests for equipment or services 
should not be made without the express permission of a senior manager. 
 

5.11.2 Donations/gifts from individuals, charities, companies (as long as they are not 
associated with known health-damaging products) – often related to individual 
pieces of equipment or items – provide additional benefits to patients but may 
have resource implications for the CCG. Further guidance regarding 
charitable funds and gifts and donations can be requested from the chief 
finance officer. 
 

5.11.3 Any gifts to the organisation should be receipted and a letter of thanks should 
be sent.  

 
5.12 Donations to an individual 
 
5.12.1 Personal monetary gifts to an employee or appointed member should be 

politely but firmly declined. Where a member of staff is a beneficiary to a will 
of a patient who has been under their care, the member of staff must inform 
their line manager of the gift or gifts so that consideration can be given to 
whether or not it is appropriate in all the circumstances for that member of 
staff to retain the gift or gifts in order to avoid subsequent claims by the 
beneficiaries to the estate of inducement, reward or corruption. 
 

5.12.2 In order to determine whether the bequest should be accepted it may be 
necessary to have the gift valued and where the gift has a value over a certain 
amount for the gift to either be returned to the estate or the gift to be donated 
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to a charity of the member of staff’s choice. Where the gift is to be returned to 
the estate and the trustees of the estate are of the view having regards to all 
the circumstances that the member of staff should retain the gift regardless of 
its value, it may be appropriate for the trustees to provide a disclaimer for 
future claims against the gift to avoid subsequent claims on the gift or 
allegations of inducement or reward being made against the member of staff 
or the CCG at some point in the future. 
 

5.13 Rewards for Initiative 
 

5.13.1 The CCG will identify potential intellectual property rights (IPR), as and when 
they arise, so that they can protect and exploit them properly, and thereby 
ensure that they receive any rewards or benefits (such as royalties), in respect 
of work commissioned from third parties, or work carried out by individuals in 
the course of their NHS duties.   Most IPR are protected by statute; e.g. 
patents are protected under the Patents Act 1977 and copyright (which 
includes software programmes) under the Copyright Designs and Patents Act 
1988. To achieve this, NHS organisations and employers should build 
appropriate specifications and provisions into the contractual arrangements 
which they enter into before the work is commissioned, or begins. They 
should always seek legal advice if in any doubt, in specific cases. 

 
5.13.2 With regard to patents and inventions, in certain defined circumstances the 

Patents Act gives employees or individuals in the course of their duties a right 
to obtain some reward for their efforts, and the CCG will see that this is 
effected. Other rewards may be given voluntarily to employees or other 
individuals who, within the course of their employment or duties, have 
produced innovative work of outstanding benefit to the NHS. 
 

5.13.3 In the case of collaborative research and evaluative exercises with 
manufacturers, the CCG will obtain a fair reward for the input it provides. If 
such an exercise involves additional work for a CCG employee or individual 
outside that paid for by the CCG under his or her contract of employment, or 
sessional arrangements, arrangements will be made for some share of any 
rewards or benefits to be passed on to the employee(s) or individuals 
concerned from the collaborating parties. Care will, however, be taken that 
involvement in this type of arrangement with a manufacturer does not 
influence the purchase of other supplies from that manufacturer. 

 
5.14 Candidates for appointment 
 
5.14.1 Candidates for any appointment with the CCG must disclose in writing if they 

are related to or in a significant relationship with (e.g. spouse or partner) any 
governing body member or employee of the CCG. The NHS Jobs application 
form requests this information and therefore must be disclosed before 
submission. 
 

5.14.2 A member of an appointment panel which is to consider the employment of a 
person to whom he/she is related must declare the relationship before an 
interview is held. 
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5.14.3 Candidates for any appointment with the CCG shall, when applying, also 

disclose cases where they or their close relatives or associates have a 
controlling and/or significant financial interest in a business (including a 
private company, public sector organisation, other NHS employer and/or 
voluntary organisation), or in any other activity or pursuit, which may compete 
for an NHS contract to supply either goods or services to the CCG.  
 

5.15 Canvassing for appointments 

It is acknowledged that informal discussions concerning an advertised post 
can be part of the recruitment process, canvassing or lobbying of CCG 
employees, governing body members or any members of an appointments 
committee, either directly or indirectly, shall disqualify a candidate. This shall 
not preclude a member from giving a written reference or testimonial of a 
candidate’s ability, experience or character for submission to an appointments 
panel. Jobs will be awarded on the merit of the individual candidate and not 
through any such canvassing or lobbying. 

 
6. Recording of gifts, hospitality and sponsorship 
 
6.1 All offers of gifts and hospitality with a value in excess of £25 per item must be 

declared and recorded.  Gifts should be declared if several small gifts worth a 
total of over £200 are received from the same or closely related source in a 12 
month period. 
 

6.2 Gifts, hospitality and sponsorship will be recorded in a central register in 
accordance with the guidelines. The form at appendix C should be completed 
and returned to the head of corporate affairs within two weeks so that the 
details can be recorded on the central register. Failure to notify the CCG may 
lead to disciplinary action against a member of staff. 
 

6.3 Where gifts, hospitality or sponsorship are offered, but declined, the offer 
should still be recorded in the register using the form attached at appendix C. 
 

6.4 It is acknowledged that there may be circumstances where hospitality may be 
offered by an organisation, as an integral element of a strategic partnership 
relationship.  A fund should be established so that the CCG may meet the 
costs of that hospitality, thus enabling the benefits to the strategic relationship, 
but not compromising compliance with the standards of business conduct.  
Acceptance of such hospitality and associated funding agreement will be 
authorised by the chief officer and recorded in the register of hospitality, gifts 
and sponsorship. 

 
7. Declaration of Interests 
 
7.1 Interest will include 

 
7.1.1 A conflict of interest occurs where an individual’s ability to exercise 

judgement, or act in a role, is or could be impaired or otherwise influenced by 
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his or her involvement in another role or relationship. The individual does not 
need to exploit his or her position to obtain an actual benefit, financial or 
otherwise, for a conflict of interest to occur.   
 

7.1.2 Where an individual, i.e. an employee, member of the CCG, a member of the 
governing body, or a member of its committees or sub-committees has an 
interest, or becomes aware of an interest which could lead to a conflict of 
interest in the event of the CCG considering an action or decision in relation to 
that interest, that must be considered as a potential conflict, and is subject to 
the provisions of the CCG’s Constitution and this policy.  
 
Such interests will include 

 

 A direct pecuniary interest: where an individual may financially 
benefit from the consequences of a commissioning decision (for 
example, as a provider of services); 

 

 An indirect pecuniary interest: for example, where an individual is a 
partner, member or shareholder in an organisation that will benefit 
financially from the consequences of a commissioning decision; 

 

 A non-pecuniary interest: where an individual holds a non-
remunerative or not-for profit interest in an organisation, that will 
benefit from the consequences of a commissioning decision (for 
example, where an individual is a trustee of a voluntary provider 
that is bidding for a contract); 

 

 A non-pecuniary personal benefit: where an individual may enjoy a 
qualitative benefit from the consequence of a commissioning 
decision which cannot be given a monetary value (for example, a 
reconfiguration of hospital services which might result in the closure 
of a busy clinic next door to an individual’s house); 

 

 Where an individual is closely related to, or in a relationship, 
including friendship, with an individual in the above categories. 

 
Note that the declaration of interest form in use sets out the range of 
interests as a reminder of the types of interests which should be declared. 

 
7.2 Questions to ask when declaring Interests 

 
In determining what needs to be declared, individuals should ask themselves 
the following questions: 

 

 Am I, or might I be, in a position where I or my family or associates 
gain from the connection between my private interests and my 
employment with the CCG? 

 Do I have access to information which could influence purchasing 
decisions? 
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 Could my outside interest be in any way detrimental to the CCG or 
to patient’s interests? 

 Do I have any other reason to think I may be risking a conflict of 
Interest? 

 
If in doubt, the individual concerned should assume that a potential conflict 
of interest exists. 

 
7.3 Declaring and Registering Interests 
 
7.3.1 It is a requirement of the relevant legislation (Section 14O of the 2006 Act, as 

inserted by Section 25 of the 2012 Act) for the CCG to maintain registers of 
the interests of:  

 

 members of the CCG; 
 

 members of its governing body; 
 

 members of its committees or sub-committees and the committees 
or sub-committees of its governing body; and  
 

 Its employees  
 

7.3.2 The CCG will ensure that, as a matter of course that declarations of interest 
are made and regularly confirmed or updated. This includes the following 
circumstances; 

 
 On appointment: applicants for any appointment to the CCG or its governing 

body should be asked to declare any relevant interests. When an 
appointment is made, a formal declaration of interests should again be made 
and recorded.  

 At meetings: all attendees should be asked to declare any interest they have 
in any agenda item before it is discussed or as soon as it becomes apparent. 
Even if an interest is declared in the register of interests, it should be 
declared in meetings where matters relating to that interest are discussed. 
Declarations of interest and action taken to manage that conflict of interest at 
the meeting should be recorded in minutes of meetings.  

 Quarterly: the CCG will have systems in place to satisfy itself on a quarterly 
basis that the register of interests is accurate and up to date.  

 On changing role or responsibility: where an individual changes role or 
responsibility within the CCG or its governing body, any change to the 
individual’s interests should be declared. 

 On any other change of circumstances: wherever an individual’s 
circumstances change in a way that affects the individual’s interests (e.g. 
where an individual takes on a new role outside the CCG or sets up a new 
business or relationship), a further declaration should be made to reflect the 
change in circumstances. This could involve a conflict of interest ceasing to 
exist or a new one materialising. 
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7.3.3 The registers will be published on the CCG’s website. They will also be 
available upon request for inspection at the CCG’s headquarters, upon 
application by post. 
 

7.3.4 Individuals will declare any interest that they have, in relation to a decision to 
be made in the exercise of the commissioning functions of the CCG, in writing 
to the head or corporate affairs, as soon as they are aware of it and in any 
event no later than 28 days after becoming aware. The CCG must record the 
interest in the appropriate registers as soon as the CCG becomes aware of it. 

 
7.3.5 The CCG must ensure that, when members declare interests, this includes 

the interests of all relevant individuals within their own organisations (e.g. 
partners in a GP practice), who have a relationship with the CCG and who 
would potentially be in a position to benefit from the CCG’s decisions.  
 

7.3.6 Where an individual is unable to provide a declaration in writing, for example, 
if a conflict becomes apparent in the course of a meeting, they will make an 
oral declaration, and provide a written declaration as soon as possible 
thereafter.  
 

7.3.7 The head of corporate affairs (on behalf of the chief officer) will ensure that 
the registers of interest are reviewed every six months and updated as 
necessary. 
   

7.3.8 In addition, all CCG governing body and executive members’ appointments 
are offered on the understanding that they subscribe to the ‘Codes of Conduct 
and Accountability in the NHS’. 
 

7.3.9 The declaration of interest proforma for completion by members of the CCG, 
governing body members, members of a committee or sub-committee of the 
group or governing body, and employees within the CCG is available at 
appendix D.  

 
7.3.10 Failure to notify the CCG of an appropriate conflict of interest, additional 

employment or business may lead to disciplinary action against the member 
of staff and/or criminal action (including prosecution) under the relevant 
legislation. 
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7.4 Managing Conflicts of Interest: general 
 
7.4.1 Members of the CCG, its committees or sub-committees, the governing body 

and its committees or sub-committees and employees will comply with the 
arrangements determined by the CCG for managing conflicts or potential 
conflicts of interest as set out in this policy. 

 
7.4.2 The chief officer will ensure that for every interest declared, either in writing or 

by oral declaration, arrangements are in place to manage the conflict of 
interests or potential conflict of interests, to ensure the integrity of the group’s 
decision making processes. 

 
7.4.3 They will write to the relevant individual with the arrangements for managing 

the specific conflict of interest or potential conflicts of interest, within a week of 
declaration. The arrangements will confirm the following:  

 

 when an individual should withdraw from a specified activity, on a 
temporary or permanent basis; 

 

 monitoring of the specified activity undertaken by the individual, either by 
a line manager, colleague or other designated individual. 

 
7.4.4 Where an interest has been declared, either in writing or by oral declaration, 

the declarer will ensure that before participating in any activity connected with 
the CCG’s exercise of its commissioning functions, they have received 
confirmation of the arrangements to manage the conflict of interest or potential 
conflict of interest from the chief officer. 

 
7.4.5 Declaration of Interests is, in addition, an agenda item on all governing body 

and committee agendas.  Declarations should be made with regard to any 
specific agenda items.  If a conflict of interest is established with regard to a 
specific agenda item, the conflict of interest should be recorded in the minutes 
and published in the registers.  

 
7.4.6 Where an individual member, employee or person providing services to the 

CCG is aware of an interest which: 
 

 Has not been declared, either in the register or orally, they will declare this 
at the start of the meeting;  

 

 Has previously been declared, in relation to the scheduled or likely 
business of the meeting, the individual concerned will bring this to the 
attention of the chair of the meeting, together with details of arrangements 
which have been confirmed for the management of the conflict of interests 
or potential conflict of interests. 

 
7.4.7 The chair of the meeting will then determine how this should be managed and 

inform the member of their decision. Where no arrangements have been 
confirmed, the chair of the meeting may require the individual to withdraw 
from the meeting or part of it.  They will not be able to vote on the issue under 
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any circumstances.  Where a prejudicial interest is identified, that person must 
leave the room during the discussion of the relevant item, and cannot seek to 
improperly influence the decision in which they have a prejudicial interest.  
The chair’s decision will be final in the matter and the individual will then 
comply with these arrangements, which must be recorded in the minutes of 
the meeting. 
 

7.4.8 Where the chair of any meeting of the CCG, including committees or sub-
committees, or the governing body, including committees and sub-committees 
of the governing body, has a personal interest, previously declared or 
otherwise, in relation to the scheduled or likely business of the meeting, they 
must make a declaration and the deputy chair will act as chair for the relevant 
part of the meeting.  Where arrangements have been confirmed for the 
management of the conflict of interests or potential conflicts of interests in 
relation to the chair, the meeting must ensure these are followed.  Where no 
arrangements have been confirmed, the deputy chair may require the chair to 
withdraw from the meeting or part of it.  Where there is no deputy chair, the 
members of the meeting will select one.  
 

7.4.9 Any declarations of interests, and arrangements agreed in any meeting of the 
groups, including committees or sub-committees, or the governing body, 
including committees and sub-committees of the governing body, will be 
recorded in the minutes.  The interest must be subsequently reported to the 
head of corporate affairs for recording in the register. 
 

7.4.10 Where more than 50% of the members of a meeting are required to withdraw 
from a meeting or part of it, owing to the arrangements agreed for the 
management of conflicts of interests or potential conflicts of interests, the 
chair (or deputy) will determine whether or not the discussion can proceed.  
 

7.4.11 In making this decision the chair will consider whether the meeting is quorate, 
in accordance with the number and balance of membership set out in the 
CCG standing orders.  Where the meeting is not quorate, owing to the 
absence of certain members, the discussion will be deferred until such time as 
a quorum can be convened.  Where a quorum cannot be convened from the 
membership of the meeting, owing to the arrangements for managing conflicts 
of interest or potential conflicts of interests, the chair of the meeting shall 
consult with the chief officer on the action to be taken. 

 
7.4.12 This may include requiring another of the groups’ committees or sub-

committees, the governing body or its committees or sub-committees (as 
appropriate) which can be quorate to progress the item of business. These 
arrangements must be recorded in the minutes. 

 
7.4.13 In any transaction undertaken in support of the CCG’s exercise of its 

commissioning functions (including conversations between two or more 
individuals, e-mails, correspondence and other communications), individuals 
must ensure, where they are aware of an interest, that they conform to the 
arrangements confirmed for the management of that interest.  Where an 
individual has not had confirmation of arrangements for managing the interest, 
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they must declare their interest at the earliest possible opportunity in the 
course of that transaction, and declare that interest as soon as possible 
thereafter.  The individual must also inform either their line manager (in the 
case of employees), or the chief officer of the transaction.  

 
7.4.14 The chief officer will take such steps as deemed appropriate, and request 

information deemed appropriate from individuals, to ensure that all conflicts of 
interest and potential conflicts of interest are declared 

 
7.5 Managing Conflicts of Interest: contractors and people who provide 

services to the CCG  
 
7.5.1 Anyone seeking information in relation to procurement, or participating in a 

procurement, or otherwise engaging with the CCG in relation to the potential 
provision of services or facilities to the CCG, will be required to make a 
declaration of any relevant conflict / potential conflict of interest. 
  

7.5.2 Anyone contracted to provide services or facilities directly to the CCG will be 
subject to the same provisions of the CCG’s Constitution and this policy in 
relation to managing conflicts of interests. This requirement will be set out in 
the contract for their services. 

 
7.5.3 The CCG will maintain a register of procurement decisions taken, including; 
 

 The details of the decision 

 Who was involved in making the decision 

 A summary of any conflicts of interest in relation to the decision and how 
this was managed 

  
7.5.4 The register will be updated whenever a procurement decision is taken and 

must be made publically available by; 
 

 Ensuring that the register is available in a prominent place on the web site 
and 

 Making the register available upon request for inspection at the CCG’s 
headquarters 

  
 

7.6 Managing Conflicts of interest: where GP practices are potential 
providers of CCG-commissioned services including primary medical 
care services 

 
7.6.1 In the ‘Managing Conflicts of Interest: Statutory Guidance for CCGs’ (NHS 

England December 2014) with regard to conflicts of interest generally, the 
guidance also sets out; 

  

 the additional factors that CCGs should address when commissioning 
primary medical care services, either under joint commissioning or 
delegated commissioning arrangements. This includes the factors CCGs 
should consider when drawing up plans for services that might be 
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provided by GP practices; and it also includes the necessary aspects of 
the make-up of the decision-making committee which must have a lay 
and executive member majority 

 

 the steps that CCGs should take to assure their audit committee, health 
and wellbeing board(s), NHS England and, where necessary, their 
auditors, that these services are appropriately commissioned from GP 
practices 

 

 procedures for decision-making in cases where all the GPs (or other 
practice representatives) sitting on a decision-making group have a 
potential financial interest in the decision 

 

 arrangements for publishing details of payments to GP practices 
 

 the potential role of commissioning support services and  
 

 the supporting role of NHS England.  
 

 
7.6.3 The most obvious area in which conflicts could arise is where a CCG 

commissions (or continues to commission by contract extension) healthcare 
services, including GP services, in which a member of the CCG has a 
financial or other interest. This may most often arise in the context of co-
commissioning of primary care, particularly with regard to delegated or joint 
arrangements but it will also need to be considered in respect of any 
commissioning issue where GPs are current or possible providers. The CCG 
will address the factors set out in the procurement template at appendix F 
when drawing up their plans to commission services where this potentially is 
the case.      

 
7.6.4 Procurement decisions relating to the commissioning of primary medical 

services should be made by a committee of the CCG’s governing body. This 
should: 

 for joint commissioning take the form of a joint committee established 
between the CCG (or CCGs) and NHS England; and 

 in the case of delegated commissioning, be a committee established 
by the CCG. 

 
7.6.5 In either case, the membership of the committee will be constituted so as 

ensure that the majority is held by lay and executive members. In addition to 
existing CCG lay members, members may be drawn from the CCG’s 
executive members, except where these members may themselves have a 
conflict of interest (e.g. if they are GPs or have other conflicts of interest). 
Provision will be made for the committee to have the ability to call on 
additional lay members or CCG members when required, for example where 
the committee would not be quorate because of conflicts of interest. It could 
also include GP representatives from other CCG areas and non-GP clinical 
representatives (such as the CCG’s secondary care clinician and/or governing 
body nurse). 
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7.6.6   Where decisions are being made, GP practice members who have declared a 

specific interest in the matter, or all GP practice members at the meeting 
(where it is likely that all or most practices would wish to be qualified providers 
for a service under AQP) will be excluded from relevant parts of the meeting.  
Alternatively if deemed appropriate by the chair of the meeting (or vice chair of 
the meeting if the chair of the meeting has declared an interest in the matter) 
they may join in the discussions, but not take part in the decision making itself 
and would normally be asked to leave the room until a decision has been 
made. In such circumstances the quorum arrangements for the committees of 
the governing body as set out in standing orders will apply. 
 

7.6.7 If the governing body considers it prudent in a particular circumstance, to seek 
additional scrutiny for assurance purposes on such a decision they may refer 
the matter to the audit committee for additional review, or alternatively may 
invite an individual(s) from another CCG to review the proposal.  

 
7.6.8 A standing invitation will be made to the local Healthwatch and Health and 

Wellbeing Board to appoint representatives to attend commissioning 
committee meetings, including, where appropriate, for items where the public 
is excluded from a particular item or meeting for reasons of confidentiality. 
These representatives will not form part of the membership of the committee. 

 
7.6.9  As a general rule, meetings of these committees, including the decision-

making and the deliberations leading up to the decision, should be held in 
public (unless the CCG has concluded it is appropriate to exclude the public)2 

 
7.6.10 In joint commissioning arrangements, the joint role of NHS England in 

decision-making will provide an additional safeguard in managing conflicts of 
interest. However, the CCG should still satisfy itself that it has appropriate 
arrangements in place in relation to conflicts of interest with regard to its own 
role in the decision-making process. 

 
7.6.11Where the CCG decides to include decisions on other commissioning issues 

within the remit of the committee, or designate an existing committee to 
incorporate the above responsibilities within their remit, they should ensure 
that the membership and chairing arrangements are compliant with the above 
requirements, or that, when dealing with primary care procurement issues, the 
participating membership and chairing arrangements are adjusted to meet 
these requirements. Where an existing committee is so designated, the above 
requirements on Healthwatch and Health and Wellbeing Board participation 
and on meeting in public apply for co-commissioning decisions. 

 
7.6.12 The arrangements for primary medical care decision making do not preclude 

GP participation in strategic discussions on primary care issues, subject to 
appropriate management of conflicts of interest. They apply to decision-

                                                           
2
 As per the process for governing body meetings in paragraph 8(3), Schedule 1A of the NHS Act 

2006 (as amended). In joint commissioning arrangements, NHS England should follow the process in 
the Public Bodies (Admission to Meetings) Act 1960.   
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making on procurement issues and the deliberations leading up to the 
decision. 
 

7.6.13 The CCG will maintain a register of procurement decisions taken, including; 
 

 The details of the decision 

 Who was involved in making the decision 

 A summary of any conflicts of interest in relation to the decision and 
how this was managed 
  

7.6.14The register will be updated whenever a procurement decision is taken and 
must be made publically available by; 

 

 Ensuring that the register is available in a prominent place on the web 
site 

 Making the register available upon request for inspection at the CCG’s 
headquarters 

 
7.7 Managing Conflicts of Interests: CCG Incentive Scheme 
 

GP Practice members will be required to declare an interest in any 
discussions at governing body or committee meetings relating to Local 
Incentive Schemes which relate to their GP Practice.  Whilst GP practice 
members may participate in discussions at those meetings of the CCG 
regarding the recommendations for development of the local incentive 
scheme they shall withdraw from any decisions at the governing body or 
Committee regarding approval of the scheme.  Any approval of payments to 
GP Practices under the incentive scheme will be made (as a minimum) by the 
chief officer together with the chief finance officer, or their nominated 
representatives in line with the CCG's financial scheme of delegation. 

 
7.8 Concerns re conflicts of interests or ethical misconduct 

Individuals who have concerns regarding conflict of interest or ethical 
misconduct either in respect of themselves or colleagues, should raise it in the 
first instance with their manager.  Alternatively, they can raise it as an issue 
using the whistleblowing policy.  If the concern relates to any suspected 
fraudulent practice, staff should follow the advice given in section 14 of this 
document. 

 
8. Confidentiality 
 
8.1   Employees, CCG members, members of the governing body, or a member of 

a committee or a sub-committee of the CCG or its governing body should be 
particularly careful using or making public, internal information of a 
confidential nature, particularly regarding details covered under the Data 
Protection Act 1998 or other legislation whether or not disclosure is prompted 
by the expectation of personal gain. 

 



 

SCCG Standards of Business Conduct and Declarations of Interest Policyv3.0   

8.2 Disclosure of information which counts as “commercial in confidence” and 
which might prejudice the principle of a purchasing system based on fair 
competition may be subject to scrutiny and disciplinary or criminal action or 
both. 
 

8.3 This does not affect the CCG’s grievance or complaints procedures in terms 
of freedom of expression and is not intended to restrict any of the freedoms 
protected under Article 10 of the Human Rights Act 1998.  It is designed to 
complement professional and ethical rules, guidelines and codes of conduct 
on an individual’s freedom of expression. 
 

8.4 An employee or individual who has exhausted all the locally established 
procedures, including reference to the whistleblowing policy, and who has 
taken account of advice which may have been given, may wish to consult their 
MP or the secretary of state for health in confidence. Extreme caution should 
be exercised by anyone considering contacting the media.   
 

8.5 Section 43B (1) of the Public Interest Disclosure Act 1998 provides protection 
for disclosure of information where the reasonable belief of the worker making 
the disclosure, tends to show that:- 
 

a. A criminal offence has been committed, is being committed or is 
likely to be committed, 
 

b. That a person has failed, is failing or is likely to fail to comply with 
any legal obligation to which he is subject,  

 
c. That a miscarriage of justice has occurred, is occurring or is likely to 

occur,  
 

d. That the health or safety of any individual has been, is being or is 
likely to be endangered,  

 
e. That the environment has been, is being or is likely to be damaged, 

or 
 

f. That information tending to show any matter falling within points a. 
to e. has been, is being or is likely to be deliberately concealed. 

 
8.6 Protection from disclosure to the media is highly unlikely to be given, if the 

person making the disclosure has not exhausted all internal and external 
avenues. 
 

8.7 Any employee, member of the governing body, or a member of a committee 
or a sub-committee of the governing body making a disclosure to the media 
should be mindful that any information that they provide may be 
misinterpreted thus undermining their genuine concern and potentially wrongly 
threatening the reputation of colleagues and the CCG. In addition, if they 
choose to contact the media and the disclosure is not protected by the Public 
Interest Disclosure Act 1998 their actions might constitute misconduct and will 
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be considered in accordance with the CCG’s Disciplinary Policy and 
Procedure. 

 
9. Use of resources 
 

All managers are required (under the Code of Conduct for NHS Managers) to 
use the resources available to them in an effective, efficient and timely 
manner having proper regard to the best interests of the public and patients.  

 
10. Fraud/Theft 
 

If anyone suspects theft, fraud, or other untoward events taking place at work 
they should: 

 

 Make a note of the concerns and; 

 In the case of theft contact the Local Security Management Specialist; 

 In the case of fraud contact the Local Counter Fraud Specialist on or 
the Chief Finance Officer; 

 They can also report to the national NHS Fraud and Corruption 
Reporting Line on 0800 028 40 60 or www.reportnhsfraud.nhs.uk.  

 
Staff should not be afraid of raising concerns and will not experience any 
blame or recrimination as a result of making any reasonably held suspicion 
known. 

 
If staff have any concerns about any of the issues raised in this document, 
they should contact their manager or human resources manager. 

 
11. Non-compliance with Policy  
 

Failure to notify the CCG of an appropriate conflict of interest, additional 
employment or business may lead to disciplinary action against the individual 
including potential dismissal or removal from office in accordance with the 
CCG’s Disciplinary Policy and procedure and/or criminal action (including 
prosecution) under the relevant legislation. 
 
A review of lessons learned will be conducted by the chief officer following 
any incident of non-compliance with this policy and the report to be reviewed 
by the CCG’s Audit Committee. 
 

12. Linked Policies/Guidance 
  

 NHS England: Managing Conflicts of Interest: Statutory Guidance for 
CCGs    

 CCG Constitution 

 NHS England: Standards of Business Conduct Policy 
Copies of this document are available on the Department of Health 
website:  http://www.england.nhs.uk/wp-content/uploads/2012/11/stand-
bus-cond.pdf  

http://www.reportnhsfraud.nhs.uk/
http://www.england.nhs.uk/wp-content/uploads/2012/11/stand-bus-cond.pdf
http://www.england.nhs.uk/wp-content/uploads/2012/11/stand-bus-cond.pdf
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 Standards for members of NHS Boards and Clinical Commissioning Group 
governing bodies in England published by the Professional Standards 
Authority for Health and Social Care 
http://www.professionalstandards.org.uk/docs/psa-library/november-2012--
-standards-for-board-members.pdf?sfvrsn=0ABPI Code of Professional 
Conduct relating to hospitality/gifts from pharmaceutical/external industry 

 Fraud Policy and Response Plan 

 Raising Concerns at Work policy 

 Guidance to staff on completion of travel and subsistence claims 

 Intellectual Property Policy 

 Research Governance Policy 

 Secondary Employment guidance as referred to in the standard contract of 
employment for staff with their respective CCG 

 Code of Conduct and Code of Accountability for NHS Boards 

 Institute of Purchasing and Supply 
A copy of the ethical code of the Institute of Purchasing and Supply is 
shown in Appendix B. 

 

13. Further information 

 
If there are any queries on declaration of interests, acceptance or registering 
of gifts etc, the head of corporate affairs, chief finance officer or chief officer 
can be contacted for further information. 

 
14. Monitoring, Review and Archiving 

 
14.1 Monitoring  
 

The governing body will ensure there is a method for monitoring the 
dissemination and implementation of this policy. Monitoring information will be 
recorded in the policy database.  

 
14.2 Review  
 
14.2.1 The governing body will ensure that this policy document is reviewed in 

accordance with the timescale specified at the time of approval.  No policy or 
procedure will remain operational for a period exceeding three years without a 
review taking place.  

 
14.2.2 Staff who become aware of any change which may affect a policy should 

advise their line manager as soon as possible. The governing body will then 
consider the need to review the policy or procedure outside of the agreed 
timescale for revision.  

 
14.2.3 For ease of reference for reviewers or approval bodies, changes should be 

noted in the ‘version control’ table on the second page of this document.  
 
NB: If the review consists of a change to an appendix or procedure document, 
approval may be given by the sponsor director and a revised document may 

http://www.professionalstandards.org.uk/docs/psa-library/november-2012---standards-for-board-members.pdf?sfvrsn=0
http://www.professionalstandards.org.uk/docs/psa-library/november-2012---standards-for-board-members.pdf?sfvrsn=0
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be issued. Review to the main body of the policy must always follow the 
original approval process. 
 

14.3 Archiving  
 

The governing body will ensure that archived copies of superseded policy 
documents are retained in accordance with Records Management: NHS Code 
of Practice 2009.  
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15. Equality Analysis 
 

Title of Policy: 
SCCG CO19 Standards of Business Conduct and 
Declarations of Interest Policy 

Short description 
of Policy (e.g. 
aims and 
objectives): 

To ensure exemplary standards of business conduct are adhered 
to, as public servants, by Governing body members, committee 
and sub-committee members and employees of the CCG (as well 
as individuals contracted to work on behalf of the CCG or 
otherwise providing services or facilities to the CCG such as those 
within commissioning support services).   Through this Policy 
individuals will be aware of their own responsibilities as well as the 
CCG’s responsibilities as a corporate body (including the 
constituent Member Practices).  The Policy also sets out the 
responsibilities of the CCG as employers, especially in light of the 
individual and corporate obligations set out in the Bribery Act 
2010. 

Directorate Lead: Corporate Affairs and Governance 

Is this a new or 
existing policy? 

Existing 

 

Equality Group  
Does this policy have a positive, neutral or 
negative impact on any of the equality groups? 
Please state which for each group. 

Age Neutral 

Disability Neutral 

Gender 
Reassignment 

Neutral 

Marriage And 
Civil Partnership 

Neutral 

Pregnancy And 
Maternity 

Neutral 

Race Neutral 

Religion Or Belief  Neutral 

Sex Neutral 

Sexual 
Orientation  

Neutral 

Carers Neutral 

 

Screening 
Completed By 

Job Title and 
Directorate 

Organisation Date 
completed 

Liane Cotterill 
Senior Governance 
Manager 

North of 
England CSU 

30/12/2014 

 

 Director’s 
Name  

Director’s Signature Organisation Date 

David Gallagher 
 

 NHS 
Sunderland 
CCG 

14/1/15 

 



 

SCCG Standards of Business Conduct and Declarations of Interest Policyv3.0   

Appendix A 

The Nolan Principles on Standards in Public Life 
 
The Nolan Committee was set up in 1994 to examine concerns about standards of 
conduct of all holders of public office, including arrangements relating to financial 
and commercial activities, and make recommendations as to any changes in 
arrangements which might be required to ensure the highest standards of propriety 
in public life.  The committee published “seven principles of Public Life”, which it 
believes should apply to all those operating in the public sector.  These principles 
should be adopted by CCG staff and are as follows: 
 
Selflessness 
Holders of public office should act solely in terms of the public interest.  They should 
not do so in order to gain financial or other benefits for themselves, their family or 
their friends. 
 
Integrity 
Holders of public office should not place themselves under any financial or other 
obligation to outside individuals or organisations that might seek to influence them in 
the performance of their official duties. 
 
Objectivity 
In carrying out public business, including making public appointments, awarding 
contracts, or recommending individuals for rewards and benefits, holders of public 
office should make choices on merit. 
 
Accountability 
Holders of public office are accountable for their decisions and actions to the public 
and must submit themselves to whatever scrutiny is appropriate to their office. 
 
Openness 
Holders of public office should be as open as possible about all the decisions and 
actions that they take.  They should give reasons for their decisions and restrict 
information only when the wider public interest clearly demands. 
 
Honesty 
Holders of public office have a duty to declare any private interests relating to their 
public duties and to take steps to resolve any conflicts arising in a way that protects 
the public interest. 
 
Leadership 
Holders of public office should promote and support these principles by leadership 
and example. 
 
All staff will be expected to adopt these principles when conducting official business 
for and on behalf of the CCG so that appropriate ethical standards can be 
demonstrated at all times. 
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Appendix B 
 

Institute of Purchasing and Supply (IPS) – Ethical Code 
(Reproduced by kind permission of IPS) 

 
1. Introduction 
 

The code set out below was approved by the Institute's Council on 26 
February 1977 and is binding on IPS members. 

 
2. Precepts 
 

Members shall never use their authority or office for personal gain and shall 
seek to uphold and enhance the standing of the Purchasing and Supply 
profession and the Institute by: 

 
a. maintaining an unimpeachable standard of integrity in all their business 

relationships both inside and outside the organisations in which they are 
employed; 
 

b. fostering (the highest possible standards of professional competence 
amongst those for whom they are responsible; 

 
c. optimising the use of resources [or which they are responsible to provide 

the maximum benefit to their employing organisation; 
 

d. complying both with the letter and the spirit of; 
i. the law of the country in which they practise; 
ii. such guidance on professional practice as may be issued by the 

Institute from time to time; 
iii. contractual obligations; 

 
e. rejecting any business practice which might reasonably be deemed 

improper. 
 
3. Guidance 
 

In applying these precepts, members should follow the guidance set out 
below: 

 
a. Declaration of interest.    

Any personal interest which may impinge or might reasonably be deemed 
by others to impinge on a member's impartiality in any matter relevant to 
his or her duties should be declared. 
 

b. Confidentiality and accuracy of information 
The confidentiality of information received in the course of duty should be 
respected and should never be used for personal gain; information given 
in the course of duty should be true and fair and never designed to 
mislead. 
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c. Competition.  
While bearing in mind the advantages to the member's employing 
organisation of maintaining a continuing relationship with a  supplier, any  
relationship which might, in the long term, prevent the effective operation 
of fair competition should be avoided. 
 

d. Business Gifts. 
Business gifts other than items of very small intrinsic value such as 
business diaries or calendars should not be accepted. 
 

e. Hospitality.  
Modest hospitality is an accepted courtesy of a business relationship.   
However, the recipient should not allow him or herself to reach a position 
whereby he or she might be deemed by others to have been influenced in 
making a business decision as a consequence of accepting such 
hospitality; the frequency and scale of hospitality accepted should not be 
significantly greater than the recipient's employer would be likely to provide 
in return. 
 

f. When it is not easy to decide between what is and is not acceptable in 
terms of gifts or hospitality, the offer should be declined or advice sought 
from the member's superior. 
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Appendix C 
 

 
 

Notification of Receipt of Hospitality, Gifts or Sponsorship 

Name (please print) 
 

Position within CCG  
 

Contact Telephone Number 
 

Details of the Hospitality, Gift or Sponsorship 
and the approximate value.   
 
 
Please also give details of the form in which 
the hospitality was accepted e.g. tickets, 
cheque, and voucher. 

 

Organisation / Person offering the hospitality, 
gif or sponsorship. 
 
Please include the address and contact 
number. 

 

Date the gift was offered 
 

Purpose of the gift 

 

The reason for accepting the offer 
 

The reason for refusing the offer 
 

Any other relevant information 
 

Signed:  Date:  

Signature of Line 
Manager (where 
relevant): 

 Date:  

Please forward to: Head of Corporate Affairs 
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Appendix D 

Declaration of conflict of interests for bidders/contractors template 

 

 
 

Bidders/potential contractors/service providers declaration form:  
financial and other interests 

 
This form is required to be completed in accordance with the CCG’s Constitution, and 
s140 of the NHS Act 2006 (as amended by the Health and Social Care Act 2012) and 
the NHS (Procurement, Patient Choice and Competition) (No2) Regulations 2013 and 
related guidance  
 
Notes:  

 All potential bidders/contractors/service providers, including sub-contractors, 
members of a consortium, advisers or other associated parties (Relevant 
Organisation) are required to identify any potential conflicts of interest that could arise 
if the Relevant Organisation were to take part in any procurement process and/or 
provide services under, or otherwise enter into any contract with, the CCG, or with 
NHS England in circumstances where the CCG is jointly commissioning the service 
with, or acting under a delegation from, NHS England. If any assistance is required in 
order to complete this form, then the Relevant Organisation should contact [specify].  

 The completed form should be sent to [specify].  

 Any changes to interests declared either during the procurement process or during 
the term of any contract subsequently entered into by the Relevant Organisation and 
the CCG must notified to the CCG by completing a new declaration form and 
submitting it to [specify].  

 Relevant Organisations completing this declaration form must provide sufficient detail 
of each interest so that the CCG, NHS England and also a member of the public 
would be able to understand clearly the sort of financial or other interest the person 
concerned has and the circumstances in which a conflict of interest with the business 
or running of the CCG or NHS England (including the award of a contract) might 
arise.  

 If in doubt as to whether a conflict of interests could arise, a declaration of the interest 
should be made.  

 
Interests that must be declared (whether such interests are those of the Relevant Person 

themselves or of a family member, close friend or other acquaintance of the Relevant 

Person), include the following: 

 the Relevant Organisation or any person employed or engaged by or otherwise 
connected with a Relevant Organisation (Relevant Person) has provided or is 
providing services or other work for the CCG or NHS England;  

 a Relevant Organisation or Relevant Person is providing services or other work for 
any other potential bidder in respect of this project or procurement process;  
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 the Relevant Organisation or any Relevant Person has any other connection with the 
CCG or NHS England, whether personal or professional, which the public could 
perceive may impair or otherwise influence the CCG’s or any of its members’ or 
employees’ judgements, decisions or actions.  

 

Declarations: 

Name of Relevant 
Organisation: 

 

Interests 

Type of Interest Details 

Provision of 
services or other 
work for the CCG 
or NHS England 

 

Provision of 
services or other 
work for any other 
potential bidder in 
respect of this 
project or 
procurement 
process  

 

Any other 
connection with 
the CCG or NHS 
England, whether 
personal or 
professional, which 
the public could 
perceive may 
impair or otherwise 
influence the 
CCG’s or any of its 
members’ or 
employees’ 
judgements, 
decision or action  

 

Name of Relevant 
Person 

(complete for all Relevant Persons) 

Interests 

Type of interest Details Personal interest or 
that of a family 
member, close friend 
or other 
acquaintance 

Provision of 
services or other 
work for the CCG 

  



 

SCCG Standards of Business Conduct and Declarations of Interest Policyv3.0   

or NHS England 

Provision of 
services or other 
work for any other 
potential bidder in 
respect of this 
project or 
procurement 
process 

  

Any other 
connection with 
the CCG or NHS 
England, whether 
personal or 
professional, which 
the public could 
perceive may 
impair or otherwise 
influence the 
CCG’s or any of its 
members’ or 
employees’ 
judgements, 
decisions or 
actions  

  

 

To the best of my knowledge and belief, the above information is complete and 

correct. I undertake to update as necessary the information. 

 

Signed: 

 

On behalf of: 

 

Date: 
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Appendix E 

 

 

Declaration of interest form for member / employee/ governing body member / 
committee or sub-committee member (including committees and sub-

committees of the governing body) [delete as appropriate]  
financial and other interests 

 
This form is required to be completed in accordance with the CCG’s Constitution and 

section 14O of The National Health Service Act 2006, the NHS (Procurement, Patient 

Choice and Competition) regulations 2013 and the Substantive guidance on the 

Procurement, Patient Choice and Competition Regulations 

Notes: 

 Each CCG must make arrangements to ensure that the persons mentioned above 
declare any interest which may lead to a conflict with the interests of the CCG and /or 
NHS England and the public for whom they commission services in relation to a 
decision to be made by the CCG and/or NHS England or which may affect or appear 
to affect the integrity of the award of any contract by the CCG and/or NHS England.  

 A declaration must be made of any interest likely to lead to a conflict or potential 
conflict as soon as the individual becomes aware of it, and within 28 days.  

 If any assistance is required in order to complete this form, then the individual should 
contact [specify].  

 The completed form should be sent by both email and signed hard copy to [specify].  

 Any changes to interests declared must also be registered within 28 days by 
completing and submitting a new declaration form.  

 The register will be published [specify how, or how otherwise made available to the 
public and whether there will be any circumstances where information will be 
redacted].  

 Any individual – and in particular members and employees of the CCG and/or NHS 
England- must provide sufficient detail of the interest, and the potential for conflict 
with the interests of the CCG and/or NHS England and the public for whom they 
commission services, to enable a lay person to understand the implications and why 
the interest needs to be registered.  

 If there is any doubt as to whether or not a conflict of interests could arise, a 
declaration of the interest must be made.  

 
Interests that must be declared (whether such interests are those of the individual 
themselves or of a family member, close friend or other acquaintance of the individual) 
include:  

 roles and responsibilities held within member practices;  

 directorships, including non-executive directorships, held in private companies or 
PLCs;  



 

SCCG Standards of Business Conduct and Declarations of Interest Policyv3.0   

 ownership or part-ownership of private companies, businesses or consultancies likely 
or possibly seeking to do business with the CCG and /or with NHS England  

 shareholdings (more than 5%) of companies in the field of health and social care;  

 a position of authority in an organisation (e.g. charity or voluntary organisation) in the 
field of health and social care;  

 any connection with a voluntary or other organisation (public or private) contracting 
for NHS services;  

 research funding/grants that may be received by the individual or any organisation in 
which they have an interest or role;  

 any other role or relationship which the public could perceive would impair or 
otherwise influence the individual’s judgment or actions in their role within the CCG.  

 
If there is any doubt as to whether or not an interest is relevant, a declaration of the 

interest must be made. 

Declaration: 

Name   

Position within or 
relationship with, 
the CCG or NHS 
England:  

 

Interests 

Type of interest Details Personal interest or 
that of a family 
member, close friend 
or other 
acquaintance? 

Roles and 
responsibilities 
held within 
member practices 

  

Directorships, 
including non-
executive 
directorships, held 
in private 
companies or PLCs 

  

Ownership or part-
ownership of 
private companies, 
businesses or 
consultancies 
likely or possibly 
seeking to do 
business with the 
CCG and/or with 
NHS England 

  

Shareholdings 
(more than 5%) of 
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the companies in 
the field of health 
and social care 

Positions of 
authority in an 
organization (e.g. 
charity or voluntary 
organization) in the 
field of health and 
social care 

  

Any connection 
with a voluntary or 
other organisation 
contracting for 
NHS services 

  

Research 
funding/grants that 
may be received by 
the individual or 
any organisation 
they have an 
interest or role in 

  

[Other specific 
interests?] 

  

Any other role or 
relationship which 
the public could 
perceive would 
impair or otherwise 
influence the 
individual’s 
judgment or 
actions in their role 
within the CCG 
and/or with NHS 
England. 

  

 

To the best of my knowledge and belief, the above information is complete and 
correct. I undertake to update as necessary the information provided and to review 
the accuracy of the information provided regularly and no longer than annually. I give 
my consent for the information to be used for the purposes described in the CCG’s 
Constitution and published accordingly.  
 
Signed:  
 
Date:  
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Appendix F 
 

 
 

Procurement Declaration Form  
(to be used when commissioning services from GP Practices, including 

provider consortia, or organisations in which GPs have a financial interest) 
 
Service: 

Question Comment/Evidence 

Questions for all three procurement routes 

How does the proposal deliver good or 
improved outcomes and value for money – 
what are the estimated costs and the 
estimated benefits? 
How does it reflect the CCG’s proposed 
commissioning priorities? 
How does it comply with the CCG’s 
commissioning obligations? 

 

How have you involved the public in the 
decision to commission this service? 

 

What range of health professionals have 
been involved in designing the proposed 
service? 

 

What range of potential providers have 
been involved in considering the proposals? 

 

How have you involved your Health and 
Wellbeing Board(s)? How does the 
proposal support the priorities in the 
relevant joint health and wellbeing strategy 
(or strategies)? 

 

What are the proposals for monitoring the 
quality of the service? 

 

What systems will there be to monitor and 
publish data on referral patterns? 

 

Have all conflicts and potential conflicts of 
interests been appropriately declared and 
entered in registers which are publicly 
available? Have you recorded how you 
have managed any conflict or potential 
conflict? 

 

Why have you chosen this procurement 
route?* 

 

What additional external involvement will 
there be in scrutinising the proposed 
decisions? 

 

How will the CCG make its final 
commissioning decision in ways that 
preserve the integrity of the decision-
making process and award of any contract? 
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Additional question when qualifying a provider on a list or framework or pre selection for 
tender (including but not limited to any qualified provider) or direct award  (for services 
where national tariffs do not apply) 

How have you determined a fair price for 
the service? 

 

 

 Additional question when qualifying a provider on a list or framework or pre selection for 
tender (including but not limited to any qualified provider) where GP practices are likely to 
be qualified providers 

How will you ensure that patients are aware 
of the full range of qualified providers from 
whom they can chose? 

 

 

Additional questions for proposed direct awards to GP providers 

What steps have been taken to 
demonstrate that the services to which the 
contract relates are capable of being 
provided by one provider? 

 

In what ways does the proposed service go 
above and beyond what GP practices 
should be expected to provide under the 
GP contract? 

 

What assurances will there be that a GP 
practice is providing high-quality services 
under the GP contract before it has the 
opportunity to provide any new services? 

 

 
* 

Taking into account all relevant regulations (e.g. the NHS (Procurement, patient choice and 

competition) (No 2) Regulations 2013 and guidance (e.g. that of Monitor). 
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Item: 10.1 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 

GOVERNING BODY 
20th January 2015 

 

Report Title 

 

 

SCCG Assurance Report – January 2015 

 

Purpose of report 

 

To provide the Governing Body with the current 

position against the CCG Assurance Framework 

requirements and delivery against the CCG 

Operational Plan 2014/15 and the Delivery 

Dashboard in 2014/15. 

 

 

Key issues, assurances and risks 

 

 

Key performance Risks: 
 

 A and E 4 hour waits* 

 HCAI, particularly MRSA* 

 IAPT Access and Recovery* 

 AstroPU (not on the Delivery Dashboard but 
local issue)* 

 Cancelled Operations who were given a To 
Come In (TCI) date within 28 days of original 
appointment 

 Delayed Transfers of Care (Better Care Fund 
although not related to payment for 
performance) 

 18 Weeks – Over 52 Week Waiters 

 First Outpatient Attendances 

 Emergency Readmissions 

 Friends and Family Test Inpatient Response 
Rate 

 Breast Service at CHS NHSFT 

 Urology RTT at CHS NHSFT 

 
Please note this report provides an overall risk to 

delivery rating on the Plan on a Page for each 
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transformational programme which will provide the 

Governing Body with a clearer understanding of 

progress. 

This report includes a more in depth report on the 

actions being taken to address the consistent high 

level risks above (denoted with asterisk). 

The outcome of the Quarter 2 Checkpoint meeting 

with the Area Team is attached as an Appendix and 

notes the Area Team were assured on all 6 

Commissioning Domains both by the evidence in the 

report and the checkpoint meeting.  The quarter 3 

checkpoint meeting was cancelled by the Area Team 

and is not expected to be reconvened although the 

quarter 4 and full year review should still take place.  

 

Recommendation/Action Required 

 

 

The Governing Body is recommended to: 

 Note both the position against the  

Delivery Dashboard and progress to date 

against the CCG Operational Plan 2014/15 

 Note the use of proxy measures within the 

Outcome Measures domain where published 

data is annual 

 Note the Q2 Checkpoint Outcome 

 Note the predicted CCG Quality Premium 

payment in 2014/15. 

 

Sponsoring Governing Body member  

(where relevant) 
Debbie Burnicle 

Report Author 
Matt Thubron, Lynsey Caizley 

 

Governance and assurance  

 

Link to CCG corporate objectives* 

(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

      

Any relevant legal/statutory issues No 

Are the identified risks on the Risk 

Register?  

(If so please include reference number) 

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

CO1 - Ensure the CCG meets it public accountability duties 

CO2 - Maintain financial control and performance targets 

CO3 - Maintain and improve the quality and safety of CCG commissioned services 

CO4 - Ensure the CCG involves patients and the public in commissioning and  

  reforming services  

CO5 - Identify and deliver the CCG’s strategic priorities 

CO6 - Develop the CCG localities 

 

 

 

 

Any information governance issues  No 

If report has been previously reviewed 

please specify which Committee and 

date of meeting 

December 2014 Executive Committee  

Equality Impact Assessment completed 

(please tick)  
Yes  No  

Not 

relevant 
 

Key implications for the following: 

Any additional resources needed? 
 

No 

 

Has there been appropriate clinical 

engagement?  

Yes via the clinical leads and Executive GP leads 

 

Any impact on patient outcomes? 
Yes as per the Executive Summary and more detail 

is provided to the Executive Committee each month. 

 

Has there been member/stakeholder 

engagement if needed?   

Yes via the Programme Boards which are multi 

agency and via specific operational groups and 

contract management meetings e.g. the HCAI group 

with CHS and the NTW contract meetings re IAPT 
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Governing Body 

NHS Sunderland CCG Assurance Framework – Executive Summary 

20th January 2015 

 
1. Purpose 

The purpose of this report is to provide the Governing Body with an update in relation 
to the current position for the CCG against the CCG assurance framework and 
progress with delivery of the operational plan transformation programmes for 2014/15.   
 
The Delivery Dashboard is now fully aligned to the national CCG Assurance 
Framework.  A performance summary sheet is now included, this counts indicators by 
RAG rating on current performance and provides a visual comparison against the 
previous period. 
 
Please note, that due to the availability of data so far in 2014/15 some health and 
quality outcomes and certain quality premium indicators have no performance 
reported.  Data flows are currently being established and will be included when they 
become available.  These are highlighted in the delivery dashboard  

 
2. Proxy Measures 

Proxy measurement is a method of determining certain outcomes when you do not 
have the ability to measure the exact value, for one reason or another.   
 
Domain 3 of the interim assurance framework includes a number of longer term health 
outcome indicators which are not published routinely in the NHS.  They require a 
longer period of data and rely on national comparisons which are often not available in 
year and results are usually published 6 monthly, annually and bi-annually.   
 
These measures often have a very detailed and complex calculation definition and 
replication locally is sometimes not possible.  NECS have agreed, where possible to 
include within the standard datasets, a local interpretation of these definitions using 
data currently available to CCGs e.g. Secondary Care Data.  Secondary Care Data is 
available monthly but is refreshed annually to allow formal publication which is the 
main reason why most measures when calculated using local data, are classed as 
proxy measures. 
 
The use of proxy measures within the delivery dashboard gives us the ability to gauge 
the progress of the CCGs activities and predict the current position without having to 
wait for nationally published data.  This method however, is not recommended for all 
measures and detailed work is ongoing to understand the implications of using proxy 
data on a number of measures.   
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Where proxy data has been used within the scorecard, a flag has been included so the 
Executive know which are proxy measures and which are nationally published.  Where 
any measures are rated as grey, proxy data is not available given the 
complexities of the calculations. 

 
3. Changes since last report 

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

 Referral to Treatment (RTT) – Pressures still remain in Urology and Gynaecology at 
CHSFT.  CHSFT has provided an updated action plan regarding the delivery of 18 
weeks for these two specialties which is being reviewed by the Provider 
Management Group which will be discussed at a dedicated meeting with Urology on 
12th January 2015.  CHSFT has given a commitment to achieving the RTT standard 
for Gynae by January 2015 and the Trust are working on achieving the standards 
for Urology by the end of the financial year.  CHSFT is in the process of increasing 
physical capacity on site and are looking to sub-contract additional work to enable 
increased activity to deliver 18 weeks.  The Trust are also working with the 
directorate around recruiting additional staff, streamlining pathways and have 
recently carried out additional activity in October and November as part of the 
national drive to reduce the number of long waiters.  CHS were allocated an 
additional £200,000 (134 cases) for Urology and local information shows an 
improvement in the number of long waiters.   

 
NHS England have undertaken a further piece of work nationally around long 
waiters and have identified an opportunity for the use of the Independent Sector 
(I.S.) to undertake additional activity from acute trusts.  Orthopaedics was identified 
at CHS NHSFT as an outlier and £1.4m has been allocated to CHS NHSFT to 
utilise the sector (551 cases) to carry out additional activity over the coming months 
to further reduce long waiters.  CHS NHSFT are currently reviewing this and 
working through the actual number of procedures that could be transferred.   

 

 CHSFT submitted 14 over 52 week waiters in September for Urology all of which 
have now been treated or removed (where patients no longer require treatment), 
with one exception.  One of the patients was cancelled by CHS on 17/10/14 as 
there were no beds available, they were then offered the next available TCI date of 
3/11/14 but the patient declined this, however the patient has now been treated. 
Due to ongoing implementation of the new access policy at CHS, their Directorates 
have undertaken a more detailed review of waiting lists and unfortunately found a 
further 2 over 52 week waiters, one urology and the other orthopaedics.  Both 
pathways were incorrectly closed down due to complexities in the pathways and 
interpretation of 18 week rules and both pathways have been reopened and the 
patients are in the process of being booked in for surgery.  As a result CHS are 
reinforcing the policy and ensuring refresher training is undertaken in each 
Directorate.  The CCG has also asked for an action plan on implementing the 
access policy and CHS will be part of national training on access policies at the end 
of January. 
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As mentioned previously, due to the issues on-going with Urology across a number 
of indicators, the Provider Management Group have requested a stocktake into 
Urology with local commissioners and CHSFT.  The stocktake will allow the action 
plans to be reviewed and challenged and a clinical dialogue between 
commissioners and the Trust.  This is scheduled for the 12th January 2015. 
 
The action plan for Urology also addresses particularly issues relating to cancer 
pathways, diagnostics and the issues identified relating to the over 52 week waiters. 

 

 Contractually, CHSFT failed to achieve the 95% standard for A&E 4 hour wait for 
Quarters One and Two.  As part of the safe closure of Grindon Lane, CHSFT had 
agreed an activity sharing arrangement with South Tyneside NHSFT and Monitor.  
However, failure by CHSFT to submit the required data returns nationally meant 
that the increased activity (and subsequent better performance) was not recognised 
by NHS England and consequently not attributed to the CCG.  It is also to be noted, 
that despite the improved performance associated with the change in provision, 
CHSFT did not manage to achieve the standard for Q2.  CHS NHSFT has also 
failed the Q3 target of 95% and delivery for the full year is now unlikely.   

 
Pressure continues within the Emergency Department (ED) over the winter period, 
with an estimated 24% increase in “Type 1” attendances for the Christmas period in 
comparison to the same period last year.  The increase, which was partly expected 
due to the closure of Grindon Lane, is in-keeping with pressures observed across 
the region.  However, the CCG is working with both CHSFT and NDUC to review 
clinical pathways and ensure patients are being streamed to the most suitable place 
for their needs (e.g. work on the directory of services via 111). 
 
The Executive to Executive escalation meetings between CHS, NEAS and the CCG 
continue to meet every two weeks to check and challenge that all that could be 
done is being done to address the pressures.  The late January meeting will focus 
on the CHS capital plan for the new Emergency Department to ensure it does 
reflect the CCG specification for the big front door and a primary care triage being 
the first response for all patients unless clearly emergency.  The Trust had agreed 
to operate to the specification wherever possible from October 2014 in advance of 
the new build although there are some concerns over the extent to which this has 
happened to date so this is also under review. 
 
The Executive to Executive meetings along with the Urgent Care Board continue to 
review the Emergency Care Intensive Support Team (ECIST) recommendations to 
see what can be actioned and when. In support of this, a dedicated project manager 
(via ECIST) will be working with CHSFT over the coming months, with a view to 
delivering the ECIST recommendations within the report as a matter of urgency.  

 
An urgent “Resilience Group” was convened with all key stakeholders across the 
city (at the behest of NHSE and in response to a national increase in A&E 
pressures).  The meeting was with a view to assuring NHS England that all actions 
that could be taken were underway.  As a consequence of this meeting, the Group 
were able to identify a number of key actions that would help to improve the delivery 
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of care across the City.  This included the support of the “Flight Desk” by CHSFT ( a 
real time dashboard of information on system capacity to aid decision making by 
NEAS), the authorisation for NEAS to undertake diversions “as required” and the 
increased use of alternative services by NEAS (e.g. Urgent Care Teams) as an 
alternative to A&E.  
 
A secondee from NEAS has started working with the CCG at least for the next year, 
using the experience and knowledge of the service and the relationships with the 
service to ensure the NEAS actions and supported CCG funding are actively 
managed and progressed along with the other system changes. 

 

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

 
All existing two week wait referrals will be seen by the CHS Team, with oversight by 
a General Surgeon and any patient confirmed with a cancer diagnosis being 
referred to NUTH for on-going care.   
 
All new referrals will go to other providers via choose and book, with CHS being 
removed from the Choose and Book option. Work is underway to re-commission a 
service delivered in Sunderland as soon as possible. 
 
Regular meetings have been scheduled in to understand the impact, particularly the 
quality, safety and patient experience and further updates will be given.   All 
Practices have been informed.  

 

 CCG Quality and Health Outcomes and Quality Premium Indicators 

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

 

 MRSA at CHSFT – Remains at two cases based on nationally published data, 
one of which is a Sunderland resident and was related to Urology.  The HCAI 
Improvement Group has identified that more could have been done to prevent 
this case and as such have recommended to the Provider Management Group 
that the contractual financial sanction be applied.  One further case has been 
reported in August by CHS and recommendations from the HCAI group are that 
the case was unavoidable.    

 

 Astro PU – SCCG cost per ASTRO-PU has increased in September from £3.84 
to £4.16. This increase in ASTRO-PU values has been replicated in both the 
Area team and National figures. As a result, SCCG continues to show slightly 
increased % variance of 10.2% to the Area Team and 21.1% variance to National 
figures. 

 
There are considerable pressures on the SCCG prescribing budget as a 
consequence of: 
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 case finding 

 treating appropriately 

 positive NICE Technology Appraisals 

 development of prescribing guidelines  

 transfer of care to GPs 

 new drugs being made available 

 category M price changes 

 NCSO (No cheaper stock obtainable) 
 

The following actions are being taken to address the current issues: 

 Additional SCCG staff now in post (1.7fte pharmacists and 1.0 fte project 
support.) to support the Medicines Optimisation team (MOT).  Staff are 
funded until 31st March 2016. 

 Paper for additional Medicines Optimisation practice based pharmacist and 
technician support from January 2015 to 31st March 2016 has been 
approved.  Working models are being developed. It is expected, there will be 
a time lag to recruitment. 

 Additional support (0.2FT) continues to be commissioned from the Regional 
Drugs and Therapeutics Centre and from Prescribing support Services.  

 Intrahealth and Oakfields are aware of need to demonstrate cost-efficiencies 
within the care homes.   A review is being undertaken of the care homes 
services within Sunderland North, East, West and Washington (Coalfields is 
under a different work stream) 

 The Medicines Optimisation team has developed a QIPP programme and 
potential savings have been identified. 

 Elements of the Medicines Optimisation QIPP programme have been 
included in the 2014-15 Local Incentive Scheme. – Practices are engaging in 
the LIS process, there is concern that cost savings within the therapeutic 
areas of the LIS are not being realised. Pharmicus has been requested to 
meet with SCCG MOT to discuss this. 

 The MOT will develop a proposal for further elements of the QIPP 
programme to be included within 2015-16 Local Incentive Scheme. – MOT 
are currently waiting to find out if there will be a LIS for 2015-16 and, if yes, 
will there be a MO section.  

 There will be an increased focus on Medicines Optimisation within TITO 
sessions. MO update has been extended in duration. MOT has had stand at 
all TITO’s except GP update.  The MOT has secured sessions on diabetes in 
January TITO 

 A joint formulary has been developed with CHS, and relevant stakeholders.  
Following on from agreement adherence to formulary will be monitored on a 
quarterly basis and additional support will be provided to outliers in order to 
address any clinical variation identified.  There has, however, been some 
issues relating to stakeholder engagement which has postponed agreement 
of the formulary drugs.  These are being resolved through formal discussion 
with relevant key leaders within the stakeholder groups.  

 Development and implementation of Local Prescribing Guidelines. These 
include: 
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 Management of glycaemic control in Type 2 diabetes.  Work is currently in 
progress and the MOT is working in collaboration with secondary care. 

 Lipid lowering guidelines.  MOT is waiting outcome of FATS guidelines and 
has requested engagement with secondary care via CHS Chief Pharmacist. 

 COPD – Work in progress and Respiratory Group scheduled to meet in the 
New Year. Inhaler Choice document to be finalised 

 Stoma – appliances and accessories - Completed 

 Oral nutrition supplements - Completed 

 Gluten free products - completed  

 Pain management – Not yet commenced 

 Production of therapeutic prescribing reports where Sunderland is an outlier, 
showing practice level data for benchmarking.  Diabetes report produced and 
well received. 

 Engagement and process with practice managers in relation to 
pharmaceutical waste and its management through repeat prescribing and 
repeat dispensing systems will be developed in collaboration with practice 
managers.  

 Guidance for practices who wish to work with the pharmaceutical industry is 
in draft format, to be finalised before circulation. 

 Further review and update of ScriptSwitch messages is being carried out.  
Provider continues to update ScriptSwitch with formulary choices and 
messages agreed within the SCCG Medicines Optimisation Committee 

 SCCG engagement with the Pharmaceutical Industry to identify innovative 
ways of working in the future.  To date,  Company Representatives have 
been seen, engagement has taken place within blood glucose monitoring, 
and rebate schemes have been considered (some accepted) 

 Agreement to explore the potential to collaborate with other CCGs via NECS 
on the QIPP agenda. – No progress to date 

 Newsletter is regularly produced to highlight key prescribing issues and is 
circulated to prescribers and other stakeholders. 

 

 IAPT Access and Recovery - The CCG have a trajectory to achieve an access rate 
of 15% by the end of 2014/15 and a recovery rate of 50%.  So far, NTW have 
achieved the access trajectory in months one, four, six and seven, however the 
forecast outturn remains slightly below the year to date trajectory at 14.5% against 
15%.  The recovery target has only been achieved in month 5, YTD performance 
seems to have plateaued around 45-46%, or 83 people who completed treatment 
and moving to recovery below trajectory.  Nationally published IAPT data (Quarter 1 
2014/15) indicates that the national IAPT access and recovery rates are 12.4% and 
45% respectively.  NHS England are concerned that CCG plans are now beginning 
to dip behind agreed trajectories, and rapid improvement and recovery will be 
needed to achieve trajectory ambition by year end.  The Area Team have requested 
CCGs submit a recovery plan to provide assurance that any issues are understood 
and actioned. 

 
It has now been reported nationally that in order to achieve the Quality Premium for 
this indicator, achievement will now be based on Q4 achievement of 3.75% rather 
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than the full year 15%.  This has raised some concerns nationally as CCGs could 
achieve the 15% for the full year but not the Q4 trajectory.  NHS England are 
currently reviewing this and we are awaiting final confirmation.  If confirmed 
Sunderland CCG should achieve the premium on current performance. 

 
In previous reports we have discussed the issues relating to the measurement of 
recovery for the recovery target.  Nationally the issues with measuring recovery 
have been raised including conversations between SCCG and the national team.  
Unfortunately the 2015/16 Outcomes Framework has been published which shows 
no change to the calculation.  The Area Team have also confirmed that the 
nationally published data will be used alongside local data when monitoring both the 
access and recovery targets.  The impact for SCCG is now minimal for this.  
 
Work is on-going with the provider and an action plan has been developed and is 
being reviewed on a monthly basis and via the contract review groups.  For 
example the service is being widely advertised and the CCG has increased support 
to enable more people with long term conditions to access the service which will 
increase access but will have a detrimental impact on the recovery. NTW have also 
made links with Sunderland University to promote increased referrals – self referrals 
and advertised the service across the city. 
 
Staffing levels are now at full capacity following a period of high long term sickness 
levels and additional resource aligned to the requirements of LTC patients. 
 
The team have received excellent feedback from patients, carers and staff.  The 
service has been commissioned in a way to reduce silo working, improve access 
and work in an efficient and productive way. 

 

 Activity Measures 

 The CCG were required to submit trajectories for Elective Admissions, First 
Outpatient Attendances and Non Elective Admissions.  The CCG also monitor 
this activity as part of the contracting information to which the CCG pay via the 
contract which is a different dataset to the dataset used to report performance 
against these activity trajectories.  Elective and Non Elective remain under plan 
although pressures around electives, particularly Ophthalmology and Vascular 
Surgery remain and a dedicated meeting has been scheduled in January to 
understand the growth in Ophthalmology, particularly Lucentis activity.   
 
First Outpatients have been a pressure throughout the first 7 months of the year 
and activity is being reported as higher than the same period last year despite 
national referral information showing a reduction in referrals.  Historically the 
quality of the data submitted as part of this return has been poor and the BI 
Team have requested a further dataset from CHSFT and STFT to help 
understand the areas of growth.  Despite this over performance against trajectory 
in this indicator, the contracts the CCG have for first outpatients with providers 
are showing an under performance against plan so although the CCG are over 
for this particular trajectory, financially this is not a risk at this time.  In terms of 
the contract, although overall the CCG is under performing, there are some areas 
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of pressure which are being investigated such as; Urology, General Surgery, 
Vascular Surgery, Neurology, Paediatrics and Gynaecology.   
 
As part of the 2014/15 contract reconciliation process, a meeting has taken place 
to review activity queries and work is on-going to understand demand in a 
number of areas.  Contractually this is not an issue for 2014/15 and work is also 
started to understand demand for 2015/16 at an individual specialty level. 

 
Please note that a narrative is included within the main scorecard for each indicator. 

 
4. Quality Premium 

The CCGs current position against the Quality Premium 2014/15 is included further on 
in this report.  The total value for the CCG is £1,354,240 and will be available for 
spend in 2015/16 if achieved.  The 2014/15 Quality Premium is made up of the 
following indicators: 

 Reducing potential years of life lost through causes considered amenable to 
healthcare 

 Improving access to psychological therapies (IAPT Access)- new indicator 

 Reducing avoidable emergency admissions (composite emergency admissions 
indicator) 

 Friends and Family Test 

 Improving the reporting of medication related safety incidents – new indicator 

 Emergency readmissions (local measure) 
 

At this point, using a combination of proxy data and nationally published data, it is 
estimated that the CCG are achieving £203,136.  This is due to data not being 
available at this time for emergency readmissions, avoidable emergency admissions 
and medical related safety incidents.  Data is being sourced and will be reported when 
local data flows have been established. 

 
Proxy data is now available for emergency readmissions which shows non 
achievement of this indicator although this is only a proxy indicator and work continues 
to evaluate the emergency readmission schemes. 
 
No adjustments have been made to the quality premium as the CCG are currently 
delivering 18 week RTT, cancer 2 week waits, category A red 1 ambulance calls and 
A&E, although A&E is a risk and the quality premium is rated as amber. 

 
5. Sunderland CCG Quarter 2 Assurance Report 

NHS Sunderland CCG have been given a headline assessment rating as Assured as 
part of the Q2 CCG Assurance Framework.  A copy of the full assurance report can be 
found in Appendix 1.  

 
Delivery of Operational Plan 2014/15 – Executive Summary 
Work continues to progress well on the transformational change programmes of work.   

 
In terms of integrated community locality teams, the core design team continue to support 
the Locality Design team attending the weekly meetings and providing specialist advice 
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and support.  Following the stakeholder analysis it identified the need to establish a 
monthly newsletter to update the wider audience in each locality and external partners to 
the CCG this is being planned currently.   

 
The Core design team is now looking to carry out a workforce analysis to identify the 
current skills and roles of the current establishment of community matrons, district nurses 
and social care staff to inform the workforce planning for the future locality integrated 
teams.   
 
The CCG is now working in partnership with STFT to roll out the EMIS Community which 
will enhance the potential of GP systems and community clinical systems communicating 
with each other.   It is hope that two localities will go live with EMIS community on 1 Apr 
2015 (East & Washington).  Discussions are still ongoing with GP practices about future 
data/information sharing.  The EMIS System will be ready for April across all Sunderland, 
although implementation and training will take place up until May 2015. 
 
STFT have now provided the staff level information requested as it was required to 
understand the current numbers that each locality may have to take into consideration 
when establishing the integrated teams.   
 
The Core design team is in the process of identifying accommodation for each locality 
team and should have a draft plan in place by mid January 2015.  The shadow teams will 
be in place from April 2015. 

 
The Locality Design Teams continue to meet on weekly basis and have started to identify 
what constitutes a 'core' clinical team 'wrapped' around practices and what would be the 
wider locality integrated clinical team.  The business case for the teams including care 
homes is to be considered at the January Out of Hospital Board. 
 
A follow up to the Health and Social Care Integration Accelerated Solutions Event in June 
2014 was held December 9th and integrated teams were one of the 4 market stalls, 
enabling all those present from all partner agencies to be updated on progress, seek 
clarification and make suggestions.  The discussion on integrated teams was well 
received.   
 
The care homes project continues to deliver an excellent service within the Coalfields 
locality.  Care homes will now be part of the wider business case for integrated teams 
which is currently being developed for the February 2015 Executive Committee.  The GP 
Clinical Lead and Manager lead updated the Out of Hospital Board on the interim 
evaluation.  For example, the GPs/team/care staff involved believed that Emergency 
Admissions have been prevented although problems remain with data collection and this is 
currently being addressed.  The Clinical Lead was also clear on the time saved for 
Practices in terms of call outs, particularly later in the day.  Care Home staff were very 
positive about the impact and patients and families are pleased with the enhanced service.  
The final evaluation is due in March 2015.  

 
Work on the intermediate care hub, now using a working title of ‘recovery at home’ 
continues with a first full draft of the business case expected in January 2015 to the Out of 
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Hospital Board.  Plans for the move to Leechmere are progressing, however, proposed 
dates have been moved to early in the new year to minimise any risk to service delivery 
over the holiday period and allow for IT and building work to be completed.  
 
Work on Dementia is progressing well.  The Dementia friendly communities pilot is running 
well in Houghton.  All GP’s in Sunderland have signed up to receive Dementia friends 
awareness sessions and all staff in practices will be trained by end of March 2015.   
 
The Essence service (for people newly diagnosed with dementia who need support to stay 
as independent as possible for as long as possible) have reported they have received 96 
referrals from 1st September - 22nd November 2014.  Further awareness via a poster 
campaign in GP Practices is underway. 

 
End of life training is being incorporated with clinical training focused on deciding right and 
the effective use of Emergency health Care Plans being delivered.   
 
The procedures of limited clinical value approach has been agreed with the Executive 
Committee and shared with Practices along with an incentive scheme to support the 
practices in undertaking the additional work concerning any referral the practitioner feels is 
required/should be considered for treatment.  The focus this year is on 2 of the conditions 
with the other 5 conditions to be rolled out next year. 
 
A ‘lite touch’ review of the CCG priorities for 2015/16 is currently underway.  This includes 
the review of external factors which occurred following the agreement of priorities for 2014-
16 such as the system resilience plan, the ECIST review at City Hospitals Sunderland and 
the publication of the 5 year forward view. 
 
 
Author:  Lynsey Caizley 
  PMO & Planning Manager 

Matt Thubron 
Deputy Head of Contracting, Performance and BI 

 
Sponsor:  Debbie Burnicle 
  Director of Commissioning, Planning and Reform 
 
Date:  20th January 2015 
 
 
 
 



NHS Protect 

 

 Page 14 of 47 January 2015 

 

Green Amber Green

Better Health for Sunderland

Transformational Changes 2014-2016

7 Day Access

Community Integrated Locality Teams

Extension of intermediate care hub

Reduce years of life lost 

by 7% by 2019

Improve diagnosis of 

dementia to from 62% to 

68% by 2016

Transforming out of hospital care 

(through Integration and 7 day 

working)

Transforming in hospital care, 

specifically urgent & emergency care 

(7 day working)

Self Care and

Sustainability

Reduce Emergency 

Admissions by 14% by 

2019

Improve patient 

experience of out of 

hospital care by 8% by 

2019

Reduce Emergency Re-

admissions by 14% by 

2015

Increase no of people 

receiving treatment for 

IAPT from 12% to 16% by 

2016

Improve patient 

experience of hospital 

care by 7.2% by 2019

Improve health related 

quality of life for people 

with LTC by 8.9% by 2019

Procure and mobilise the integrated musculoskeletal service

Reduce procedures of limited clinical value

Implement end of life deciding right initiatives in practices

Mobilise GP led UCC’s and A&E Hub / Out of Hours integration

Improved community mental health pathways, access and waiting times for all mental health conditions

Development of dementia friendly communities

Improving healthcare in care homes in all localities

UCC ED HUB OoH

Enabled by 
Contract Management (CQUIN) 

Joint Commissioning 

Localities 
Medicines Optimisation 

Evidence based approach 
Research & Development 

Organisational Development 

Governed by 

System Wide Transformation Board 
CCG Governing Body 

Health & Wellbeing Board

Measured by 
Achievement of outcome ambitions 

Delivery of QIPP cost reduction plan 2016/17 –
2018/19 of £11m 

Values and Principles 
One system for health and Social Care 

Development of team based working across 

Sunderland 
Mental and Physical health .
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Management 

Lead
Executive Lead

2013/14 

Out Turn
Latest Data

Actual 

To Date

2014/15 

Target 

To Date

Risk to 

Year 

End

Comments

29 18 Week Referral to Treatment Waiting Times - Admitted (adjusted) pathways Scott Watson Chris Macklin 92.2% Oct-14 - YTD 91.7% 90.0%  

30 18 Week Referral to Treatment Waiting Times - Non-admitted pathways Scott Watson Chris Macklin 98.4% Oct-14 - YTD 98.7% 95.0%  

31 18 Week Referral to Treatment Waiting Times - Incomplete Pathways Scott Watson Chris Macklin 95.0% Oct-14 - YTD 94.2% 92.0%  

32 52 Week Referral to Treatment Waiting Times - Admitted Scott Watson Chris Macklin 2 Oct-14 - YTD 2 0
Remains at 2 cases due to data quality at CDDFT.  As these are nationally reported, they will remain reported nationally.  

Head of Contracting and BI, Thursday, December 18, 2014  

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

34 52 Week Referral to Treatment Waiting Times - incomplete pathway Scott Watson Chris Macklin 0 Oct-14 - YTD 3 0

Performance needs to be updated after discussions with CHS NHSFT.  Currently CCG have three cases and this is expected 

to be two additional cases.  Head of Contracting and BI, Thursday, December 18, 2014 

  

35 Patients waiting more than 6 weeks for 15 key diagnostic tests Scott Watson Chris Macklin 0.15% Oct-14 - YTD 0.31% 1.0%  

36 % patients spending 4 hours or less in A&E or minor injury unit - CCG Composite Scott Watson Ann Fox 96.2% Nov-14 - YTD 93.7% 95.0%  

36a % patients spending 4 hours or less in A&E or minor injury unit - City Hospitals Sunderland Scott Watson Ann Fox 94.4% Nov-14 - YTD 93.2% 95.0%  

36b % patients spending 4 hours or less in A&E or minor injury unit - South Tyneside NHS FT Scott Watson Ann Fox 98.6% Nov-14 - YTD 97.3% 95.0%  

36c % patients spending 4 hours or less in A&E or minor injury unit - Gateshead Health NHS FT Scott Watson Ann Fox Nov-14 - YTD 96.3% 95.0%  

36d % patients spending 4 hours or less in A&E or minor injury unit - Northern Doctors Urgent Care Scott Watson Ann Fox Nov-14 - YTD 99.8% 95.0% 

40 No waits from decision to admit to admission (trolley waits) over 12 hours Scott Watson Ann Fox 0 Nov-14 - YTD 0 0 

41 % patients seen within 2 weeks of urgent referral for suspected cancer Scott Watson Chris Macklin 94.8% Oct-14 - YTD 95.86% 93.0%  

42 % patients seen within 2 weeks of urgent referral for breast symptoms Scott Watson Chris Macklin 94.6% Oct-14 - YTD 97.41% 93.0%  

43 % patients treated within 31 days of cancer diagnosis Scott Watson Chris Macklin 98.4% Oct-14 - YTD 99.0% 96.0%  

44 Cancer diagnosis to treatment waiting times (31 day subsequent treatment surgery) Scott Watson Chris Macklin 99.38% Oct-14 - YTD 99.49% 94.0% 

45 Cancer diagnosis to treatment waiting times (31 day subsequent treatment drugs) Scott Watson Chris Macklin 100.0% Oct-14 - YTD 99.6% 98.0% 

46 Cancer diagnosis to treatment waiting times (31 day subsequent treatment radiotherapy) Scott Watson Chris Macklin 98.5% Oct-14 - YTD 99.7% 94.0%  

47 % patients treated within 62 days of urgent referral for suspected cancer Scott Watson Chris Macklin 85.0% Oct-14 - YTD 87.06% 85.0%
Target achieved in September.  Weekly checking of >62 day waiters is taking place to reduce the numbers waiting and 

improve peerformance.  

48 % patients treated within 62 days of urgent referral from NHS Cancer Screening Programmes Scott Watson Chris Macklin 97.94% Oct-14 - YTD 93.02% 90.0%
Under performance in May due to low numbers where two patients breached in May, this was due to patient choice and 

also a complex pathway relating to GHNHSFT and CHSNHSFT. Performance has improved from June to date. 

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

patient priority
Scott Watson Chris Macklin 75.0% Oct-14 - YTD 84.2% 85.0%

Performance below target in August.  The implementation of of C-DaPT pathway may have increased the throughput of 

complex patients.  CHS are checking weekly the number of patients waiting over 31 days and 62 days.  

50 Ambulance: Cat A calls responded to <8 mins (Red 1 - Critical) Scott Watson Chris Macklin 82.2% Nov-14 - YTD 77.8% 75.0%  

51 Ambulance: Cat A calls responded to <8 mins (Red 2 - Serious) Scott Watson Chris Macklin 82.1% Nov-14 - YTD 77.6% 75.0%  

73 Ambulance: Cat A calls resulting in an ambulance arriving at the scene within 19 minutes Scott Watson Chris Macklin 98.4% Nov-14 - YTD 97.5% 95.0%  

52 Number of patient breaches of Mixed Sex Accommodation Scott Watson Chris Macklin 0 Oct-14 - YTD 0 0 

53
Cancelled operations for non clinical reasons who were given a TCI date within 28 days of the 

original appointment
Scott Watson Chris Macklin 1 Oct-14 - YTD 2 0

Unchanged position from May 2014


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

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

Overall YTD remaining over target with 96.4%, target was achieved in M7. One client refused to accept a facilitated 

discharge follow-up in October,several attempts were made to contact patient and follow-up took place on day nine after 

discharge.  

Please note a change to the RAG Ratings for 2014/15 - No Amber

Urology contains to  remain the main pressure for the CCG, particularly at CHS. CHS have an action plan to deliver 18 

weeks by the end of 2014/15 which is being monitored as part of the Performance Group at CHS. The CCG allocated 

additional funding alongside national RTT monies to further improve waiting times throughout July and August. The 

impact of this should see an improvement in Urology and a number of other specialties. Overall admitted performance for 

the CCG is showing improvements on 2013/14.  Due to the on-going performance issues relating to Urology accross a 

number of indicators such as Cancer, 18 weeks and HCAI, a meeting has been put in the diary in January to review this 

specialty in more detail.  Plans are also in place to increase Orthopaedics activity at CHS via additional national monies 

being made available.  The aim is to utilise the Independent Sector (I.S.)and the national team have identified a potential 

550 cases  (£1.4m) which should be treated within the I.S. CHS are currently working through what is a realistic number 

than could be treated.

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

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

recommendations.    Delivery of this KPI for 2014/15 looks unlikely.    Head of Contracting and BI, Thursday, December 18, 

2014

NHS Constitution Measures

A&E waits

Cancer waits - 2 week

Mixed sex accommodation

Mental Health

NHS Constitution

NHS Sunderland CCG Delivery Dashboard - 2014/15

Performance below the lower threshold OR same indicator has Amber performance for two consecutive quarters

INDICATOR RAG RATING

Performance at or above the standard

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

Diagnostic test waiting times

Cancer waits - 31 days

RAG Rating : 2014-15 

performance vs target

Arrow Direction: performance 

vs same period in 2013/14 

Cancer waits - 62 days

Ambulance Response Times

Cancelled operations
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Management 

Lead

Executive 

Lead

Latest 

Data

Actual To 

Date

2014/15 

Target To Date

Risk to 

Year End
Comments

1 Potential Years of Life Lost from causes considered amenable to healthcare No new data 2,278 Nationally published data. Not available at this time gggggggggggg

6 Health-related quality of life for people with long-term conditions No new data 67.6% Nationally published data. Not available at this time gggggggggggg

10 Estimated diagnosis rate for people with dementia Wendy Kaiser Debbie Burnicle Sep-14 - YTD 65.4% 65.0%
Early information for December shows the year end target will be achieved in December '14, 

however this level of performance must be maintained throughout Q4 in order to achieve target at 

year end. Business Intelligence Manager, Thursday, December 18, 2014

 

13 Emergency readmissions to hospital within 30 days Scott Watson Debbie Burnicle Sep-14 - YTD 11.2% 11.0%

Please note that this is a proxy position that has been calculated on local data.  Emergency re-

admissions have increased over the summer months and work continues around the evaluation of 

the readmissions schemes commissioned by the CCG.  A number of schemes are now mobilised 

which have been delayed such as the Readmissions Avoidable Collaborative (RAC) which is a multi 



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

19 Patient experience of primary care - GP services Sue Goulding Ann Fox No new data TBC gggggggggggg
20 Patient experience of primary care - GP Out of Hours services Sue Goulding Ann Fox No new data TBC gggggggggggg
21 Friends and Family - Patient Experience of Hospital Care (improvement score) Sue Goulding Ann Fox No new data TBC gggggggggggg

22a Friends and Family test - A&E Response Rate of 15% Achieved? Sue Goulding Ann Fox Oct-14 - YTD 17.2% 15.0% 

22b Friends and Family test - Inpatient Response Rate of 15% Achieved? Sue Goulding Ann Fox Oct-14 - YTD 23.4% 15.0% 

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

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

25 Number of Clostridium Difficile infections for local CCG residents Sue Goulding Ann Fox Nov-14 - YTD 59 74 

26 Number of Clostridium Difficile infections in local NHS FT Sue Goulding Ann Fox Nov-14 - YTD 30 34 

28 Prescribing costs per astro pu (distance from SHA ave %) Zahra Irannejad Geoff Stephenson Sep-14 - YTD 10.2% 5.0%

SCCG cost per ASTRO-PU has increased in Sep-14 from £3.84 to £4.16. This increase in ASTRO-PU 

values in Sep-14 has been replicated in both the Area team and National figures. As a result, SCCG 

continues to show 10.2% variance to Area Team and 21.1% variance to National figures.


75a  Medication-related safety incidents - City Hospitals Sunderland Sue Goulding Geoff Stephenson No new data TBC New indicators - Data is currently being sourced for use within the Delivery Dashboard gggggggggggg

75b  Medication-related safety incidents - NTW Sue Goulding Geoff Stephenson Oct-14 - YTD 37 102

Six Medication-related safety incidents were reported in M7, whiich is below M6 with eight reported 

cases.  YTD at the end of M7 37 cases reported. In order to achieve trajectory by the end of 2014/15, 

the remaining five months would need to report on average 13 medication related safety incidents 

per month.

gggggggggggg

75c  Medication-related safety incidents - Primary Care Sue Goulding Geoff Stephenson No new data TBC New indicators - Data is currently being sourced for use within the Delivery Dashboard gggggggggggg

56
Proportion of people with depression and/or anxiety disorders with access to 

psychological therapies
Ian Holiday Debbie Burnicle Nov-14 - YTD 9.6% 10.0%

Performance continues to be below the 15% standard despite an increase from September.  Despite 

this, NTW remain confident that 15% will be delivered. NTW and the Contracting Team continue to 

review performance and the action plan to improve access and recovery rates based on current 

definitions of the indicators.  NHS England have confirmed that CCGs will need to deliver only the Q4 

trajectory of 3.75% rather than the annual trajectory of 15% in order to deliver the Quality Premium 

(QP).  This has been queried as some CCGs could deliver the 15% year end target but not the Q4 and 

thus not achieve the QP.   Due to the issues nationally with IAPT and the planned increase in funding 

in 2015/16, NHS England have requested a monthly action plan relating to IAPT.



57 The number of people accessing IAPT who are moving to recovery Ian Holiday Debbie Burnicle Nov-14 - YTD 45.9% 50.0%

AT have confirmed that CCG performance will be judged on national rather than local data. Q1 

national data has been published to compare Q1 Local = 46.1% and National = 46.6%. YTD local dara 

performance is 45.7% against a target of 50%.  AT have requested monthly recovery plan updates to 

provide assurance that issues are understood, actioned and trajectory ambition achieved.  The 

2015/16 Outcomes Framework has now been published and confirms that the indicator is to be 

based on national data and the definition remains that of 2014/15 despite early information 

suggesting that a more appropriate calculation of recover would be used.    



CCG Outcome Measures

Although there have been no community acquired MRSA for this year, CHS have notified 

commissioners of 2 cases, 1 of which are Sunderland residents and 1 is a Durham resident. These 

have been investigated by the HCAI Improvement Group and the consensus is that more could be 

done. The CCG have been informed of a further case in August which is currently in the process of 

review and assignment of this will be determined after the clinical review.

C. difficile remains under trajectory for months 1 to 6 for both CHS and the CCG (Community). As of 

September both indicators also remain below the same period last year showing continued 

improvement.

A&E Response Rate (RR) was recorded at 17.2% for October, a 7.4% decrease from last month. Both 

CHS sites have seen a marked decrease in RR this month, Sunderland Royal Hospital has decreased 

by 7.9% to 15.1% and Sunderland Eye Infirmary has fell by 6.7% to 20%. Percentage Recommended 

was reported at 97%, again 10% above the national average. Inpatient RR fell by a further 3.5% this 

month to 46.4% against the 25% target, this compares well to the national average of 37.6% for 

inpatient RR. Sunderland Eye Infirmary site saw another marked increase of 7.9% to 64.7% whereas 

Sunderland Royal Hospital decreased by a further 3.7% to 46.0% for the month. Inpatient Percentage 

Recommended remained static at 95% which is comparable to the national average of 94%.  Two 

Inpatients wards failed to achieve the 25% RR target this month, they were DGD40 and DGD44 (IAU). 

Performance Officer - Michael Anderson, Thursday, December 18, 2014

Director of Public Health

Director of Public Health

Avoidable Emergency Admissions 

NHS Sunderland CCG Delivery Dashboard - 2014/15

Health Outcomes

2014-15 Trend

Preventing people from dying prematurely

Enhancing quality of life for people with long-term conditions

Helping people to recover from episodes of ill health or following injury

Ensuring people have a positive experience of care

Treating and caring for people in a safe environment and protecting them from avoidable harm

Others - Mental Health
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Green 4 2

Amber 0 0

Red 1 2

Management 

Lead

Executive 

Lead
Latest Data Actual To Date

2014/15 Target 

To Date
Risk to Year End Comments

70 Number of Elective Inpatient Admissions Scott Watson Chris Macklin Oct-14 - YTD 31,377 32,182

Elective admissions remain below trajectory overall although there 

are pressures in the contract relating to some specialties.  Activity 

in Ophthalmology at CHS NHSFT continues to significantly over 

perform due to an increase in Lucentis, particularly around Diabetic 

Macular Odema.  A meeting has been planned in January to 

understand demand in this specialty.  The CCG have also had an 

initial meeting with CHS NHSFT regarding activity plans for 2015/16 

in which demand at specialty level will be reviewed.  Business 

Intelligence Manager, Thursday, December 18, 2014



71 Number of Non Elective Inpatient Admissions Scott Watson Chris Macklin Oct-14 - YTD 17,521 18,248

Non Electives continue to be under plan with respiratory activity 

significantly under plan along with a number of other conditions.  

Urinary Tract Infections however are above plan and work is on-

going to understand activity reductions in non electives accross 

casemix to understand the impact of specific initiatives such as 

Care Homes, RAID and readmission avoidance schemes.  Business 

Intelligence Manager, Thursday, December 18, 2014



72 Number of First Outpatient Attendances Scott Watson Chris Macklin Oct-14 - YTD 62,829 57,500

First outpatient attendances continue to be above trajectory and 

last year despite contracts being significantly under plan. Referrals 

taken from national data are also showing a reduction on the 

previous year.  In terms of the contract, first outpatient 

attendances are under plan in totality but some areas are over 

performing which are: Urology, General Surgery, Vascular Surgery, 

Neurology and Paediatrics. Diabetology, Geriatric Medicine, 

Gynaecology and ENT all are significantly under plan. The 

Contracting Team have met with CHS to understand the levels of 

activity across all points of delivery and have agreed actions to 

understand growth and a dedicated meeting is in the process of 

being arranged to review Ophthalmology in January.  Work is also 

on-going to understand the true demand for 2015/16.  Business 

Intelligence Manager, Thursday, December 18, 2014



74 Number of A&E Attendances Scott Watson Chris Macklin

111, 7 2 7 10 7 , 9 3 0

70 Number of Elective Inpatient Admissions Scott Watson Chris Macklin Oct-14 - YTD Forecast 55,061 55,156

71 Number of Non Elective Inpatient Admissions Scott Watson Chris Macklin Oct-14 - YTD Forecast 29,599 30,916

72 Number of First Outpatient Attendances Scott Watson Chris Macklin Oct-14 - YTD Forecast 100,077 96,828

73 Number of A&E Attendances Scott Watson Chris Macklin

18 4 , 7 3 7 18 2 , 9 0 0

NHS Sunderland CCG Delivery Dashboard - 2014/15

Activity Trajectories

RAG Rating : 2014-15 

performance vs target

Arrow Direction: 

performance vs same period 

in 2013/14 

Activity Trajectories - Full Year Forecast

Activity Trajectories - Year to Date

Activity Trajectories
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Management 

Lead

Executive 

Lead

Latest 

Data

Actual To 

Date

2014/15 

Target To Date

Risk to 

Year End
Comments

80 Delayed Transfers of care from hospital per 100,000 Ian Holliday Oct-14 - YTD 858.30 937.30

September and October performance has improved and performance is now under the trajectory for 

the BCF.  The focus continues to reduce the number of delays going forward, especially during the 

winter period.  So far in December, daily reporting shows a deterioration which is being addressed.  

Business Intelligence Manager, Thursday, December 18, 2014

gggggggggggg

Permanent admissions for older people (aged 65+) to residential and nursing care 

homes, per 100,000
Ian Holliday No new data gggggggggggg

Proportion of older people (aged 65+) still at home 91 days after discharge from 

hospital into reablement / rehabilitation services.
Ian Holliday No new data ggggggggggg

81 Total Non Elective Admissions (Payment for Performance) Ian Holliday Ann Fox Oct-14 - YTD 6350.20 6,703.50

Non Electives continue to be under plan with respiratory activity significantly under plan along with 

a number of other conditions.  Urinary Tract Infections however are above plan and work is on-going 

to understand activity reductions in non electives accross casemix to understand the impact of 

specific initiatives such as Care Homes, RAID and readmission avoidance schemes.  Business 

Intelligence Manager, Thursday, December 18, 2014

gggggggggggg

10 Estimated diagnosis rate for people with dementia Wendy Kaiser Debbie Burnicle Sep-14 - YTD 65.4% 65.0%

Early information for December shows the year end target will be achieved in December '14, 

however this level of performance must be maintained throughout Q4 in order to achieve target at 

year end. Business Intelligence Manager, Thursday, December 18, 2014
g ggggggg

To be developed Ian Holliday No new data ggggggggggg

2014-15 Trend

Delayed Transfers of Care

Total Non Elective Admissions

Admission to residential and nursing care homes

Reablement / rehabilitation services

Patient/Service User Experience

NHS Sunderland CCG Delivery Dashboard - 2014/15

Better Care Fund

Better Care Fund Measures

Local Metric
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Score Rating Green Amber Red Commennts

1 Plan - Year to date (variance to plan and % of YTD allocation) 0.01%

Green

Positive Variance to Plan or 

negative variance <=0.1%

0.1% > variance < 0.5% 

(negative variance)
Negative variance >= 0.5% Based on mth 8 reported position in Non ISFE Return.

2 Plan - Full year (vairance to plan as % of allocation) 0.00%

Green

Positive Variance to Plan or 

negative variance <=0.1%

0.1% > variance < 0.5% 

(negative variance)
Negative variance >= 0.5% Based on mth 8 reported position in Non ISFE Return.

3 QIPP - Year to date delivery 90.9%

Amber

>=95% of Plan <95% of plan >=75% of plan <75% of Plan

QIPP forecast to under achieve in 14/15 due to non achievement of 

prescribing QIPP. Overachievement in Acute Services, Mental Health & 

Community Schemes offsetting some of the under performance in Primary 

Care schemes (prescribing scheme). Further w ork is currently being 

undertaken to identify alternative QIPP schemes to mitigate the non 

achievement of prescribing QIPP. 

4 QIPP - Full year forecast 95.4%

Green

>=95% of Plan <95% of plan >=75% of plan <75% of Plan

QIPP forecast to under achieve in 14/15 due to non achievement of 

prescribing QIPP. Overachievement in Acute Services, Mental Health & 

Community Schemes offsetting some of the under performance in Primary 

Care schemes (prescribing scheme). Further w ork is currently being 

undertaken to identify alternative QIPP schemes to mitigate the non 

achievement of prescribing QIPP. 

5
Clear identification of risks against financial delivery and 

mitigations
Mitigations >= risks

Green

Mitigations >= risks

Risks not fully mitigated and, if 

they were to materialise, the 

CCG would not be in deficit or 

would be in deficit up to 1% of 

allocations

Risks not fully mitigated and, if 

they were to materialise, the 

CCG would be in deficit greater 

than the 1% of allocation

Based on mth 8 reported position in Non ISFE Return.

6 Running Costs <=RCA

Green

<=RCA Not applicable >RCA
Forecast underspend of £760k for mth 8 as per mth 8 reported position in 

Non ISFE Return.

7 Underlying recurrent surplus on exit of 2014/15 3.0%

Green

>=2.5% >=0 and <2.5% <0% As per Q2 underlying position return. 

8
Financial Position meets the 2014/15 surplus planning 

requirement
4.2%

Green
>=1% >=0 and <1% <0%

Based on mth 8 reported position in Non ISFE Return. Plans currently in place 

to deliver surplus of £18.99m against allocation of £453.069m.

9
Planned usage of non recurrent headroom funds in line with 

business rules
2.50%

Green
>=2.5% >=1% to <2.5% <1%

Based on mth 8 reported position in Non ISFE Return. Plans in place for 2.5% 

non recurrent headroom in line w ith business rules.

10
BPPC performance - Invoices paid within Better Payment 

Practice Code
98.19%

Green
>=95% >=75% and <95% <75%

Based on mth 8 position to be reported to Governing Body of CCG. Average 

BPPC achievement across all 4 indicators = 98.19%

11 Cash utilisation
Green

TBC TBC TBC

Over-riding rule - Qualified audit opinion would lead to an overal RED rating

AMBER

Overall Risk Rating

AMBER

Indicator

Green

Amber

Red

FINANCIAL PERFORMANCE AND MANAGEMENT

SUPPORTING INDICATORS

To be defined.  However, an overall green rating can 

only be achieved if all primary indicators are 

individually rated green.  2 or more red primary 

indicators would lead to an overall red rating

DOMAIN RAG RATING
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Quality premium 2014/15 overview

Cumbria, Northumberland, Tyne and Wear Area Team

Sunderland CCG

Population*

Possible Quality Premium Funding (£5 per head)

Assumptions

Measure

Title of Measure
Percentage of Quality 

Premium
Value for CCG Threshold for success Numerator Numerator notes Denominator Denominator notes Data source

Measure 

Achieved

Eligible QP 

funding

Domain 1: Preventing people from dying prematurely: 

Reduction in Preventable Years of Life Lost (PYLL) from 

causes amenable to healthcare: adults, children and young 

people 15% £203,136

↓≥3.2% in the potential years of life lost 

(adjusted for sex and age) from 

amenable mortality in the calendar year 

2014 compared to 2013.

Baseline data for 2013 not 

available until autumn 2014

Detailed definition can be found in the 

technical guidance 

http://www.england.nhs.uk/wp- 

content/uploads/2013/03/qual-

premium.pdf

totals for each gender will 

be directly standardised 

against an England 

standard population for 

2012 and expressed as a 

rate per 100,000 population.

HSCIC Yes £203,136

Domain 2: Enhancing quality of life for people with long 

term conditions

Improving access to psychological  therapies

15% £203,136

Achieve IAPT access levels of at least 

15% by 31 March 2015.  

The number of people who 

receive psychological therapies.

Detailed definition can be found in the 

technical guidance 

http://www.england.nhs.uk/wp- 

content/uploads/2013/03/qual-premium.pdf

The number of people 

who have depression 

and/or anxiety disorders 

(local estimate based on 

the Adult Psychiatric 

Morbidity Survey 2000)

IAPT

Data supplied by HSCIC

No £0

Domain 2: Enhancing quality of life for people with long 

term conditions

Domain 3: Helping people to recover from episodes of 

ill health or following injury.

Avoidable emergency admissions 25% £338,560

Indirectly Standardised Rate (ISR) of 

avoidable emergency admissions in 

2014/15 ≤ ISR 2013/14

OR

ISR 14/15 < 1,000 admissions per 

100,000 population

Baseline data not available until 

summer 2014

Indirectly standardised rate of avoidable 

emergency admissions for 4 indicators

-chronic ambulatory care sensitive 

conditions

-asthma, diabetes and epilepsy in under 

19s

-acute admissions for acute conditions 

that should not usually require hospital 

admissions

-children with lower respiratory tract 

The rate will be indirectly 

standardised using the 

England rate in 2013/14

HES.

Data supplied by HSCIC

Domain 4: ensuring that people have a positive 

experience of care.

Friends and Family Test - Patient Experience of Hospital 

Care

15% £203,136

Improved average score achieved 

between 2013/14 and 2014/15 for one of 

the patient improvement indicators.

Awaiting 2013/14 FFT results 

and average score.

CCG should be assured that CHS FT 

have plans to reduce the proportion of 

people reporting a poor experience of 

care in line with the locally set levels of 

ambition. 

UNIFY2 FFT

collection

No £0

Domain 5: treating and caring for people in a safe 

environment and protecting them from avoidable harm.

Improved reporting of medication-related safety incidents

15% £203,136

Improved reporting of medication-related 

safety incidents from specified local 

providers for the period between Q4, 

2013/14 and Q4, 2014/15 and these 

providers achieve the specified 

increase.

AwaitingQ4 13/14 baseline and 

specfied increase.

Reporting is via the 

National Reorting and 

Learning System.  

Further details can ve 

found at 

http://www.nrls.npsa.nhs.

uk/patient-safety-

data/organisation-patient-

No £0

L
o

ca
l

Local Priority 1 - Emergency readmissions within 30 days of 

discharge from hospital
15% £203,136

A rate of emergency readmissions of 

11% or less in 2014/15
3,996

The number of continuous inpatient spells 

that are emergency admissions within 0-

29 days of t he last, previous discharge 

from hospital. Some exclusions - see 

Outcome framework technical definition. 

Timeframe - full year 2014/15. Submitted 

numerator is based on baseline data - 

achievement will be measured using the 

calculated percentage not the submitted 

numerator.

36,316

The number of finished 

continuous inpatient spells 

within selected medical and 

surgical specialties, with a 

discharge date up to the 

31st March 2015. Some 

exceptions as detailed in the 

Outcome framework 

technical definition.

Published by HSCIC No £0

Totals 100% £1,354,240 £203,136

NHS Constitution rights and pledges Adjustment to Quality Value of adjustment Threshold Numerator notes Denominator notes Measure Adjustment to QP 

Referral to treatment times (18 weeks) 25% -£338,560

≥92% patients on an incomplete 

pathway waiting ≤18 weeks on average 

in 14/15
Yes £0

A&E waits 25% -£338,560

≥95% patients seen within 4 hours of 

arrival at A&E (All types) over course of 

14/15

Yes £0

Cancer waits - 14 days 25% -£338,560

100% wait a maximum of two weeks 

(14 days) from urgent GP referral to first 

outpatient appointment for suspected 

cancer, over the course of 14/15.
Yes £0

Category A Red 1 ambulance calls 25% -£338,560

NEAS achieves ≥75% Category A Red 1 

ambulance calls responded to <8 mins 

over course of 14/15
Yes £0

TOTAL ADJUSTMENT 100% -£1,354,240 £0

REVISED TOTAL £203,136 £203,136

N
at

io
n

al

Total patients waiting 18 weeks or less on monthly RTT incomplete 

pathways snapshot. Sum of the 12 monthly returns.

Total patients waiting on an 18 week incomplete pathway on monthly RTT 

incomplete pathways snapshot. Sum of the 12 monthly returns.

Total patients where the patient spent less than 4 hrs in A&E from arrival to 

transfer, admission or discharge. Sum of weekly sitreps for 14/15

Data will be mapped from providers to CCGs using the proportion of activity 

of each provider (>1%) that can be attributed to a CCG. Please note only 

organisations submitting A&E activity to SUS will be able to be mapped, any 

type 3 units not submitting to SUS will not have their activity allocated to any 

CCG.

Total number of A&E attendances. Sum of all weekly sitreps for 14/15 mapped 

in the same way as the numerator.

Total patients with urgent referrals from a GP waiting a maximum of 2 

weeks - calculated by summing data for the 4 quarters of 13/14

Total patients with urgent referrals from a GP calculated by summing data for 

the 4 quarters of 13/14

Total Category A Red 1 calls resulting in an emergency response arriving at 

the scene of the incident within 8 minutes in 14/15

Total Category A Red 1 calls resulting in an emergency response arriving at the 

scene of the incident in 14/15

Data Not Yet Available

Achievement

270,848

£1,354,240

The CCG manages within its total resources for 2014/15

There are no serious quality failures during 2014/15

Value Measure details
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NHS Sunderland CCG assurance report 19 November 2014 – Checkpoint 2 

Headline assessment – Assured  

 

Focus Assurance level Particular achievements 

noted / examples of good 

practice 

Issues identified Any issues identified 

requiring further 

action and actions 

agreed 

Domain 1 

Are patients receiving 

clinically commissioned, 

high quality service? 

 

Assured The CCG Provider 

Management Group meets 

monthly and is chaired by 

the CCG Medical Director 

with attendance from an 

executive GP and a locality 

practice manager.  This 

group has strong links with 

the CCG’s Clinical Forum.  

We have used the PMG to 

review the position across 

each provider from an 

activity and finance, 

Currently awaiting the 

outcome of the CQC 

inspection of CHSFT to 

understand if any issues 

were raised in relation to 

the quality of services. 

 



NHS Protect 

 

 Page 23 of 47 January 2015 

 

performance and quality 

perspective and 

recommendations are 

made by the Group.  The 

group also recommends 

any actions that need to be 

made regarding any 

specific performance 

issues such as the 

application of contract 

sanctions.  Going forward 

from December 2014, the 

group will be focused on 

the current position but 

also the contract 

negotiations.  This is in 

addition to the Quality 

Review Groups. 

 

In relation to mental health 

services, following the 

opening of Hopewood Park 

patients have now been 

moved from Cherry Knowle 
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Hospital. 

Domain 2 

Are patients and the 

public actively engaged 

and involved? 

 

Assured In addition to the activities 

undertaken in Q1, 

extensive patient and 

public engagement 

informed the whole system 

workshop on GP out of 

hour’s services in this 

quarter. 

 

Further engagement on the 

Strategic plan is underway 

to inform development of 

the final version for the 

CCG.   This includes 

support from Health watch 

to develop an easy read 

version of the plan for 

consultation purposes. 

 

A forward plan outlining 

timelines for engagement 

in relation to the 

In Qtr. 1 we identified 

the need for a joint 

approach with the LA in 

relation to engagement.  

The communications 

and engagement group, 

which meets monthly, 

now includes 

representation from both 

the LA and CHSFT. 
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transformational changes is 

being developed and will 

be shared on both Health 

watch and the CCG 

website. 

 

The CCG Chief Officer and 

the Director of 

Commissioning have 

established quarterly 

informal meetings with the 

Scrutiny Chair and Vice 

Chair to keep them aware 

of any developments and 

ongoing liaison with the 

Scrutiny Officer takes place 

about the stage of 

development of each of the 

transformational changes 

and how best to engage 

the Scrutiny committee 

 

The last Local Engagement 

Board with the public 
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focussed on the most 

effective communication 

messages to use with the 

public over the Winter 

Period and have informed 

the resulting strategy. 

 

 

 

 

 

 

 

 

 

 

 

Domain 3 

Are CCG plans 

delivering better 

outcomes for patients? 

 

Assured Better Care Fund assured 

with support, with full 

expectation the conditions 

will be lifted in line with 

national timescales.  

 

We have developed plans 

for the delivery of each of 
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our transformational 

changes and understand 

the impacts they should 

have across the health 

system. 

 

A performance framework 

has been developed to 

provide regular updates on 

progress to both the 

Executive Committee and 

Governing Body which 

includes identification of 

key issues and risks. 

 

The current (September) 

FFT ratings for A/E and 

Inpatient services are in 

line with the national 

average with 95% of 

respondents 

recommending inpatient 

services to family and 

friends (national average 

The key performance 

issue remains for 

Sunderland A&E waits 

at City Hospitals.  

 

The CCG have 

supported CHS to allow 

additional staffing and 

capacity to help improve 

type 1 performance.  

The Provider continues 

to face pressure in 

recruiting to senior 

nurse and consultant 

roles and is working 

continuously on 

recruitment.  However, 

funding is available for 

staff. 

 

Other pressures 

currently are around 

short term staff sickness 

which CHSFT are 
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54%) and 96% 

recommending A/E 

(national average 86%). 

 

The IAPT local recovery 

measures put the CCG 

consistently above the 50% 

recovery target and the 

CCG. 

 

The CCG has agreed to 

fund and support STFT 

and EMIS to roll out the 

Emis Community 

information system as soon 

as possible and this will 

enable all community 

nursing teams and GP 

practices to view each 

other’s information on a 

patient supporting the 

coordination of the care for 

complex patients. 

currently reviewing. 

 

The CCG have agreed 

to fund a number of 

schemes via 

readmissions funding 

and systems resilience 

funding to help reduce 

the demand on 

secondary care services 

and flow through the 

system.  These include 

RAID, 7 day social care 

and diagnostics.  

 

Regional work continues 

re ambulance handover 

performance which 

affects A&E attendance.  

A number of schemes 

are being considered 

regionally as part of the 

systems resilience plan 

with an aim to improve 
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The CCG and partners 

have agreed to the 

extension and colocation of 

the current services that 

make up the Intermediate 

Care service.  All the health 

and social care teams and 

the contact centre will 

move by Dec/Jan to 

Leechmere and be co-

located gaining the benefits 

of 24/7 tele care support; 

immediate access to 

equipment and improved 

relationships across teams 

providing a rapid response 

to step up and step down 

care for vulnerable 

patients. 

 

  

ambulance handovers 

and taking patients to 

alternative dispositions.  

Due to the pressure at 

CHS NHSFT, both 

providers have re-

instigated weekly 

operational meetings to 

help improve 

handovers. This group 

is now taking the lead 

on resolving issues 

around surge through 

winter. 

 

Weekly Director level 

performance meetings 

with CHS at Sunderland 

Royal Hospital site 

continue to ensure all 

possible options are 

being considered and 

agreed actions 

implemented. NEAS are 

also attending these 
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meetings. The weekly 

meetings will continue 

as long as necessary 

until improvement is 

assured. 

 

A NEAS secondee has 

been agreed to work 

with the CCG to support 

the transformation work 

with NEAS. 

 

The weekly Winter Wall 

has been put in place 

from November 

enabling an update on 

winter to the Executive 

Directors each week 

and a regular internal 

review of where there 

can be added value. 

Domain 4 Assured Our programme boards 

relating to our strategic 

Enhanced 

arrangements are 

 



NHS Protect 

 

 Page 31 of 47 January 2015 

 

Does the CCG have 

robust governance 

arrangements? 

 

objectives are an integral 

part of our planning 

process which has 

membership from the local 

authority, partners and 

providers. 

 

We have three seats on 

the HWBB (2 clinical and 1 

Chief Officer) and also 

actively engage with the 

Provider Forum under the 

Health & Wellbeing Board 

(HWBB) and have 

established a 

Transformation Board with 

key partners, led by the 

CCG to oversee the 

delivery of the 

Transformation 

programmes. The 

Programme Boards provide 

highlight reports to the 

Transformation Board.   

planned to oversee the 

£160m in the BCF.  

Draft proposals have 

been discussed at the 

HWBB that will enable 

lay and GP membership 

from the CCG and 

Councillor membership 

from the LA. This will 

enable accountability of 

the fund to be managed 

once whilst ensuring 

statutory 

accountabilities to the 

CCG GB and Council 

cabinet are in place.  

Guidelines to support 

the management of the 

pooled budget are also 

under development.  

Discussion are ongoing 

and looking to draw to a 

close by end Qtr. 3 

2014. 
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We meet regularly with 

Health watch Sunderland 

who also has a place on 

our Programme Boards 

and the Transformation 

Board. 

 

The Governing Body 

development session in 

July focussed on how 

effective the CCG 

governance arrangements 

are, i.e. how the Governing 

Body (GB) gained 

assurance from its key sub-

committees and how the 

GB held each other to 

account and/or challenged 

each other.  As a result an 

action plan was developed, 

identifying key actions to 

be taken and a mini kaizen 

event held for the Quality, 

Safety and Risk 

Committee.  A significant 
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number of improvements 

have been made as a 

result of this event and a 

further event for the 

Executive Committee is 

planned for December.      

Domain 5 

Are CCGs working in 

partnership with others? 

 

Assured The Transformation Board 

continues to drive delivery 

of the Sunderland health 

and care system strategic 

plan, with membership 

from key health and care 

partners across 

Sunderland. 

 

A robust performance 

framework is currently in 

development specifically 

for the Transformation 

Board. 

 

All CCG programme 

boards are multi-agency 

The continued 

involvement of the Area 

Team on developing an 

approach to improving 

out of hospital services 

and primary care at 

scale e.g. next steps 

with the CCG 

expression of interest re 

co-commissioning. 
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which facilitates 

partnership working across 

the Sunderland economy. 

  

Sunderland works with a 

variety of other health 

economies and these will 

differ subject to patient 

flows and contracts.  We 

particularly work closely 

with South Tyneside as we 

share a number of joint 

priorities including the 

development of integrated 

teams and the 

configuration of acute 

services.  The Executive 

Committees meet regularly 

throughout the year. 

 

The two main acute trusts 

in Sunderland and South 

Tyneside  have worked 

together in a number of 
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areas to date including the 

development of an 

integrated service that 

provides 24/7 cardiology 

cover and an equitable 

revascularisation service 

for all patients across 

Sunderland and South 

Tyneside. 

 

We are also active 

members  of the Northern 

CCG forum, meeting 

monthly with the aim of 

sharing practice and 

issues, and wherever 

possible, agreeing a whole 

health economy approach 

where it makes sense to do 

so for all parties.  An 

example is the work around 

reducing procedures of 

limited clinical value.  A 

clinically led regional group 

has been established to 
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look at the policy and how 

it is effectively implemented 

in both Primary and 

Secondary Care.  The 

Group is supported by 

NECS, with the work 

programme to be 

implemented by CCGs on 

a local basis. 

 

There is a sub-group of the 

CCG Forum – the NE&C 

Contracting group, chaired 

by SCCG’s Chief Officer, 

which shares issues 

around contracting to 

ensure a common 

approach for all CCGs 

across the NE & Cumbria. 

 

 

Domain 6 

Does the CCG have 

strong and robust 

Assured Continuous Improvement 

Strategy has been 

approved by the Exec 

Committee and sets out the 

tools and methodology to 

The review of primary 

care contractual 

arrangements to ensure 

equitable funding by 

NHS England in 
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leadership? 

 

support our approach to 

improvement across the 

organisation and with 

partners.  Alongside the 

Project Management 

Framework this strategy 

will complement the 

Leadership Framework and 

OD Plan to deliver our 

transformational changes 

 

The organisation is working 

with Investors in People to 

realise its people potential 

and improve performance.  

The IIP assessment will 

take place in December to 

highlight areas of good 

practice and areas for 

further development that 

will enable us to build an 

agile, resilient and capable 

workforce for the future 

2014/15 may have a 

significant impact on the 

income of some 

Sunderland member 

practices. The CCG 

Clinical Chair, Chief 

Officer and Director of 

Commissioning are 

liaising closely with NHS 

England area team in 

relation to this review to 

ensure the resulting 

risks to delivery of the 

CCG priorities are 

managed and mitigated 

as effectively as 

possible.  . 
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Cross cutting themes 

Parity of esteem 

 

 Parity of Esteem continues 

to be at the heart of our 

health and care for 

example: 

 Mental health as 
well as physical 
health are assessed 
at GP registration 
and in annual health 
checks; 

 Patients can now 
access treatment in 
secondary care 
within 4 weeks; 

 In the event of 
mental health crisis, 
there is an initial 
response service  
(single point of 
contact) who will 
assess the level of 
need and organise 
the response; 
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 There is a mental 
health rapid 
assessment 
interface discharge 
(RAID) team in A&E; 

 We now have 
evidence that 
services users of 
mental health 
services in 
Sunderland and 
member practices 
are very happy with 
the service they 
receive a very 
different response to 
when the CCG were 
first formed. 

 The key elements of 
the Choice agenda 
for Mental Health 
have been shared 
with the Mental 
Health Network.    
NTW publish waiting 
times by CCG for 
their services on 
their website on a 
quarterly basis.  
There is a full 
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service directory of 
all clinical services 
available on the 
NTW website.  
Service Users in 
Sunderland are able 
to self-refer for all 
mental health 
services (with the 
exception of those 
detained under the 
MHA, Crisis 
appointments and 
other exemptions as 
listed in national 
guidance). 

 

Work continues on the 

development of dementia 

friendly communities.  A 

pilot is now running in one 

locality, which has involved 

working closely with the 

local traders committee, 

community services and 

local authority to build a 

dementia friendly 
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community.   

 

An additional ‘Essence 

Service’ has been 

commissioned by the CCG 

which supports those with 

dementia and their carers 

to ensure appropriate care 

plans and supporting 

activities are in place. 

 

In terms of the prevalence 

of dementia, all GP 

practice staff will receive 

Dementia Friendly Training 

and this will be completed 

by March 2014.  Dementia 

Friendly Champions will 

also be identified in each 

practice.  Currently on 

target to achieve 67% 

prevalence  by March 

2015. 
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Performance against IAPT 

targets is closely monitored 

via monthly contract 

meetings with NTW.  The 

CCG are on track to 

achieve both 15% access 

and 50% recovery by 

March 2015, however, it is 

worth noting that those with 

long term conditions and 

those with longstanding 

depression / anxiety 

conditions (non typical 

IAPT) are included in these 

numbers. 

Focus on equality , 

reducing inequality 

 

 The CCG buys support for 

managing the Equality 

Delivery System from 

NECS and an in-depth 

consultation exercise was 

undertaken by NECS on 

behalf of the CCG with 

local stakeholders from the 

nine protected 
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characteristic groups.  This 

feedback along with 

existing feedback from a 

prior consultation exercise 

undertaken in 2012 was 

used to inform the 

development of the CCG’s 

equality objectives. 

An action plan has been 

developed to support the 

delivery of these objectives 

and progress is monitored 

by the Executive 

Committee.  

 

The CCG and NECS 

service line leads also 

meet regularly to review 

performance against the 

E&D service line 

specifications and statutory 

requirements.  Included in 

these discussions are 

updates and identification 
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of any training needs. 

 

As part of the development 

of the CCG gateway 

process, a mechanism for 

partners to share ideas for 

innovation with us, we 

have adopted the equality 

analysis toolkit   to be 

completed alongside the 

business case. 

Better care fund  

 

 Better Care Fund assured 

with support, with full 

expectation the conditions 

will be lifted in line with 

national timescales.  

 

The Better Care 

development has been 

seen as a real opportunity 

within Sunderland to drive 

change through a system 

wide approach with a 

The need to work with 

the LA to find joint 

efficiencies via the BCF 

rather than simply 

cutting adult social care 

services due to the 

scale of the efficiencies 

needed.  Some of the 

potential cuts could 

impact negatively on 

health and wellbeing 

priorities, hence the 

need for a joint 
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pooled budget of £24.778m 

identified in 2014/15 and 

£169m identified moving 

forward into 2015/16 

focused on transforming 

out of hospital care.   

 

Sunderland was one of five 

national exemplars and we 

have been given a rating of 

‘Assured with Support ‘.  

The support is noted as 

covering non material 

areas which we know can 

be concluded over the next 

few months. 

 

The vison for integrated 

services is being built 

around bringing together 

social care and primary / 

community health 

resources into co-located, 

community focused, multi-

approach to avoid 

unintended 

consequences. 
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disciplinary teams, linking 

seamlessly into hospital 

based services and 

wrapped around GP 

Practices. 

 

The Accelerated Solutions 

2 day event (June 2014) on 

the vision for integrated 

Health & Social Care 

services was well received 

by over 100 stakeholders.  

This led to affirmation of 

the vision, a review of the 5 

objectives and detailed 

work on each objective 

thus helping progress 

delivery.  For example, 

work on the Intelligence 

Hub helped to define what 

was really required in terms 

of a shared record. 

 

A follow up event, to share 
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and review progress, 

continue to ensure “buy in” 

and develop next steps will 

take place in December. 
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Item: 10.2 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 

GOVERNING BODY 
20th January 2015 

 

Report Title 

 

 

Dementia Report 

 

Purpose of report 

 

To provide the Governing Body with an 

overview of the considerable progress made 

over the past 4 years in the implementation of 

the Dementia Strategy against key objectives 

and highlights ongoing work and challenges  

 

 

Key issues, assurances and risks 

 

There does not appear to be a single 

development plan for dementia to which 

people were working to within CHS which 

does need to be addressed through provider 

management arrangements 

 

Keep under review the perceived gap in 

primary care identified by Sunderland Health 

Watch Call to Evidence report as the roll out 

of Dementia training happens in Practices 

and Integrated Locality Teams become live in 

each Locality. 

 

 

Recommendation/Action Required 

 

The Governing Body is asked to: 

 Note the progress against the 17 

objectives within the strategy  

 Support future plans and initiatives 

to meet future challenges 

 

Sponsoring Governing Body member  

(where relevant) 
Debbie Burnicle 

Report Author 
Ian Holliday 
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*CCG Corporate Objectives 

CO1 - Ensure the CCG meets it public accountability duties 

CO2 - Maintain financial control and performance targets 

CO3 - Maintain and improve the quality and safety of CCG commissioned services 

CO4 - Ensure the CCG involves patients and the public in commissioning and  

  reforming services  

CO5 - Identify and deliver the CCG’s strategic priorities 

CO6 - Develop the CCG localities 

 

  

Governance and assurance  

 

Link to CCG corporate objectives* 

(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

      

Any relevant legal/statutory issues No 

Are the identified risks on the Risk 

Register?  

(If so please include reference number) 

N/A 
 

Any information governance issues  No 

If report has been previously reviewed 

please specify which Committee and 

date of meeting 

 

Equality Impact Assessment completed 

(please tick)  
Yes  No  

Not 

relevant 
 

Key implications for the following: 

Any additional resources needed? 

 

No 

 

Has there been appropriate clinical 

engagement?  

Yes with the GP Clinical Lead for Dementia 

and the Locality Groups 

 

Any impact on patient outcomes? 
Yes as described in the report 

 

Has there been member/stakeholder 

engagement if needed?   
Yes as described in the report 
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Governing Body 

Dementia Report 

20th January 2015 

 
1. Introduction 

The national prevalence of dementia is expected to double from an estimated 
number of 700,000 in 2009 to 1.4 million in 2039; the estimated costs within this 
timescale are estimated to treble from £17 billion to £50 billion per year. 

 
Launched in 2009 the aim of the National Dementia Strategy was to ensure that 
significant improvements were made to dementia services across three key 
areas: improved awareness, earlier diagnosis and intervention, and a higher 
quality of care. The Strategy identified 17 key objectives which, when 
implemented, largely at a local level, should result in significant improvements in 
the quality of services provided to people with dementia and should promote a 
greater understanding of the causes and consequences of dementia. The 
Strategy was intended to be a catalyst for a change in the way that people with 
dementia are viewed and cared for in England.  

 

This report provides the Governing Body with an update on the progress of 
delivering the dementia strategy in Sunderland against the key objectives within 
the strategy and highlights ongoing work and challenges.  This report also 
complements presentations delivered to the Governing Body at the 
Executive/Governing Body development session in November 2014. 

 
2. Progress against objectives 

The implementation of the Dementia Strategy in Sunderland has been a key 
priority of the CCG and the former PCT over the past 5 years. It has been 
delivered as a specific work stream within the Mental Health Model of Care 
Programme; a programme which has delivered whole system transformation of 
mental health services in Sunderland.  

 
The Model of Care describes Dementia services within the ‘Organic’ pathway of 
mental health provision ranging from preventative public health initiatives through 
to early recognition (case finding) and diagnosis, effective support and advice and 
specialist treatment when required. 

 
Progress against the key objectives within the 2009 Strategy has been significant 
and impressive and is described in further detail. 
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Objective 1: Improving public and professional awareness and understanding 
of dementia.  
This has resulted in a number of significant national media campaigns aimed at 
raising awareness and lessening the stigma associated with dementia.  Locally the 
Dementia Liaison & Coordination Champions Development Programme (DLCC) has 
been implemented.  This development programme is a Sunderland initiative 
designed to ensure that health and social care service providers (care homes & 
home care teams) have dementia champions who are trained to help their staff 
achieve an effective level of dementia awareness and the ability to provide best 
practice person-centred dementia care.  
 
The main aim of the DLCC initiative was to identify key people working in the 
independent care sector and to support these people via forums and appropriate 
training to lead their organisation’s dementia care strategy.  Therefore the 
programme was aimed initially at staff in a senior or managerial role that has the 
potential to influence. 
 
Delivered by Tyne and Wear Care Alliance there are to date 24/25 (96%) of Nursing 
care homes and 23/27 (85%) of Residential Care Homes engaged in this project. A 
range of home care providers and other staff have also completed their NVQ3 in 
dementia. 
   
Objective 2: Good-quality early diagnosis and intervention for all.  
All people with dementia to have access to a pathway of care that delivers a rapid 
and competent specialist assessment; an accurate diagnosis, sensitively 
communicated to the person with dementia and their carers; and treatment, care and 
support provided as needed following diagnosis.  
 
In 2010 the diagnosis rate for dementia measured against the expected prevalence 
for Sunderland was 42%, the national rate being even lower at 30 -35%. Diagnostic 
services at this time were delivered traditionally within secondary mental health 
‘memory assessment clinics’ – diagnoses tending to be made at a considerable late 
stage of the clinical pathway. 
 
Following a formal competitive procurement process the Memory Protection Service 
(MPS) was commissioned in 2012; a primary care focused service delivered by 
NTW, receiving referrals from primary care, but also self-referrals. The service offers 
sub-type diagnosis, information, support and signposting to local resources (see 
Essence Service described below).  The MPS also operates on a ‘membership 
model’ encouraging persons and their carers receiving the diagnosis to maintain 
contact, facilitating ongoing support. 
 
Through a combination of proactive case-finding within Primary Care promoted by 
the CCG Clinical Lead for Dementia, and the services provided by the MPS the 
current diagnosis rate in Sunderland stands at 67%+, exceeding the year-end 
expected national trajectory of 67%. This performance places Sunderland in the top 
10 CCGs nationwide. 
 
To maintain this level of diagnosis will continue to be a challenge as the cohort of 
persons with a diagnosis changes continually as individuals reach their end of life. 
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Essentially to continue to improve the rate requires more persons to be added to 
Dementia registers than are removed through demise. 
 
Objective 3: Good-quality information for those with diagnosed dementia and 
their carers.  
Providing people with dementia and their carers with good-quality information on the 
illness and on the services available, both at diagnosis and throughout the course of 
their care.  
 
Objective 4: Enabling easy access to care, support and advice following 
diagnosis.  
A dementia adviser to facilitate easy access to appropriate care, support and advice 
for those diagnosed with dementia and their carers.  
 
Objective 5: Development of structured peer support and learning networks. 
The establishment and maintenance of such networks will provide direct local peer 
support for people with dementia and their carers. It will also enable people with 
dementia and their carers to take an active role in the development and prioritisation 
of local services.  
 
Considering Objectives 3 – 5 together describes the role of the newly commissioned 
Essence Service in Sunderland provided by Age UK.   Recognising that the provision 
of an earlier diagnosis often left individuals and their carers in a ‘service void’ where 
they didn’t require specialist treatment and support however did require meaningful 
information, access to support as required and the opportunity of ‘peer support’, the 
Essence Service provides a point of referral following diagnosis.  It is a new service 
commissioned by Sunderland CCG following submission of a successful Gateway 
proposal from Age UK.  The service has been operational from September 2014 and 
provides support and information to persons and their carers who have received a 
diagnosis of dementia. The Essence Team is now fully operational and referrals are 
being received from the Memory Protection Service, self-referrals and other 
agencies. 
  
A feature of the contractual relationship with Age UK is an expectation that they will 
coordinate and sub-contract with a number of other Voluntary Agencies delivering 
dementia-related services, funding being made available to facilitate this to happen.   
Agreement has been reached with a number of voluntary and community sector 
partners to develop an effective cross referrals system that considers the resources 
and development of local organisations supporting dementia service delivery in the 
City. 

These partners include: 

 Sunderland Carers’ Centre 

 Sunderland Bangladeshi Centre 

 Alzheimer’s Society 

 Hetton New Dawn 

 Action on Dementia Sunderland 
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This presents an innovative approach to the commissioning of a collaborative 
dementia network in Sunderland – this network approach will be further developed 
and enhanced in 15/16. 
 
Objective 6: Improved community personal support services.  
Provision of an appropriate range of services to support people with dementia living 
at home and their carers.  This includes access to flexible and reliable services, 
ranging from early intervention to specialist home care services, which are 
responsive to the personal needs and preferences of each individual and take 
account of their broader family circumstances.  Accessible to people living alone or 
with carers, and people who pay for their care privately, through personal budgets or 
through local authority-arranged services.  
 
This objective relates directly with the current CCG priority to deliver integrated 
person-centred care at a locality level. Not surprisingly dementia features 
significantly in the range of morbidities described in the recent locality analysis of 
long term conditions. It is likely that persons with dementia will be receiving 
‘dementia specific’ services and interventions – what is unlikely is that this care and 
support is coordinated effectively with their physical health needs.  NTW through 
their community transformation programme provide a specialist Older Persons 
Mental Health Service and a specific Challenging Behaviour Team for persons with 
dementia – work is currently active to ensure this provision is effectively ‘integrated’ 
within the emerging locality models. 
 
Personal budgets for the provision of social care have been available and utilised for 
some time however these are now to be extended to health care. This provides both 
a challenge and opportunity to the work of the future integrated teams – enabling 
individuals to develop and purchase fully personalised packages of care to suit their 
needs. Persons suffering from dementia and their carers will be eligible to access 
personal budgets going forward with full implementation being envisaged within 
15/16. 
 
Objective 7: Implementing the Carers’ Strategy. Family carers are the most 
important resource available for people with dementia. Active work is needed to 
ensure that the provisions of the Carers’ Strategy are available for carers of people 
with dementia.  
 
Sunderland has a consistent record in supporting carers recognising the resource 
they provide in supporting individuals with Long Term Conditions; ‘Carers Funding’ 
has been ring-fenced within CCG budgets and features as a bespoke pooled budget 
within the Better Care Fund. A number of current initiatives focus particularly on 
carers of persons with dementia, namely the Essence service which has dedicated 
funding for Carers and formal links with Sunderland Carers Centre and the provision 
of dedicated dementia posts within the Carer Services. 
 
Changes to the statutory rights of Carers from 2015 will potentially strengthen their 
ability to perform the caring role however will require consideration from 
commissioners how best to utilise current ‘Carers Resources’.  This work is active 
and will be considered within the joint commissioning arrangements with the Local 
Authority through the development of the Better Care Fund. 
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Objective 8: Improved quality of care for people with dementia in general 
hospitals.  
Identifying leadership for dementia in general hospitals, defining the care pathway for 
dementia there and the commissioning of specialist liaison older people’s mental 
health teams to work in general hospitals.  
 
When the Dementia Strategy was published national studies suggested that typically 
up to 70% of acute hospital beds were currently occupied by older people and up to 
a half of these may be people with cognitive impairment, including those with 
dementia and delirium. The majority of these patients are not known to specialist 
mental health services, and in many cases are undiagnosed. General hospitals are 
particularly challenging environments for people with memory and communication 
problems, with cluttered ward layouts, poor signage and other hazards. People with 
dementia in general hospitals have worse outcomes in terms of length of stay, 
mortality and institutionalisation.  
 
This description within the Strategy typified the local situation within City Hospital 
Sunderland.  As a result a number of commissioner – led initiatives have been 
implemented within CHS: 

 including the national dementia CQUIN for case finding – a nationally 
specified CQUIN indicator to be included in formal contractual agreements;  

 the development within CHS of a dementia and delirium team – focussing 
particularly on the identification of delirium and dementia - an often missed 
diagnostic distinction;  

 the provision of non-recurrent capital monies for environmental improvements 
(see current issue below);  

 staff training on dementia awareness;  

 and the commissioning of a comprehensive mental health liaison service to 
include older persons mental health. 

 
Following a commissioner visit to CHS specifically to look at ‘dementia 
developments’ concerns have been raised regarding the extent to which 
environmental and other changes had in fact been taken forward, despite the 
substantial funding, both recurrent and non – recurrent, available. The concerns 
raised prompted a further recent visit, the conclusion being that there was evidence 
of effective development taking place particularly in respect of the specialist team 
within the hospital however the environmental changes were less developed and in 
the case of the new ‘dementia zone’ still being built. There did not appear to be a 
single development plan for dementia to which people were working to within CHS 
which does need to be addressed through provider management arrangements. 
 
The recent further development of the Mental Health Liaison Team is proving 
beneficial and will become more effective as knowledge of the team expands 
through CHS.  Commissioner intervention has been necessary recently to 
emphasise the need to provide direct access to the MPS from Acute care without 
reference back to the individuals GP.   This issue was raised by the GP members of 
the Governing Body and was seen to have been a failure of communication between 
the respective services within CHS and NTW however has now been rectified. The 
enhancement of MH services within A&E is also proving effective in providing 
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appropriate diversion and assessment for persons presenting with confusional 
states. 
 
Objective 9: Improved intermediate care for people with dementia- 
Intermediate care which is accessible to people with dementia and which meets 
their needs.  
 
The significance of dementia within intermediate care provision is recognised in  
Sunderland and services are enhanced through the inclusion of NTW staff within  
the Intermediate Care Hub. The service/function is currently under review within  
the Out of Hospital Care programme and will become the Recovery at Home  
service providing not only an effective discharge from hospital pathway but also an  
admission-prevention function. This will work seamlessly with the locality  
integrated teams ensuring persons with dementia cared for within those teams  
have rapid access to effective support services 24/7.  
 
 
Objective 10: Considering the potential for housing support, housing-related  
services and telecare to support people with dementia and their carers. 
The needs of people with dementia and their carers should be included in the 
development of housing options, assistive technology and telecare. 
 

The LA in Sunderland are undertaking a programme with housing providers to 
provide significant high quality supported housing options in the city.  The provision 
of dementia-specific units is included, as an example the development of Dovecote 
Meadow and will provide 175 mixed tenure apartments including 17 one-bedroom 
apartments specifically designed for people with a dementia diagnosis.  The new 
development in Hendon is also dementia specific in summary providing households 
with an additional ‘housing choice’ and a real alternative to residential care. 

To complement these developments of dementia housing options Gentoo are also 
proactive in ensuring their staff are adequately trained in dementia awareness and 
support. 

Assistive technology is available to support persons to remain as independent as 
possible.  This includes a range of tele care options (currently available through 
Sunderland Care and Support services) and will expand to include telehealth options 
in the future.  Tele health options are the subject of a business case under 
consideration by the Out of Hospital Care Board in January. 
 

Objective 11: Living well with dementia in care homes.  
Improved quality of care for people with dementia in care homes by the 
development of explicit leadership for dementia within care homes and the 
commissioning of specialist in reach services. 
 
The successful ‘Care Homes Pilot’ in the Coalfields locality is demonstrating 
improve quality outcomes for the residents within care homes many of whom will 
have a diagnosis of dementia.  This model of enhancing primary care services and 
a multi-disciplinary team approach into care home settings will be a key element of 
future locality integrated teams across all localities 



 NHS Protect   
 

 Page 9 of 11 January 2015 
 

Objective 12: Improved end of life care for people with dementia.  
Local work on the End of Life Care Strategy to consider dementia.  
 
The Sunderland End of Life Care work stream does consider the specific needs of 
persons with dementia and their carers and will feature prominently in the work of the 
integrated locality teams in particular linking into the enhanced services within care 
home settings. 
 
Objective 13: An informed and effective workforce for people with dementia.  
Health and social care staff involved in the care of people who may have dementia to 
have the necessary skills to provide the best quality of care in the roles and settings 
where they work. To be achieved by effective basic training and continuous 
professional and vocational development in dementia. 
 
Local training initiatives implemented have been referred to throughout this report 
particularly with Objective 1. This basic awareness training and support training will 
need to continue to be delivered and expanded across the developing workforce. 
More specialist training will be required within the future workforce development 
requirements of the integrated teams as nursing staff are encouraged to develop 
‘specialist generalist’ roles being able to recognise and manage both physical and 
mental health needs.   
 
Objective 14: A joint commissioning strategy for dementia.  
Local commissioning and planning mechanisms to be established to determine the 
services needed for people with dementia and their carers, and how best to meet 
these needs.  
 
Successful joint commissioning arrangements have been in place within Sunderland 
for a number of years and will move forward under the arrangements of the Better 
Care Fund. The current joint commissioning group for dementia will be responsible 
for continuing to deliver action plans in respect of the strategy implementation and 
manage the work stream within the Mental Health Model of Care Board. 
 
This objective alongside objectives 15 – 17 are viewed as structural enablers to the 
delivery of the strategy, the latter three in particular which sit outside the local 
responsibility of commissioners: 
 
Objective 15: Improved assessment and regulation of health and care services 
and of how systems are working for people with dementia and their carers.  

Inspection regimes for care homes and other services that better assure the quality 

of dementia care provided.  

Objective 16: A clear picture of research evidence and needs.  
Evidence to be available on the existing research base on dementia in the UK and 
gaps that need to be filled.  
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Objective 17: Effective national and regional support for implementation of the 
Strategy.  
Appropriate national and regional support to be available to advise and assist local 
implementation of the Strategy.  
 
3. Other Initiatives / Developments  in Sunderland 

Specialist inpatient services provided by NTW at Monkwearmouth Hospital have 
been significantly improved through the reprovision of ward settings. Two 
purpose– built wards opened in 2013 providing excellent inpatient facilities for 
assessment and treatment of organic conditions. The wards were designed in 
collaboration with the specialist dementia design team from Stirling University and 
were recently awarded Gold standard for Dementia friendly environments, the 
only NHS provision across the country to receive this standard. 

 
Work continues in respect of the current Primary Care City-wide Innovation Bid 
which will utilise a Dementia Environment Checklist  within each practice to 
produce Dementia Friendly Practice Environment  Assessment /Action Plan; 
Dementia Friends training for all practice staff; the identification of a key individual 
within each practice to undertake the Dementia Champion training ; to have  a 
Dementia / Carers Information Board within the Practice Reception / Seating area; 
and roll out of modular dementia training within practices. 

 
The recent Sunderland Health Watch report on Elderly Hospital Care, Hospital 
Discharge and Dementia identification October 2014 also notes that NHS services 
have improved in the last year – in particular around dementia identification in the 
hospital setting and in hospital discharge.  The following were mentioned 
positively: 

 

 Age UK Hospital Discharge Service 

 Dementia and Delirium Outreach Team in CHS on Ward E56 

 NTW Memory Protection Service – seen as a gold standard in the diagnosis 
and early identification of dementia. 

 
There was still a perceived gap for training in dementia identification in the primary 
care setting – particularly with GPs.   Also concerns expressed when discharged 
from specialist services back to primary care with comments about being 
discharged too quickly and concern re the level of training and expertise GPs 
have in dementia and a general feeling that people are still being left to manage 
their dementia.  The lack of routine follow-up and checks in primary care 
especially for vascular dementia was also noted.   The report The training for 
primary care noted above should go some way to address these concerns along 
with the development of integrated multi-disciplinary teams which aim to provide 
proactive and planned care. 

 
The report followed a series of activities by Health watch to collect and analyse 
direct feedback from the Sunderland community over July-October 2014.  
Methods included engagement with expert by experience organisations; Health 
watch network and social media and other information sources including NHS 
Choices . 
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4. Conclusions 
Since the publication of the National Dementia Strategy significant developments 
and initiatives have been implemented in Sunderland to deliver the required 
objectives. Progress against some objectives has been more considerable than 
others with issues particularly within the acute sector still to be satisfactorily 
resolved. 

 
The importance of collaborative work across all agencies and providers, in 
particular the voluntary sector, is recognised as being a contributory factor to the 
successes described. 

 
To be complacent about the future would be an error; one certainty is that with an 
ageing population the demands and pressures on the health and social care 
system posed by persons with dementia and their carers will continue to increase 
and challenge commissioners.   

 
Sunderland through developments already implemented and ambitious plans for 
the integration of health and social care is well-placed to meet future challenges. 

 
5. Recommendation 

That the Governing Body notes the considerable progress made over the past 4 
years in the implementation of the Dementia Strategy, and is supportive of future 
plans and initiatives to meet future challenges. 

 
Author:  Ian Holliday 
  Head of Service Reform and Joint Commissioning 
 
Sponsor:  Debbie Burnicle 
  Director of Commissioning, Planning and Reform 
 
Date:  20th January 2015 
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Item: 10.3 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 

GOVERNING BODY 
20th January 2015 

 

Report Title 

 

 

NHS England 5 Year Forward View 

 

Purpose of report 

 

To provide the Governing Body with an 

overview of the key points outlined within 

NHS England’s 5 Year Forward View 

published in October 2014. 

 

 

Key issues, assurances and risks 

 

 

No major issues or risks have been identified.  
The current and planned CCG work fits well 
with the messages from the Five Year 
Forward View as outlined in section 4 of the 
attached report. 
 
The CCG will need to decide by the 2nd 

February if it wants to put itself forward to 

work alongside NHS England and related 

national bodies in creating and implementing 

any of the new prototype care delivery 

models.  This is to be discussed at the 

January Transformation Board with Providers 

as a minimum.  Further information on the 

core requirements of each of the models will 

be provided in early January. 

 

 

Recommendation/Action Required 

 

The Governing Body is asked to: 

 Note the key points of the NHS 

England 5 year forward view  

 Note how current and planned 

work fits within the Five Year 
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Forward View 

 Support additional work 

necessary, including ensuring all 

local NHS organisations meet the 

recommendations outlined in this 

report. 

 

 

Sponsoring Governing Body member  

(where relevant) 
Debbie Burnicle 

Report Author 
Lynsey Caizley 

 

Governance and assurance  

 

Link to CCG corporate objectives* 

(please tick) 

CO1 CO2 CO3 CO4 CO5 C

O

6 

      

Any relevant legal/statutory issues No 

Are the identified risks on the Risk 

Register?  

(If so please include reference number) 

N/A 
 

Any information governance issues  No 

If report has been previously reviewed 

please specify which Committee and 

date of meeting 

The December Executive Committee have 

received and reviewed the report. 

Equality Impact Assessment completed 

(please tick)  
Yes  No  

Not 

relevant 
 

Key implications for the following: 

Any additional resources needed? 

 

No 

 

Has there been appropriate clinical 

engagement?  

Yes via the GP Executive members and 

appropriate clinical leads 

 

Any impact on patient outcomes? 

A key purpose of the NHS Forward View is to 

ensure an improvement in patient outcomes. 
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Has there been member/stakeholder 

engagement if needed?   

Some of the key messages were shared at 

the January Executive Committee 

Development session which is targeted at the 

5 locality teams, Clinical Leads, the Executive 

Committee members and senior managers. 
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*CCG Corporate Objectives 

CO1 - Ensure the CCG meets it public accountability duties 

CO2 - Maintain financial control and performance targets 

CO3 - Maintain and improve the quality and safety of CCG commissioned services 

CO4 - Ensure the CCG involves patients and the public in commissioning and  

  reforming services  

CO5 - Identify and deliver the CCG’s strategic priorities 

CO6 - Develop the CCG localities 
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Governing Body Meeting 
NHS England 5 Year Forward View 

20th January 2015 
 

1. Purpose 
The purpose of this report is to provide an overview of the key points outlined in the 
5 Year Forward View published by NHS England in October 2014. 
 

2. Background 
The NHS Five Year Forward View was published by NHS England on 23 October 
2014 and sets out a vision for the future of the NHS. It has been developed by the 
partner organisations that deliver and oversee health and care services including 
NHS England, Public Health England (PHE), Monitor, Health Education England 
(HEE), the Care Quality Commission (CQC) and the NHS Trust Development 
Authority (TDA).  
 
Patient groups, clinicians and independent experts have also provided their advice to 
create a collective view of how the health service needs to change over the next five 
years if it is to close the widening gaps in the health of the population, quality of care 
and the funding of services. 
 
The purpose of the Five Year Forward View is to articulate why change is needed, 
what that change might look like and how it can be achieved.  It describes various 
models of care which could be provided in the future, defining the actions required at 
local and national level to support delivery. Everyone will need to play their part – 
system leaders, NHS staff, patients and the public – to realise the potential benefits 
for us all. It covers areas such as disease prevention; new, flexible models of service 
delivery tailored to local populations and needs; integration between services; and 
consistent leadership across the health and care system. 
 
The Five Year Forward View starts the move towards a different NHS, recognising 
the challenges and outlining potential solutions to the big questions facing health and 
care services in England. It defines the framework for further detailed planning about 
how the NHS needs to evolve over the next five years. 
 

3. Overview of NHS England 5 Year Forward View 
General Overview 
The forward view outlines that a radical upgrade in prevention and public health is 
needed and that NHS England will back hard hitting national action on obesity, 
smoking, alcohol and other major health risks. 

http://www.england.nhs.uk/2014/10/23/nhs-leaders-vision/
http://www.england.nhs.uk/2014/10/23/nhs-leaders-vision/
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The plan also outlines that strong public health related powers for local government 
and elected mayors will be given to enable local decisions. 
Patients will also gain far greater control of their own care and there is a need to 
break down barriers in how care is provided across the health care economy. 
 
There will be a focus on supporting people with multiple health conditions, rather 
than single diseases, however, there is recognition that one size will not fit all and so 
local health economies will be supported to choose from a small number of radical 
new care delivery options such as: 
 

 Multispecialty Community Providers – Groups of GPs combining with nurses 
and other community health services, hospital specialist and perhaps mental 
health and social care to create integrated out-of-hospital care potentially 
employing hospital consultants, having admitting rights to hospital beds, 
running community hospitals and potentially taking delegated control of the 
NHS budget. 

 Primary and Acute Care Systems – The integrated hospital and primary care 
provider allowing one organisation to provided NHS list based GP and 
hospital services, together with mental health and community care services.  
At its most radical, PACS would take accountability for the whole health needs 
of a registered list of patients. 

 Urgent & emergency care networks – Urgent and emergency care units re-
designed to integrate between A&E departments, GP out of hours services, 
urgent care centres, NHS 111 and ambulance services. 

 Viable smaller hospitals – Smaller hospitals having new options to help them 
remain viable, including forming partnerships with other hospitals further afield 
and partnering with specialist hospitals to provide more local services. 

 Specialised care – Specialised services to develop networks of services over 
a geography, integrating different organisation and services around patients 
using innovations such as prime contracting and / or delegated capitated 
budgets. 

 Modern Maternity Services – NHS England will commission a review of future 
models for maternity services and midwives will have new options to take 
charge of the maternity services they offer. 

 Enhanced care in care homes – new models of in-reach support, including 
medical reviews, medication reviews and rehabilitation services. 

 
In all cases one of the most important changes will be to expand and strengthen 
primary and out of hospital care. 
 
There will also be a ‘New deal’ for GPs with more investment for Primary Care to 
upgrade the primary care infrastructure and scope of services, new funding through 
the Challenge scheme to support new ways of working and improved access to 
services and new options to encourage GP retention. 
 
New funding will be committed to promote Dementia research and treatment and 
initiatives such as dementia friendly communities will be fully supported. The NHS 
ambition is to offer a consistent standard of support for patients newly diagnosed 
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with dementia including named clinicians, proper care plans and the option of 
personal budgets. 
 
Genuine parity of esteem between physical and mental health is to be achieved by 
2020.  Providing new funding can be made available, the aim is to improve waiting 
times by 2020 to 95% of people referred for psychological therapies being seen 
within 6 weeks and those experiencing a first episode of psychosis to do so within a 
fortnight.  Access standards will also be expanded to cover a comprehensive range 
of mental health services, including children’s services, eating disorders, and those 
with bipolar conditions. 
 
Engaging Communities 
Better support for carers – new ways will be found to support carers building on the 
new rights created by the Care Act including new volunteer programmes to help 
carers in crisis. 
 
Encouraging community volunteering – the Local Government Association (LGA) 
have made proposals that volunteers should receive a 10% reduction in their council 
tax bill and are considering accrediting volunteers, ensuring they become part of the 
extended NHS family. 
 
Stronger partnerships with charitable and voluntary sector organisations – Reduced 
time and complexity to secure local NHS funding by developing a short national 
alternative to NHS contracts where grant funding is more appropriate. 
 
NHS England will actively support national action to include clear information and 
labelling, targeted personal support and wider changes to distribution, marketing, 
pricing and product formulation. 
 
NHS Structure & Leadership 
There is no appetite for a wholesale structural reorganisation.  The default 
assumption is that changes in local organisational configurations should arise only 
from local work to develop the new care models described above, or in response to 
clear local failure and the resulting implementation of special measures. 
 
CCGs will also have the option of more control over the NHS Budget ranging from 
primary to specialised care and there should be consideration of local joint 
commissioning models between the NHS and Local Authority including integrated 
personalised commissioning as well as Better Care Fund style pooling budgets 
where appropriate. 
 
A new risk based CCG assurance regime will be developed which will lighten the 
assurance reporting burden from highly performing CCGs whilst setting out a new 
‘special measures’ support regime for those that are struggling. 
 
Greater alignment between Monitor, TDA and NHS England which will complement 
the work of CQC and HEE including more joint working at a local level. 
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There will be local democracy on public health with local powers to LA’s and elected 
mayors to allow local democratic decisions on public health policy and the NHS will 
play its part through Health & Wellbeing Boards.  The NHS has a distinct role in 
secondary prevention, proactive primary care is central to this. 
 
NHS as an Employer 
The NHS is to set a national example including: 

 Cutting access to unhealthy products on NHS premises 

 Implementing food standards, including healthy options for night staff 

 Support active travel schemes for staff 

 Promote workplace wellbeing charter, the Global Corporate challenge and the 
better health and work initiative, ensure NICE guidance on promoting healthy 
workplace is implemented particularly for mental health,  

 Voluntary work based health and wellbeing programmes 

 Strengthen occupational health 
 
Supporting a modern workforce 
NHS England, supported by Health Education England (HEE) will address 
immediate workforce gaps in key areas and put in place new measures to support 
employers to retain and develop their existing staff identifying education and training 
needs of current workforce. 
 
Consideration will be taken of the most appropriate employment arrangements to 
enable current staff to work across organisational and sector boundaries. 
 
Development of new health and care roles will be taken forward through the HEE’s 
leadership of the implementation of the Shape of Training review for the medical 
profession and the ‘Shape of Care’ review for the nursing profession. 
 
Exploiting the Information Revolution 
The National Information Board has been established which will publish ‘road maps’ 
laying out who will do what to transform digital care.  Key elements include: 

 Comprehensive transparency of performance data 

 Expanded set of NHS accredited health apps for patients to use to manage 
their own care 

 Fully interoperable electronic health records with patient access to write into 
them. 

 Family doctor appointment and electronic and repeat prescribing available 
routinely online everywhere 

 Bringing together audit data to support quality improvement 

 Better use of technology such as smartphones 
 
Accelerating health innovation 
Steps taken by NHS England to speed innovation will include: 

 Reducing costs of conducting randomised controlled trials (RCT)  

 Expansion of the £15m a year ‘Commissioning through evaluation’ and early 
access to medicines programmes 

 Consultation on a new approach for the Cancer Drugs Fund 
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 Development of a small number of test bed sites alongside Academic Health 
Science Network and centres to serve as real world sites for combinatorial 
innovations that integrate new technologies, bioinformatics, new staffing 
models and payment for outcomes. 

 Exploring the development of health and care ‘new towns’. 
 

Sustainability 
To sustain a high quality NHS, action is needed in relation to the following three 
elements.  Less impact on any one of them will require compensating action on the 
other two. 
 

 Demand - A more activist prevention and public health agenda: greater 
support for patients, carers and community organisations; and new models of 
primary and out-of hospital care. While the positive effects of these will take 
some years to show themselves in moderating the rising demands on 
hospitals, over the medium term the results could be substantial. Their net 
impact will however also partly depend on the availability of social care 
services over the next five years. 

 

 Efficiency - The ambition is for the NHS to achieve 2% net efficiency gains 
each year for the rest of the decade – possibly increasing to 3% over time. 
Requires investment in new care models and would be achieved by a 
combination of "catch up" (as less efficient providers matched the 
performance of the best), "frontier shift" (as new and better ways of working 
are achieved by the whole sector), and moderating demand increases which 
would begin to be realised towards the end of the second half of the five year 
period.  

 

 Funding - Flat real terms NHS spending per person would take account of 
population growth. Flat NHS spending as a share of GDP would differ from 
the long term trend in which health spending in industrialised countries tends 
to rise as a share of national income.   
 
Depending on the combined efficiency and funding option pursued, the effect 
is to close the £30 billion gap by one third, one half, or all the way. 
- In scenario one, the NHS budget remains flat in real terms from 2015/16 to 

2020/21, and the NHS delivers its long run productivity gain of 0.8% a 
year. The combined effect is that the £30 billion gap in 2020/21 is cut by 
about a third, to £21 billion. 

- In scenario two, the NHS budget still remains flat in real terms over the 
period, but the NHS delivers stronger efficiencies of 1.5% a year. The 
combined effect is that the £30 billion gap in 2020/21 is halved, to £16 
billion. 

- In scenario three, the NHS gets the needed infrastructure and operating 
investment to rapidly move to the new care models and ways of working 
described in this Forward View, which in turn enables demand and 
efficiency gains worth 2%-3% net each year. Combined with staged 
funding increases close to ‘flat real per person’ the £30 billion gap is 
closed by 2020/21. 



 NHS Protect 

 Page 10 of 13 20
th
 January 2015 

 

 
Decisions on these options will need to be taken in the context of how the UK 
economy overall is performing, during the next Parliament. 
 

4. Sunderland Position 
An initial assessment of the degree of “fit” between the current plans within 
Sunderland to the requirements of the Five Year Forward View are summarised 
below: 
 

NHS Forward View Requirement Sunderland Position 

Radical upgrade in prevention and 
public health 

Enabling self-care and sustainability is 
one of the 3 strategic objectives for the 
CCG. 
Public Health continue to focus on 
prevention including the development 
of a wellness model and the CCG 
focus on secondary prevention and 
supporting proactive primary care e.g. 
the exercise on referral scheme. 

Radical new delivery options including: 

 Multispecialty community 
providers 

 Primary and acute care systems 

 Urgent and emergency care 
networks 

 Viable smaller hospitals 

 Specialised care 

 Modern maternity services 

 Enhanced care in care homes  

The CCG have a focus on an out of 
hospital integrated care model and is 
working with existing providers to 
design and test the model.  This 
includes integrated community locality 
teams and the city wide recovery at 
home service. Whilst the initial view is 
that this model fits well with a multi-
speciality community provider model, 
further debate is needed especially 
with Providers and the CCG will need 
to decide by the 2nd February if it wants 
to put itself forward to work alongside 
NHS England and related national 
bodies in creating and implementing 
any of the new prototype care models.  
This is to be discussed at the January 
Transformation Board as a minimum.  
Further information on the core 
requirements of each of the models will 
be provided in early January. 
A service specification has now been 
developed for maternity services at 
CHSFT.  This was in draft form in 
2014/15 with a view to being formally 
implemented in 2015/16. 
The pilot for enhanced care in care 
homes has been in operation in the 
coalfields locality for some time with a 
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view that this will be rolled out city wide 
as part of the locality integrated teams 
development. 

Requirement to expand and strengthen 
primary and out of hospital care is 
fundamental. 

In addition to the work outlined above, 
the CCG have initially agreed that 
wider primary care should be a specific 
work stream moving forward into 
2015/16.  For example work is taking 
place on a local GP Career Start 
scheme and a local Health Care 
Assistant apprentice scheme.  Set up 
support has also been made available 
to Practices wanted to work at scale. 

New deal for GPs including investment 
to upgrade primary care infrastructure.  

In addition to the above, a significant 
programme of work is underway to 
strengthen the IT infrastructure of 
primary care led by the CCG.  All 
practices have been enabled to move 
to Emis web and Emis community is 
being rolled out to all adult community 
nursing teams to enable better 
connection with practices.   
Awaiting further information on specific 
investments nationally. 

Dementia friendly communities will be 
fully supported nationally. 

The development of dementia friendly 
communities has been a key 
transformational change for the CCG 
with a pilot in Houghton Town centre 
underway.  Innovation proposals have 
also been supported for Localities to 
provide dementia friends training to all 
Practices.   

Consistent standard of support for 
patients diagnosed with dementia 
including named clinicians, proper care 
plans and the option of personal 
budgets. 

This will be delivered through the 
Integrated teams work in the Localities. 

Genuine parity of esteem between 
physical and mental health to be 
achieved by 2020 

The CCG have strong evidence of 
parity of esteem being integral to health 
and care planning and have 
demonstrated evidence against all 12 
requirements (outlined within the 
Strategic Plan).   

95% of people referred for 
psychological therapies to be seen 
within 6 weeks and those requiring a 
first episode of psychosis to be seen 
within a fortnight. 

The CCG believe this will be achieved 
within the next 12 months. 

Better Support for carers building on We continue to support carers 
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the rights outlined in the Care Act. including the implementation of a 
carers innovation scheme to improve 
the identification, registration and 
support offered to carers within the GP 
practice and encourage onward referral 
to the Sunderland Carers centre if 
appropriate.  

Stronger partnerships with charitable 
and voluntary sector organisations by 
developing a short national alternative 
to NHS contracts where grant funding is 
more appropriate. 

The CCG have a number of services 
which are funded via grants as 
opposed to NHS contracts. 
Awaiting further national guidance on 
this. 

CCGs to co-commission primary care Further guidance has now been issued 
with a requirement for CCGs to further 
develop delegated commissioning 
proposals for submission 9th January 
2015 with arrangements implemented 
from 1st April onwards. The CCG 
Governing Body have discussed this in 
two development sessions in 
November and December and are 
supportive of fully delegated co 
commissioning subject to member 
practice feedback due 2nd January.  An 
extra ordinary meeting of the 
Governing Body will consider this on 
the 6th January 2015. 

NHS as an employer to set national 
example including: 

 Cutting access to unhealthy 
products on NHS premises; 

 Implementing food standards, 
including healthy options for 
night staff; 

 Support active travel schemes 
for staff; 

 Promote workplace wellbeing 
charter etc.; 

 Voluntary based health and 
wellbeing programmes; 

 Strengthen occupational health. 

Consideration of a piece of work to 
review all NHS employers against 
these criteria. 

Efficiency – NHS to achieve 2% net 
efficiency gains each year for the rest of 
the decade – possibly increasing to 3% 
over time. 

Based on history 1.5% net efficiency 
should be achievable.  2% represents 
an ambitious target.  Fundamental to 
achievement will be delivery of new 
care models which in turn would 
require “non-recurring” pump priming 
monies in order to facilitate change.  
The CCG’s plans already acknowledge 
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and incorporate new models of care 
focussing on reducing demand in the 
acute sector.  Non recurrent funding 
has also been set aside to finance this 
substantial “modernisation/change” 
agenda. 

 
5. Conclusion 

From reviewing the key points outlined in the 5 year forward view, it is clear that the 
CCG priorities are generally aligned with those directed nationally as outlined above. 
 
Although the redesign of maternity services has not been identified as a 
transformational change for the CCG moving forward, a service specification was 
developed and implemented as part of the contract with City Hospitals Sunderland in 
draft form in 2014/15.  The specification has been refined taking into consideration 
feedback from the recent CQC visit to the Trust and will be implemented formally as 
part of the 2015/16 contract. An additional note will be included in the service 
specification referring to the need to review following the publication of national 
recommendations for maternity services in summer 2015. 
 
It is recommended that a specific piece of work focused on the CCG and partners as 
NHS Employers is considered by the Transformation Board to ensure all local health 
and care organisations meet the requirements nationally. 
 

6. Recommendations 
 The Governing Body is asked to: 

 Note the key points of the NHS England 5 year forward view  

 Note how current and planned work fits within the Five Year Forward View 

 Support additional work necessary, including ensuring all local NHS 
organisations meet the recommendations outlined in this report. 

 
 

Author  Lynsey Caizley 
  PMO & Planning Manager 
 
Director  Debbie Burnicle 
  Director of Commissioning, Planning and Reform 
 
Date 2nd January 2014 
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Item 10.5 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 
20th January 2015 

 
Report Title 
 

 
Sunderland CCG Financial Report – Month 8 
2014/15  
 

 
Purpose of report 

 
The purpose of this report is to present to the 
Governing Body a summary of the financial position 
of the CCG as at month 8 (for the period ending 30th 
November 2014). 
 

 
Key issues, assurances and risks 
 

 

 Key issue is to ensure the CCG meets its 
financial duties. 

 The report provides assurance that the year 
to date and forecast outturn position is in line 
to achieves those duties. 

 Risks to delivery are documented within the 
report. 

 

 
Recommendation/Action Required 
 

 
Members are asked to:  
 

 Note the financial position of the CCG as at 
30th November 2014. 
 

Sponsoring Governing Body member  
(where relevant) 

Chris Macklin, Chief Finance Officer 
 

Report Author David Chandler, Head of Finance  

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

√ √   √  

Any relevant legal/statutory issues None 



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

 
 
 
 

Version Date Comments  

1.0 14/01/2015  

 
 

 
Are the identified risks on the Risk 
Register?  
(If so please include reference number) 
 

Yes  
 
649  
653  
990 

Any information governance issues  None 

If report has been previously reviewed 
please specify which Committee and 
date of meeting 

 
N/A 

 
Equality Impact Assessment completed 
(please tick)  

Yes  No  
Not 
relevant 

√ 

Key implications for the following: 

 
Any additional resources needed? 
 

 
None 
 

 
Has there been appropriate clinical 
engagement?  
 

N/A 

 
Any impact on patient outcomes? 
 

None 

 
Has there been member/stakeholder 
engagement if needed?   
 

N/A 



 
 
 

Governing Body 
 

Financial Report for the period to 30th November 2014 (Month 8)  
 
1. Purpose of Report  

 
The purpose of this report is to present the Governing Body with the summary 
financial position for the CCG as at month 8.  
 

2. Summary Financial Performance 
 

The summary financial performance for the CCG against key financial 
performance indicators (KPI’s) is outlined below. The CCG is currently on track to 
deliver against all financial KPI’s. Further detailed information is provided within 
this report on the performance against each KPI.    
 

Reporting Area Key Performance Indicator Target Achievement RAG RAG Colour

2014/15 

Target 

£000's

2014/15 

Forecast 

£000's

Forecast to achieve revised planned surplus (18,987) (18,987) → Green

Running costs to remain within allocation 6,730 5,971 ↑ Green

Achievement of QIPP targets 2,850 2,708 → Green
Period End 

Target

Period End 

Position

Cash balance in bank account at period end <£1m £277k → Green

Better payment practice code average achievement >95% 98.26% → Green

Aged debts > £50k and > 90 days old 0 0 → Green

2014/15 

Target 

2014/15 

Forecast 

£000's

Headroom for mitigation of financial risks

Greater than 

zero

Greater than 

zero → Green

RAG Rating Key

↑ performance is on target and improving

→ performance is on target and has remained steady

↓ performance in on target and has declined

↑ performance is close to target and improving

→ performance is close to target and has remained steady 

↓ performance is close to target and declining 

↑ performance is off target but improving

→ performance is off target and has remained steady 

↓ performance is off target and declining

2014/15 

Income & 

Expenditure

Statement of 

Financial Position

Financial Risks & 

Mitigation 

 
 



Please note that specific performance measurement for RAG rating of KPI 
indicators can be viewed in Appendix 1.  
 

 
3. 2014/15 Income and Expenditure  

 
The summarised cumulative financial position of the CCG to 30th November 2014 
together with forecast outturn for the year is as follows:  
 
Sunderland CCG

Financial Position - Month 8 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

ACUTE COMMISSIONING 148,223 148,520 297 225,842 226,212 369

AMBULANCE SERVICES 7,977 7,993 16 11,921 11,769 -152

COMMUNITY SERVICES 17,671 17,854 183 26,444 26,793 349

MH COMMISSIONING 34,316 34,319 3 51,508 51,511 3

MISC COMMISSIONING 6,648 3,316 -3,332 14,191 9,093 -5,098

PACKAGES 21,406 22,829 1,423 31,215 34,703 3,488

PREMISES 937 937 0 1,405 1,405 0

PRESCRIBING 33,781 35,392 1,610 50,745 54,363 3,618

PRIMARY CARE 4,030 3,970 -61 5,071 5,264 193

REABLEMENT 1,856 1,856 -0 3,948 3,604 -344

OTHER 12,658 0 -12,658 24,049 3,395 -20,654

SUB TOTAL COMMISSIONING BUDGETS 289,505 276,986 -12,519 446,339 428,111 -18,228

RUNNING COSTS 4,209 4,023 -186 6,730 5,971 -759

TOTAL CCG 293,714 281,009 -12,705 453,069 434,082 -18,987

Sunderland CCG

Other Budgets Breakdown - Month 8 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

2013/14 Carry Forward Surplus 12,658 0 -12,658 18,987 0 -18,987

2.5% Non Recurrent Reserve 0 0 0 2,819 1,152 -1,667

1/2% Contingency Budget 0 0 0 2,243 2,243 0

TOTAL 12,658 0 -12,658 24,049 3,395 -20,654

Year to Date Forecast

Year to Date Forecast

 
 

The CCG is reporting a year to date surplus of £12,705k which is in line with the 
revised planned forecast outturn surplus of £18,987k for 2014/15.   
 
The programme costs year to date position is £12,519k underspent against a 
year to date plan of £12,658k underspent.  
 
Based on the information available to date the CCG is forecasting the 
achievement of the revised planned surplus of £18,987k. Further detailed 
analysis is provided below on forecast movements from the month 7 report.  
 



Sunderland CCG

Forecast Movement Mth 8 vs Mth 7

CATEGORY

Month 7 

Variance 

(£000's)

Month 8 

Variance 

(£000's)

Movement 

(£000's)

ACUTE COMMISSIONING 549 369 -180

AMBULANCE SERVICES 138 -152 -289

COMMUNITY SERVICES 330 349 19

MH COMMISSIONING 2 3 0

MISC COMMISSIONING -4,168 -5,098 -930

PACKAGES 2,343 3,488 1,145

PREMISES 0 0 0

PRESCRIBING 3,416 3,618 201

PRIMARY CARE 151 193 42

REABLEMENT -344 -344 0

OTHER -20,698 -20,654 45

SUB TOTAL COMMISSIONING BUDGETS -18,282 -18,228 54

RUNNING COSTS -705 -759 -54

TOTAL CCG -18,987 -18,987 0

Forecast

 
 
There continues to be a significant forecast overspend for prescribing. Detailed 
reviews are currently being undertaken by the Medicines Optimisation Team to 
understand the reasons behind the increased spend and possible mitigation 
strategies for preventing any further deterioration in the forecast position for 
2014/15.  
 
The packages of care budget has seen a significant deterioration in month 8 due 
to a significant increase in the number of clients receiving continuing healthcare.   
The forecast overspend includes an estimate of £350k for those retrospective 
claims that the CCG rather than NHS England are responsible for.   
 
There has been a reduction in the forecast overspend on Acute Commissioning 
due in the main to an increase in the baseline budget for AQP service contracts 
which has been disaggregated from the NCA budget this month. The CCG is 
continuing to report an over performance against the acute contract with 
Gateshead Health Foundation Trust which is anticipated to continue throughout 
2014/15. The main acute contract with City Hospitals Sunderland Foundation 
Trust continues to be reported at breakeven.  
 
There has been an improvement in the forecast outturn for Ambulance Services 
due in the main to an anticipated reduction in contributions to the Area Team risk 
share arrangements agreed across CCGs.  
 



There are some minor movements in the forecast outturn Community Services, 
Primary Care Services and Misc Commissioning across small contract and grant 
areas.  
 
The running cost forecast is currently reported at £759k underspent for 2014/15. 
 
More detailed spend information and variance analysis is detailed in Appendix 1. 
 

 
QIPP / Resource Releasing Efficiency Savings 
 
The current forecast outturn assumes the CCG will achieve savings of £2,708k 
against the plan of £2,850k.  For the year to date, an achievement of £1,617k is 
reported against the plan of £1,767k. The QIPP Steering Group is currently 
reviewing possible mitigating actions which can be taken to bring the forecast 
achievement back in line with the plan.   

 
The Executive Committee continue to review QIPP achievement on a monthly 
basis and takes appropriate corrective action where necessary.  
 

4. Statement of Financial Position  
 
Summary Statement of Financial Position  
 
A copy of the summary Statement of Financial Position (previously known as the 
Balance Sheet) as at 30th November 2014 shows current assets of £1,580k and 
current liabilities stood at £20,320k.  
 

Nov-14 Oct-14 Movement

£000's £000's £000's

Non Current Assets Property, plant and equipment 126 133 (7)

Total Non Current Assets 126 133 (7)

Current Assets Trade and other Receivables 1,303 1,231 72

Cash and cash equivalents 277 37 240

Total Current Assets 1,580 1,268 312

Total Assets 1,706 1,401 305

Current Liabilities Trade and other payables (20,320) (20,982) 662

Total Current Liabilities (20,320) (20,982) 662

TOTAL ASSETS EMPLOYED (18,614) (19,581) 967

Financed by Taxpayers Equity

Capital & Reserves General Fund (18,614) (19,581) 967

TOTAL TAXPAYERS EQUITY (18,614) (19,581) 967  



Better Payment Practice Code (BPPC) 
 

BPPC can be summarised as a target to pay 95% of NHS and non-NHS trade 
creditors within 30 calendar days of receipt of goods or valid invoice (whichever 
is later) unless other payment terms have been agreed. 

 
BPPC Year to Date Performance 

 
Better Payment Practice Code - 30 Days NUMBER £000's

Non-NHS

Total Non-NHS Trade Invoices Paid in the Year 3,733 33,960

Total Non-NHS Trade Invoices Paid Within 30 Day Target 3,582 33,286

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 95.95% 98.01%

NHS 

Total NHS Trade Invoices Paid in the Year 1314 210,912

Total NHS Trade Invoices Paid Within 30 Day Target 1302 210,847

Percentage of NHS Trade Invoices Paid Within 30 Day Target 99.09% 99.97%

98.26%Average BPPC Achievement  
 

Cash Management 
 

The CCG is expected by NHS England to proactively manage the cash it draws 
down each month and the amount it actually spends.  The target is to have no 
more than £1m left in the main bank account each month.  This target was 
achieved in November with £277k left in the bank at the end of the month. 
Performance for this month and last month is shown below: 
 

 

Actual Actual

October November

£000's £000's

Income

Balance bfwd 348 37

DOH Income 31,400 32,200

Prescribing/Home Oxygen Therapy Charge to Cash Limit 4,177 4,423

CHC Risk Pool

Other Income 4 106

Total Income 35,929 36,766

Expenditure

Pay (318) (315)

NHS Payments including contracts (25,831) (26,205)

Other Payments -  BACS/CHAPS/Pos (5,470) (5,450)

Prescribing/Home Oxygen Therapy (4,177) (4,423)

CHC Risk Pool

Other (96) (96)

Total Expenditure (35,892) (36,489)

BALANCE CFWD 37 277  



Aged Debts  
 
The CCG monitors aged debts on a monthly basis to ensure prompt recovery of 
all outstanding debts and avoidance of debt write offs. The current target is to 
have no outstanding debts over 90 days old and above £50k in value. This target 
was achieved in November with no aged debts over 90 days old and above £50k 
in value outstanding.  

 
5. Financial Risks & Mitigation  

 
The financial risks facing the CCG in 2014/15 which are not included in the 
current forecast have been assessed at £4,300k in a worst case scenario. The 
risks identified are as follows:  
 

 Acute contracts over performance £1,500k 

 Community cost per case contracts over performance £200k 

 Mental Health contracts over performance £200k 

 Risk of continuing care client costs exceeding expected growth £1,000k 

 Risks of prescribing spend increasing above current forecast overspend 
£1,000k 

 Potential for other unknown financial liabilities £400k  
When adjusted for the likelihood of risks materialising the overall financial risk 
has been assessed at £1,750k. 

 
Mitigations in the form of uncommitted reserves and non-recurrent measures 
have been identified to offset financial risk in this reporting period.  This places 
the CCG in a relatively healthy position to manage financial risks for the 
remainder of 2014/15. 
 
Significant Under Spend  

 
As identified at the setting of budgets there is a risk that any surplus greater than 
the revised plan of £18,987k could be lost to the local health economy.  Reviews 
of forecast outturns based on various scenarios and corresponding mitigation 
plans will be produced to manage risk in this area. 
 
 

6. Recommendation  
 

The CCG Governing Body is asked to:  
 

 Note the Summary Financial Performance to 30th November 2014. 
 
 David Chandler  
 Head of Finance  
 Sunderland CCG 



Appendix 1 –Performance Measurement Thresholds for KPIs 

Reporting Area Key Performance Indicator Green Blue Red

Status of 

Indicator

Forecast to achieve revised planned surplus

Forecast 

surplus 

greater than 

or within 

0.1% of plan. 

Forecast 

surplus less 

than plan by 

more than 

0.1% but less 

than 0.5%.

Forecast 

surplus less 

than plan by 

more than 

0.5%.

NHS England 

national 

assurance 

indicator.

Running costs to remain within allocation 

Running 

costs 

forecast 

equal to or 

less than 

allocation.

not 

applicable.

Running 

costs 

forecast 

above 

allocation.

NHS England 

national 

assurance 

indicator.

Achievement of QIPP targets

Forecast 

QIPP 

achievement 

greater than 

95% of QIPP 

plan.

Forecast 

QIPP 

achievement 

less than 95% 

but greater 

than 75% of 

QIPP plan.

Forecast 

QIPP 

achievement 

below 75% of 

QIPP plan.

NHS England 

national 

assurance 

indicator.

Cash balance in bank account at period end

Cash balance 

less than 

£1m at 

period end.

Cash balance 

greater than 

£1m but less 

than £1.2m at 

period end. 

Cash balance 

greater than 

£1.2m at 

period end.

Currently 

local 

Indicator - 

NHS England 

to introduce 

national 

indicator at 

Q3. 

Better payment practice code average achievement

BPPC 

average 

achievement 

greater than 

95%.

BPPC 

average 

achievement 

greater than 

75% but less 

than 95%.

BPPC 

average 

achievement 

less than 

75%.

NHS England 

national 

assurance 

indicator.

Aged debts > £50k and > 90 days old

No aged 

debts greater 

than £50k 

and older 

than 90 days. 

Number of 

aged debts 

greater than 

£50k and 

older than 50 

days  not 

greater than 

two in total.

Number of 

aged debts 

greater than 

£50k and 

older than 50 

days greater 

than two in 

total.

Local CCG 

indicator. 

Financial Risks & 

Mitigation 

Headroom for mitigation of financial risks

Mitigations 

are greater 

than or equal 

to risks 

identified.

Risks not 

fully 

mitigated 

and, if they 

were to 

materialise, 

the CCG 

would not be 

in deficit or 

would be in 

deficit up to 

1% of 

allocations.

Risks not 

fully 

mitigated 

and, if they 

were to 

materialise, 

the CCG 

would be in 

deficit 

greater than 

the 1% of 

allocation

NHS England 

national 

assurance 

indicator.

Statement of 

Financial Position

Rating Measurement

2014/15 

Income & 

Expenditure

 



Appendix 2 – Budget Category Analysis 
Acute Commissioning

Month 8 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

CITY HOSPITALS SUNDERLAND NHSFT 119,720 119,765 45 179,580 179,648 68

GATESHEAD HEALTH NHSFT 10,150 10,333 184 15,224 15,500 276

NEWCASTLE TYNE HOSP NHSFT 5,944 6,002 58 8,916 9,002 87

CO. DURHAM & DARL NHSFT 4,146 4,166 21 6,218 6,218 0

SPIRE HEALTHCARE LTD 2,413 2,413 0 3,619 3,560 -59

NORTHERN DOCTORS 808 808 0 1,886 1,786 -100

SOUTH TYNESIDE NHSFT 772 741 -32 1,159 1,159 0

WASHINGTON WALK IN CENTRE 415 415 0 415 415 0

SOUTH TEES HOSPITAL NHSFT 373 488 114 560 723 163

NORTHUMBRIA HC NHSFT 212 267 54 319 400 81

NORTH TEES & HARTLEPOOL NHSFT 149 107 -42 223 165 -58

EXEMPT OVERSEAS VISITORS 126 46 -80 189 70 -120

AQP SERVICES 819 798 -20 1,228 1,202 -26

WINTER PRESSURES 898 898 0 4,181 4,181 0

NON CONTRACT ACTIVITY NHS & NON NHS 1,694 1,689 -5 2,541 2,598 58

TOTAL 148,638 148,935 297 226,257 226,626 369

YTD Notes

Overperformance on Gateshead FT contracts based on month 6 data received expected to continue throughout 2014/15. 

Minor overspend on CHS NCA invoices. Main contract with CHS continues to forecast at breakeven. 

Underperformance at Northern Doctors expected to continue throughout 2014/15 based on activity from Sep 14 to Nov 14.

Minor underspend on South Tyneside not expected to continue based on historic trends. 

Minor overspend at South Tees FT and Northumbria due to one off NCA high charges not expected to continue in 2014/15.

Mental Health Commissioning

Month 8 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

NORTHUMBERLAND T/W NHST 33,967 33,949 -18 50,950 50,932 -18

TEES ESK/WEAR VAL NHSFT 173 170 -3 259 255 -4

MIND 194 216 22 290 315 25

OTHER -16 -15 1 9 9 -0

TOTAL 34,316 34,319 3 51,508 51,511 3

YTD Notes

Contracts on track for 2014/15. Minor underspend on NTW contract relates to 2013/14 credit. MIND overspend due to 2013/14 

charges not previously known. 

Community Services

Month 8 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

S TYNESIDE NHSFT 17,094 17,233 139 25,642 25,855 213

MSKCAT SERVICE 475 507 32 712 781 69

SUNDERLAND LA -430 -430 -0 -700 -700 0

OTHER CONTRACTS 532 544 12 790 858 68

TOTAL 17,671 17,854 183 26,444 26,793 349

YTD Notes

Pressure on STFT contract due to overperformance on continence products spend based on recharges received. Currently 

undergoing service transformation within FT.MSK CAT overspend due to increase property pass through costs from NHS Propco.

Sunderland LA category relates to income for CAMHS & Infection Control and expenditure on STFT pass through costs charged.

Year to Date Forecast

Year to Date Forecast

Year to Date Forecast
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Item: 10.6 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 
20th January 2015 

 
Report Title 
 

 
Sunderland Pharmaceutical Needs 
Assessment (PNA) 
 

 
Purpose of report 

 
The purpose of this report is to provide 
information to the Sunderland CCG Governing 
Body about: the statutory role of the Health and 
Wellbeing Board in relation to pharmaceutical 
needs assessment; the work that has been 
undertaken to produce an updated 
Pharmaceutical Needs Assessment (PNA) for 
Sunderland in line with this statutory role; and 
the local statutorily required consultation running 
from 9th January 2015 until 10th March 2015. 
 
The report also provides the opportunity for the 
Governing Body to comment on the consultation 
draft of the Pharmaceutical Needs Assessment 
(PNA) for Sunderland and seeks their broad 
agreement for the conclusions and 
recommendations set out in the consultation 
draft PNA. 
 

 
Key points, risks and assurances 
 

 
The paper outlines: 
 

 The statutory roles and responsibilities in 
relation to PNA 

 The process undertaken to produce an 
updated PNA for Sunderland 

 An outline of the statutorily required 
consultation 

 Key findings from the PNA process 

 Conclusions and recommendations of the 



    

Health and Wellbeing Board arising from 
this work 

 
The PNA provides broad assurance that the 
City’s residents have good access to community 
pharmacy services. 

 
Recommendation/Action Required 
 

 
The Governing Body is asked to: 
 

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

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

 consider and provide broad agreement 
for the Health and Wellbeing Board’s 
conclusions arising from the PNA process 

 consider and provide broad agreement 
for the Health and Wellbeing Board’s 
recommendations arising from the PNA 
process 

 

Sponsor/approving director   Gillian Gibson, Acting Director of Public Health 

Report author 
 
Kath Bailey, Locum Consultant in Public Health 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO
1 

CO2 CO
3 

CO4 CO
5 

CO
6 

CO7 

 
 

  
 

  
 

 
 

 
 

Any relevant legal/statutory issues 

Duty for Health and Wellbeing Boards to 
undertake PNA process set out in Health and 
Social Care Act 2012. 
Requirements for undertaking PNA set out in 
The NHS (Pharmaceutical and Local 
Pharmaceutical Services) Regulations 2013. 
 

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

 
No, but note the particular importance of 
complying with the requirements of the 
regulations and ensuring due process is 
followed set out in paragraph 3.3. 



    

 
*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 

 

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

 
N/A 

 
Equality analysis completed 
(please tick)  
 
 
 

Yes  No  
Not 
relevant 

 

Key implications  Yes No Details 

 
Are additional resources required?  If 
so please specify 
 

   
Not specifically considered.  
Assessment focused on adequacy 
of existing provision and possible 
future roles for pharmacy.  The 
document does not include firm 
commissioning intentions. 
  

 
Has there been appropriate clinical 
engagement?  
 

  

 
Pharmacy input has been provided 
by the CCG medicines 
optimisation, NECS medicines 
management and through advice 
and support from members of 
Sunderland LPC and Gateshead & 
South Tyneside LPC. 
   

 
Any current or expected impact on 
patient outcomes/experience? 
 

    

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

  

 
Some broad public 
views/engagement activity during 
November/December 2014 
Professional views and service 
assessment from community 
pharmacies via questionnaire 
Statutory consultation commenced 
on 9th January 
 



    
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   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



    
 

        
 

 
Sunderland Pharmaceutical Needs Assessment (PNA) 

 
1 Introduction 
 
1.1 The purpose of this report is to provide information to the Sunderland CCG 

Governing Body about:  
 

 the statutory role of the Health and Wellbeing Board in relation to 
pharmaceutical needs assessment; 

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

 the local statutorily required consultation running from 9th January 2015 until 
10th March 2015. 

 
1.2 The Governing Body has the opportunity to comment on the consultation draft of 

the Pharmaceutical Needs Assessment (PNA) for Sunderland and is asked to 
consider and provide broad agreement for the conclusions and recommendations 
set out in the consultation draft PNA.   

 
1.3 The document will be revised in the light of comments received and the findings 

of the consultation.  The consultation draft of the PNA will be considered by the 
Health and Wellbeing Board on 23rd January 2015.  A final version of the 
Pharmaceutical Needs Assessment (PNA) for Sunderland document will be 
taken to the Health and Wellbeing Board on 20th March 2015 for final approval 
and sign off. 

 
2. Statutory role 
 
2.1 The first PNAs were produced by Primary Care Trusts in 2011.  The duty to carry 

out pharmaceutical needs assessment transferred to Health and Wellbeing 
Boards under the Health and Social Care Act 2012; this duty came into effect on 
1st April 2013. 

 
2.2 The process for pharmaceutical needs assessment is currently guided by The 

NHS (Pharmaceutical and Local Pharmaceutical Services) Regulations 2013.  
These state that an updated pharmaceutical needs assessment (PNA) must be 
agreed and published by 1 April 2015. 

 
2.3 A revised assessment must be published within three years of publication of this 

assessment, or sooner in response to significant changes to the availability of 
pharmaceutical services, provided that this would not be a disproportionate 
response to those changes. 



    
2.4 The Health and Wellbeing Board is required to produce the PNA as part of its 
broader responsibility for developing a shared understanding of the current and 
potential future health needs of the City’s population.  The PNA is an integral part of the 
joint strategic needs assessment (JSNA) and is aligned to the Joint Health and 
Wellbeing Strategy.  
 
3. What is a PNA used for? 
 
3.1 The Health and Wellbeing Board is not responsible for deciding how many 

pharmacies there should be or where they should be sited.  NHS England, 
through its Area Team, will use the PNA document to decide whether additional 
pharmacies are needed to fill any gaps in essential services identified.   In doing 
this, NHS England will need to balance current provision with considerations of 
the free market.  They need to ensure that local community pharmacies are in 
locations which best meet the needs of and are accessible to residents of 
Sunderland, but are also commercially viable.  

 
3.2 The primary purpose of the PNA is to ensure that decisions made by NHS 

England about applications for new pharmacies are based on robust and relevant 
information.  However, it will also be used to: 

 

 help commissioners  to commission services from community pharmacists to 
meet local need; 

 support commissioning of high quality pharmaceutical services; 

 ensure that community pharmacy services are commissioned to reflect the 
health needs identified in the JSNA and the ambitions set out in the Joint 
Health and Wellbeing Strategy; and 

 facilitate opportunities for pharmacists to make a significant contribution to the 
health of the population of Sunderland. 

 
3.3  Decisions on applications to open new premises may be appealed by certain 

persons to the NHS Litigation Authority’s Family Health Services Appeal Unit 
(FHSAU), and may also be challenged via the courts.  The use of PNAs for the 
purpose of determining applications for new premises is still relatively new.  It is 
therefore expected that many decisions made by the NHS England will be 
appealed and that eventually there will be judicial reviews of decisions made by 
the FHSAU.  It is therefore vitally important that PNAs comply with the 
requirements of the regulations, due process is followed in their development and 
that they are kept up-to-date.  

 
3.4 A Pharmaceutical Needs assessment (PNA) describes the health needs of the 

population and the services delivered by community pharmacies, either which 
are already in place, or which could be commissioned to meet identified health 
needs.   

 
3.5 Currently services are commissioned from community pharmacies by NHS 

England, Sunderland Clinical Commissioning Group, and the public health team 
of Sunderland City Council.  These may be: 



    
Essential Services: services all community pharmacies are required to provide; 

 

 Advanced Services: services to support patients with safe and effective use 
of medicines or appliances that all community pharmacies may choose to 
provide as long as they meet the requirements set out in the directions; or 

 Enhanced Services/Locally Commissioned Services: services that can be 
commissioned locally in response to identified needs. 

 
3.6 The PNA maps health needs and current services to make sure there are no 

gaps in essential services in order that the Health and Wellbeing Board and 
Sunderland CCG Governing Body can be assured that the City’s residents have 
good access to community pharmacy services.  

 
3.7 As a commissioner of locally commissioned services from community 

pharmacies, Sunderland CCG is a key partner in the production of the PNA. 
 
4. PNA process 
 
4.1 The work was supported by a collaborative steering group with representation, 

advice and support from the public health team at Sunderland City Council, 
Sunderland CCG, Sunderland Local Pharmaceutical Committee and a 
representative from the Medicines Optimisation Team at the North of England 
Commissioning Support (NECS) Unit. 

 
4.2 The steering group made an assessment of needs based on the JSNA and 

additional information collected as part of the PNA process.  In making this 
assessment, there was a need to “have regard to the different needs of different 
localities within the area”.  In accordance with the regulation, the collaborative 
steering group considered how to assess these different needs, and concluded 
that the most appropriate means of dividing the Sunderland area was to adopt 
the five locality areas used by both Sunderland City Council and Sunderland 
Clinical Commissioning Group. 

 
4.3 The steering group also made an assessment of the current services available 

from community pharmacies in Sunderland.  Information about opening hours 
was collected, and data was collected about the services which are currently 
commissioned. 

 
4.4 During November and December 2014 a questionnaire survey was used to 

gather views about local pharmacy services from the public and a range of 
agencies and groups.  The questionnaire was made available through the 
consultation calendar on the Sunderland Partnership website and also through 
paper versions of the same questionnaire distributed at a range of engagement 
events over the same period. 

 
4.5 A questionnaire for community pharmacies was made available on-line during 

December 2014.  This questionnaire gathered information on facilities which are 
available in community pharmacies, the number of clients accessing 



    
commissioned services, and any non-commissioned services which pharmacies 
currently provide, or would be willing to provide if they were commissioned.  The 
questionnaire was available for a relatively short period of time and at a time 
when community pharmacies are particularly busy.  At present, 31 out of a 
possible 67 (46.2%) responses have been received and collection of this data will 
continue into the consultation period with a view to improving the response rate. 
Figures will be adjusted accordingly in the final PNA document. 

 
4.6 Information was also gathered about services provided in neighbouring areas 

which can be accessed by residents of Sunderland, and therefore provide a more 
complete picture of any potential gaps in service provision. 

 
5. Consultation 
 
5.1 The regulations require the Health and Wellbeing Board to consult for a minimum 

of 60 days with the following statutory consultees about the contents of the 
pharmaceutical needs assessment it is making: 

 

 the Local Pharmaceutical Committee; 

 the Local Medical Committee  

 all those currently on the pharmaceutical list in the City; 

 HealthWatch Sunderland, and through them with any other patient, consumer 
or community groups with an interest in the issue; 

 all NHS foundation trusts providing services in Sunderland; 

 NHS England; and 

 Health and Wellbeing Boards in South Tyneside, Gateshead and County 
Durham.   

 
5.2 A draft document for consultation has been prepared and is included with this 

paper.  This was published on 9th January 2015 and is available at: 
http://sunderland-
consult.objective.co.uk/portal/chief_executives_1/pna_stat_consultation.    
The statutory consultees have been made aware of the consultation directly and 
provided with the link to the document and an on-line consultation questionnaire.  
Responses from a wide range of agencies and individuals are encouraged and 
are welcome. 

 
5.3 The statutory consultation period of 60 days will run from 9th January 2015 until 

10th March 2015.  Following the consultation period, the draft document will be 
updated to reflect any new information relevant to the pharmaceutical needs 
assessment. 

 
5.4 Whilst the CCG is not a statutory consultee, feedback and comments on the 

consultation draft can be provided through discussion at the Governing Body 
meeting through informal discussion with the public health team at Sunderland 
City Council and/or through a formal consultation response. 

 

http://sunderland-consult.objective.co.uk/portal/chief_executives_1/pna_stat_consultation
http://sunderland-consult.objective.co.uk/portal/chief_executives_1/pna_stat_consultation


    
5.5 A final version of the Pharmaceutical Needs Assessment (PNA) for Sunderland 

document will be taken to the Health and Wellbeing Board on 20th March 2015 
for final approval and sign off.  Under the regulation this must be published by 1st 
April 2015. 

 



    
6. Key findings 
 
6.1 There are 67 pharmacies in Sunderland, located primarily in areas of higher 

population density and in or near to areas with the highest levels of deprivation.   
Sunderland is well serviced by community pharmacies, having a greater number 
of pharmacies per 100,000 population than the England average.  There are five 
100 hour pharmacies out of a total of 67 pharmacies in Sunderland which provide 
extended and out of hours cover for pharmaceutical services across the city; all 
five open on both Saturdays and Sundays.  In total, 38 pharmacies open on 
Saturdays and nine pharmacies open on Sundays, responding to the needs of 
the local population. 

 
6.2 There is good provision of advanced services that seek to improve the safe and 

effective use of medicines.  Additionally, a range of locally commissioned 
services are currently being commissioned either totally or in part from 
community pharmacies.   When pharmacies provision is considered alongside 
that of other service providers, it is considered that provision of existing locally 
commissioned services across Sunderland is adequate and meets identified 
health needs.  For some services, access and equity of provision could be 
improved and other community pharmacies would be willing to provide these 
services if commissioned. 

 
6.3 Community pharmacies make a valuable contribution to the objectives of the 

Joint Health & Wellbeing Strategy and engagement work shows that people 
value the services provided by their local community pharmacy. 

 
6.4 Possible future roles for community pharmacy to contribute to the objectives of 

the Joint Health and Wellbeing Strategy have been outlined. 
 
7. Recommendations 
 
7.1 The Governing Body is asked to note the Health and Wellbeing Board’s statutory 

role in relation to pharmaceutical needs assessment, and to note the work that 
has been undertaken to produce an updated Pharmaceutical Needs Assessment 
(PNA) for Sunderland and commence the statutory consultation in line with this 
statutory role. 

 
7.2 The Governing Body is asked to consider and provide broad agreement for the 

following conclusions: 
 

 Sunderland has an adequate number of pharmacies to meet the needs of 
patients who require prescriptions dispensed. 

 There is adequate provision of essential NHS pharmaceutical services across 
most of Sunderland, but [the Health and Wellbeing Board] recognises gaps in 
service in the Coalfields area on Sundays and Bank Holidays.  

 The existing 100 hour pharmacies are essential to meet the needs of patients 
by extending access to pharmaceutical services outside core hours when 
other pharmacies are closed. 



    

 The level of planned development is unlikely to require new pharmacy 
contracts to be issued for the areas of development, due to satisfactory cover 
from already existing pharmacies. 

 There is adequate provision of existing locally commissioned services across 
Sunderland, although access and equity of provision could be improved for 
some services.  Other community pharmacies would be willing to provide 
these services if commissioned. 

 Community pharmacy already makes a significant contribution to the delivery 
of the Joint Health and Wellbeing Strategy. 
 

8.  Recommendations 
 
 The Governing Body is asked to consider and provide broad agreement for the 

following recommendations: 
 

 Commissioners take cross border issues into account and consult with 
relevant stakeholders when they are reviewing, commissioning or 
decommissioning services, to avoid or mitigate against creating inequity of 
provision for the local population.  

 Commissioners should consider the opportunities afforded by community 
pharmacy enhanced services that focus on the safe and effective use of 
medicines and support for self-care, within the context of the current financial 
constraints for the health economy. 

 Patterns of provision may need to be reviewed as the NHS moves towards “7 
days a week” working.  

 With regard to locally commissioned services, the public health team will work 
with the CCG to ensure that services are commissioned to meet local health 
needs and that any changes would serve to improve equity, access and 
choice. 
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Executive Summary 
 
This Pharmaceutical Needs Assessment (PNA) looks at the current provision of 
pharmacy services across Sunderland and whether there are any potential gaps to 
service delivery.  The Health and Social Care Act 2012 transferred the responsibility 
for developing and updating pharmaceutical needs assessments from Primary Care 
Trusts (PCTs) to Health & Wellbeing Boards.  Each Health & Wellbeing Board must 
publish its first pharmaceutical needs assessment by 1 April 2015.  A revised 
assessment must be published within three years of publication of this first 
assessment or sooner in response to significant changes to the availability of 
pharmaceutical services, provided that this would not be a disproportionate response 
to those changes. 
 
The pharmaceutical needs assessment will be used by NHS England in its 
consideration of applications to join the pharmaceutical list, and by commissioners of 
community pharmacy enhanced and locally commissioned services.  
 
The public health team of Sunderland City Council, working alongside colleagues 
from South Tyneside Council, oversaw the development of the pharmaceutical 
needs assessment on behalf of the Sunderland Health & Wellbeing Board.  In the 
process of undertaking the pharmaceutical needs assessment, a collaborative 
steering group was established and data was sought from a number of stakeholders 
including NHS England, Sunderland Clinical Commissioning Group, Sunderland City 
Council, Sunderland Local Pharmaceutical Committee (LPC) and local community 
pharmacists.  The aim was to identify issues that affect the commissioning of 
community pharmacy services and to identify priorities for the future provision of 
community pharmacy services.  
 
A statutory public consultation will be undertaken from 9th January 2015 to 10th 
March 2015 to seek the views of the public and other stakeholders, on whether they 
agree with the contents of this pharmaceutical needs assessment. Any comments 
and feedback obtained from the consultation will be reflected in the final revised 
pharmaceutical needs assessment report.  
 
The pharmaceutical needs assessment for Sunderland links to the health needs 
identified in the Joint Strategic Needs Assessment (JSNA).  
 
This pharmaceutical needs assessment includes information on the following: 
 
• A description of the PNA process, including the determination of localities 
• An assessment of health needs now and in the future 
• A description of community pharmacies in Sunderland 
• As assessment of current service provision and access, including any gaps 
• A consideration of possible future roles for community pharmacy 
• An assessment of community pharmacy’s contribution to the Joint Health & 

Wellbeing Strategy 
• Key messages from stakeholder engagement activity 
• Conclusions and recommendations. 
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1.  Introduction 
  
1.1 Background 
 
The Health Act 2009 introduced a legal requirement for all Primary Care Trusts 
(PCTs) to publish a pharmaceutical needs assessment (PNA) by 1 February 2011.  
More recently, the Health and Social Care Act 2012 transferred the responsibility for 
developing and updating the pharmaceutical needs assessment to Health & 
Wellbeing Boards.   
 
Each Health & Wellbeing Board must publish its first pharmaceutical needs 
assessment by 1 April 2015.  A revised assessment must be published within three 
years of publication of this first assessment or sooner in response to significant 
changes to the availability of pharmaceutical services, provided that this would not 
be a disproportionate response to those changes. 
 
Published in April 2008, the white paper Pharmacy in England: Building on strengths 
– delivering the future set out a vision of how community pharmacy could contribute 
to high quality patient care and to improving the population’s health and wellbeing. 
 
More recently, in December 2013, NHS England published Improving health and 
patient care through community pharmacy – a call to action.  This included a period 
of consultation designed to gather views on what community pharmacy services 
should look like in the future.  It was carried out as part of the work of NHS England 
to redesign the whole of primary care (including GP services).  NHS England is 
intending to publish a document describing the proposed key features of its strategic 
framework for commissioning community pharmacy services in the future.  
Recommendations from national pharmacy bodies on this NHS England consultation 
included:  
 
• A shift from a contract based on medicines supply to one focused on clinical 

care and patient outcomes.  
• Common enhanced services currently commissioned by NHS England region-

by-region (e.g. minor ailment schemes) to become nationwide essential 
services.  

• All community pharmacists to become independent prescribers for a limited list 
of medicines, be given autonomy to alter prescriptions, and have appropriate 
access to patient records.  

• Patients with long term conditions (LTCs) to be registered with a named 
community pharmacist, with the community pharmacy contract becoming more 
aligned with the GP contract.  

• Pharmacies to become fully integrated into the provision of primary care and 
public health services, with an even better use of community pharmacies to 
promote public health messages.  

 
In addition, there is a desire to make full use of community pharmacies to improve 
public health in their local communities and to “make every contact count”.  The 
Pharmacy and Public Health Forum, which reports to Public Health England is 
supporting this nationally, and has published a number of key documents including:  
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• Professional Standards for Public Health Practice for Pharmacy, which align 
with the Faculty of Public Health’s nine areas of public health practice.  

• Health on the high street: rethinking the role of community pharmacy, which 
describes how public health services should be commissioned from community 
pharmacy. 

• Consolidating and developing the evidence base and research for community 
pharmacy’s contribution to public health: a progress report was also published 
in 2013 and examined the evidence base for community pharmacy public 
health interventions.  

 
1.2  Purpose  
 
The pharmaceutical needs assessment describes the health needs of the population, 
current pharmaceutical services provision and any gaps in that provision.  It also 
identifies potential new services to meet health needs and help achieve the 
objectives of the Joint Health & Wellbeing Strategy, whilst taking account of financial 
constraints.  It takes account of the joint strategic needs assessment (JSNA) and is a 
strategic commissioning document which will be used by NHS England in its 
determination as to whether to approve applications to join the pharmaceutical list 
under the NHS (Pharmaceutical and Local Pharmaceutical Services) Regulations  
2013.  
 
The PNA will also be used to:  
 
• Ensure that decisions about applications for market entry for pharmaceutical 

services are based on robust and relevant information; 
• Inform commissioning plans about pharmaceutical services that could be 

provided by community pharmacists and other providers to meet local need.  
These services can be commissioned by local authorities, NHS England and 
CCGs (see sections 6 and 7); 

• Support commissioning of high quality pharmaceutical services;  
• Ensure that pharmaceutical and medicines optimisation services are 

commissioned to reflect the health needs and ambitions outlined within the joint 
Health & Wellbeing Strategy; and 

• Facilitate opportunities for pharmacists to make a significant contribution to the 
health of the population of Sunderland. 

 
1.3  Pharmacy market  
 
Under the NHS (Pharmaceutical and Local Pharmaceutical Services) Regulations 
2013, a person – i.e., a pharmacist, a dispenser of appliances or, in some rural 
areas, a GP – who wishes to provide NHS pharmaceutical services must apply to 
NHS England to be included on the relevant pharmaceutical list by proving they are 
able to meet a pharmaceutical need as set out in the relevant pharmaceutical needs 
assessment.  There are exceptions to this such as applications to provide 
pharmaceutical services on a distance-selling (i.e., internet or mail order only) basis.  
 
There are five types of market entry application that can be made to be included on 
the NHS England Pharmaceutical List.  These are:  
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• To meet a current need in the pharmaceutical needs assessment;  
• To meet a future need in the pharmaceutical needs assessment; 
• To improve current access;  
• To improve future access;  
• To fulfil an unforeseen benefit, where the applicant provides evidence of a need 

that was not foreseen when the pharmaceutical needs assessment was 
published. 

 
1.4  Sunderland strategic objectives  
 
The Sunderland Health & Wellbeing Board brings together Sunderland City Council 
and Sunderland Clinical Commissioning Group with a range of partners to promote 
integrated working between commissioners of health services, public health and 
social care services to improve the health and wellbeing of local people.  The Health 
& Wellbeing Board produces a joint strategic needs assessment (JSNA) which 
informs the Health & Wellbeing Board on the health and wellbeing of people in 
Sunderland and how this compares to the rest of England.  The pharmaceutical 
needs assessment forms an integral part of the JSNA, which informs Sunderland’s 
joint Health and Wellbeing Strategy. 
 
Sunderland’s joint Health and Wellbeing Strategy sets out our vision to have the:  
 
Best possible health and wellbeing for Sunderland ... by which we mean a city 
where everyone is as healthy as they can be, people live longer, enjoy a good 
standard of wellbeing and we see a reduction in health inequalities. 
. 
The priorities in the joint health and wellbeing strategy for Sunderland are as follows: 
 
• Promoting understanding between communities and organisations; 
• Ensuring that children and young people have the best start in life; 
• Supporting and motivating everyone to take responsibility for their health and 

that of others; 
• Supporting everyone to contribute; 
• Supporting people with long-term conditions and their carers; and 
• Supporting individuals and their families to recover from ill-health and crisis 
 
In addition, Sunderland health economy’s Commissioning Plan 2012-2017 and 
Operational Plan 2014-2016 describe how health services and social care will work 
together to achieve: 
 
• Improvements in the health and wellbeing of all local people so they can live 

longer, with a better quality of life and a reduction in health inequalities; and 
• Better and more integrated services across health and social care, underpinned 

by more effective clinical decision making. 
 
These will be delivered through a focus on: 
 
• Transforming out of hospital care, through integration and 7 day working; 
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• Transforming in hospital care, specifically urgent and emergency care through 
7 day working; and 

• Self-care and sustainability. 
 
Appendix 3 describes some of these priorities and how community pharmacy is, or 
could in the future, support the delivery of these priorities. 
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2.  Pharmaceutical Needs Assessment (PNA) process  
 
2.1  PNA development group  
 
The requirements of a pharmaceutical needs assessment are set out in the NHS 
(Pharmaceutical and Local Pharmaceutical Services) Regulations 2013.  The 
process of producing the PNA followed guidance set out in the Pharmaceutical 
Needs Assessment, Information Pack for Local Authority Health and Wellbeing 
Boards, published by the Department of Health in 2013.  This PNA relates to 
community pharmacies.  Prison pharmacy and hospital pharmacy are outside the 
scope of the PNA.  
 
The public health team of Sunderland City Council, working alongside colleagues 
from South Tyneside Council, oversaw the development of the pharmaceutical 
needs assessment on behalf of the Sunderland Health & Wellbeing Board.  In the 
process of undertaking the pharmaceutical needs assessment, a collaborative 
steering group was established October 2014.  The core membership of the group 
included representatives from: the public health team at Sunderland City Council, 
Sunderland CCG, Sunderland Local Pharmaceutical Committee and a 
representative from the Medicines Optimisation Team at the North of England 
Commissioning Support (NECS) Unit.  Full membership is set out in Appendix 4. 
 
The collaborative steering group agreed the following: 
 
• Terms of reference of the steering group, including the frequency of meetings; 
• Content of a PNA questionnaire to pharmacists in Sunderland; 
• Timeline of the PNA process; 
• Structure of the PNA document; 
• Process for engagement and consultation; 
• Appropriate governance, including declaration of interests, and reporting 

arrangements. 
 
The collaborative steering group was responsible for overseeing the completion of 
the PNA and ensuring it meets the minimum requirements set out in the regulations.  
 
2.2  Determination of localities  
 
Regulation 9 (1)(c) of the NHS (Pharmaceutical and Local Pharmaceutical Services) 
Regulations 2013 states that, in making its assessment of needs, the Health & 
Wellbeing Board should have regard to the different needs of different localities 
within its area.  
 
In accordance with this regulation, the collaborative steering group considered how 
to assess these different needs, and concluded that the most appropriate means of 
dividing the Sunderland area was to adopt the five locality areas used by both 
Sunderland City Council and Sunderland Clinical Commissioning Group.  These are 
as follows: 
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• Coalfields – covering Copt Hill, Hetton, Houghton and Shiney Row wards; 
• Sunderland East – covering Doxford, Hendon, Millfield, Ryhope and St Michael’s 

wards; 
• Sunderland North – covering Castle, Fullwell, Redhill, Southwick and St Peter’s 

wards; 
• Sunderland West – covering Barnes, Pallion, Sandhill, Silksworth, St Anne’s and 

St Chad’s wards; and 
• Washington – covering Washington Central, Washington East, Washington 

North, Washington South and Washington West wards. 
 
This approach is in line with the data available within the JSNA, although the Health 
& Wellbeing Board is mindful that needs will vary between the wards in each locality 
and also at sub-ward level.  
 
Figure 1: Map of localities used within the pharmaceutical needs assessment 
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2.3  Health needs  
 
Section 116 of the Local Government and the Public Involvement in Health Act, 2007 
created the duty to undertake joint strategic needs assessment. From April 2008, this 
duty sat with local authorities and PCTs.  The Health and Social Care Act, 2012 
transferred this duty, with effect from April 2013, to local authorities and CCGs to be 
exercised by the Health & Wellbeing Board. 
 
This pharmaceutical needs assessment is directly aligned to the Sunderland JSNA.  
The public health analyst identified the health needs for the PNA based on the 
content on the current JSNA and the council and CCG area priorities.  The statement 
of health needs is presented in section 3 of this document. 
 
2.4  Current provision  
 
In order to assess the adequacy of provision of pharmaceutical services and other 
services provided by community pharmacies, the current provision of such services 
was identified and mapped.  Initially this was based on information provided by the 
NHS England Area Team, Sunderland CCG and Sunderland City Council’s 
integrated commissioning team.   
 
The information was then validated using a questionnaire sent to all community 
pharmacies and appliance contractors.  The process was undertaken during 
December 2014.  A total of 31 out of a total of 67 community pharmacy contractors 
responded, which was a response rate of 46.2%.   
 
In relation to the contractors who did not respond, only the information held by the 
local authority, based on information provided by the service commissioners has 
been used as part of the consultation draft of the PNA.  The questionnaire will be re-
sent to non-responding community pharmacies and appliance contractors during the 
consultation and figures will be adjusted accordingly in the final PNA document. 
 
2.5  Future provision  
 
The questionnaire sent to all community pharmacies and appliance contractors also 
provided the opportunity for pharmacy contractors to comment on how community 
pharmacy could contribute to the strategic priorities set out in Sunderland’s joint 
Health & Wellbeing Strategy and Sunderland health economy’s Operational Plan.  
Therefore only the views of those who responded to the survey have been taken into 
account. 
 
The pharmaceutical needs assessment will seek to assess the current and future 
needs of the area identifying any gaps in pharmaceutical services.  These may 
highlight the need for necessary provision or may require provision in specified future 
circumstances.   In considering the future needs of the area and identifying any gaps 
in service the PNA has, in accordance with Regulation 9 (1) and (2), had regard to:  
 
• the demography of Sunderland; 
• whether there is sufficient choice with regard to obtaining pharmaceutical 

services within Sunderland; 
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• the different needs of the localities within Sunderland; 
• the pharmaceutical services provided in the area of any neighbouring Health & 

Wellbeing Boards (i.e., South Tyneside, Gateshead and County Durham); 
• any other NHS services provided in or outside of Sunderland;  
• likely changes to the demography of Sunderland and/or the risks to the health or 

well-being of people of Sunderland. 
 
The Equality Act, 2010 requires that in making this assessment, the needs of 
different population groups have been taken into account.  This final PNA will be 
subject to an equality impact assessment.  A preliminary assessment is included as 
Appendix 5.  
 
2.6  Stakeholder engagement  
 
During November and December 2014 the views of the public and a range of 
agencies and groups were gathered in the form of a survey on Pharmacy Services. 
This was made available through the consultation calendar on the Sunderland 
Partnership website at: http://sunderland-consult.limehouse.co.uk/portal.  The 
engagement team also used paper hard copy versions of the same questionnaire at 
a range of engagement events over the same period. 
 
In total, 191 surveys responses have been received and these have been 
considered as part of the pharmaceutical needs assessment.   Section 11 provides a 
summary of the analysis and outcomes of the public engagement. 
 
2.7  Formal consultation  
 
The formal consultation on the draft PNA will run from 9th January to 10th March 
2015, and the outcomes of will be considered as part of the final pharmaceutical 
needs assessment.  A copy of the consultation draft and a consultation questionnaire 
is available at: http://sunderland-consult.limehouse.co.uk/portal.  
 
The regulations require the Health and Wellbeing Board to consult for a minimum of 
60 days with the following statutory consultees about the contents of the 
pharmaceutical needs assessment it is making: 
 
• the Local Pharmaceutical Committee; 
• the Local Medical Committee  
• all those currently on the pharmaceutical list in the City; 
• HealthWatch Sunderland, and through them with other patient, consumer or 

community groups with an interest in the issue; 
• all NHS  foundation trusts providing services in Sunderland; 
• NHS England; and 
• Health and Wellbeing Boards in South Tyneside, Gateshead and County 

Durham.   
 
Notification has been sent directly to the statutory consultees, but responses from a 
wide range of agencies and individuals are encouraged and welcomed. 
 

http://sunderland-consult.limehouse.co.uk/portal
http://sunderland-consult.limehouse.co.uk/portal
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3. Health needs  
 
3.1 Introduction  
 
This section is based on the Sunderland Joint Strategic Needs Assessment (JSNA).  
It provides a summary of the health needs of Sunderland and highlights relevant 
issues for the commissioning of pharmacy services, building on the 
recommendations of the JSNA.  The JSNA can be accessed at: 
http://www.sunderlandpartnership.org.uk/healthy-jsna.html. 
 
Although issues are separately identified for clarity, it is important to remember that 
pharmacies are ideally placed within communities to provide an integrated approach 
to the health needs of their local population.  The impact of many of the wider 
determinants of health means that particular individuals, families and 
neighbourhoods tend to have multiple health issues that are best considered in a 
holistic way and services should reflect this approach wherever possible.  
 
The JSNA is the process by which Sunderland City Council and Sunderland CCG, 
working in collaboration with partners and the wider community, identifies the health 
and wellbeing needs of the local population.  It provides an insight into current and 
future health, wellbeing and daily living needs of local people and informs the 
commissioning of services and interventions to improve health and wellbeing 
outcomes and reduce inequalities.  
 
The findings of the JSNA are based on:  
 
• Consideration of the JSNA data annex, which identifies all health, social care and 

well-being indicators, including the results of local Lifestyle Services. The annex 
also compares our local population against regional and national averages which 
helps us to understand if a particular health issue is significant. 

• A summary of local needs analysis that has been carried out, identification of 
effective interventions (what works) and any other rationale for action e.g. a 
National ‘must do’ or service users, carers and public views. 

 
3.2 Population profile and demography 
 
The population of Sunderland had been falling over the past 20 years.  However, this 
decline has recently levelled off and the population is forecast to rise over the next 
20 years.  In the early 1990s Sunderland’s population was close to 300,000.  It is 
currently 276,080 (source: 2013 mid-year estimate, ONS) and is forecast to rise back 
up to 281,000 by 2037 (source: 2012-based projections, ONS).  Compared to 
England the population of Sunderland has a higher proportion of older people.  18% 
of the population is currently aged 65 years or over compared with 17% across 
England and 18% across the North East.  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. 

Life expectancy is rising over time, and so the absolute size of the older population, 
and the size in proportion to the population as a whole, will grow.   In Sunderland, it 

http://www.sunderlandpartnership.org.uk/healthy-jsna.html
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is forecast that the number of older people aged 65 years and over will rise from 
49,800 in 2013 to 74,000 in 2037 – an increase of 49% (source: 2012-based 
projections, ONS).  The number of people in Sunderland aged 85 years and over - 
those with the greatest care needs – will more than double from 5,345 to around 
14,000 over the same period.  This forecast increase in the number of older people 
means that service commissioners will need to consider how the health and care 
needs of this growing section of the population will be met, both in terms of service 
capacity and workforce planning. 
 
3.3 Life expectancy  
 
Whilst average life expectancy at birth has improved (with declines in deaths as a 
result of specific diseases), the city continues to lag behind the England position with 
an average life expectancy of 77.3 years for males and 80.9 years for females 
compared with 79.4 years and 83.1 years respectively for England (source: Life 
expectancy at birth 2011-13, ONS).  The gap in mortality rates is demonstrated in 
Figures 2 and 3.  These show that for both males and females, the relative gap in life 
expectancy between Sunderland and England (expressed as a percentage of the 
England life expectancy) has widened.   
 
Around two thirds of the life expectancy gap between Sunderland and England is 
due to higher rates of mortality due to cardiovascular diseases (mainly coronary 
heart disease), cancers (mainly lung cancer) and respiratory diseases (particularly 
chronic obstructive airways disease); smoking is a key contributory risk factor that 
will impact on all three causes.  
 
Health inequalities within Sunderland result in significant variations in mortality and 
life expectancy at birth between wards.  For males, the gap in life expectancy at birth 
is around 12 years – Hendon 70.3 years compared to Washington South 82.3 years.  
For females, the gap in life expectancy at birth is around 8 years - Hendon 77.0 
years compared to Fulwell 85.3 years (source: Life expectancy at birth 2008-12, 
Local Health). 
 
3.4 Deprivation  
 
There is a substantial amount of evidence which shows that people living in the most 
deprived areas have worse health and health indicators than those in the most 
affluent areas.  People in deprived areas are likely to have a higher exposure to 
negative influences on health, and to lack resources to avoid their effects.  
 
The Index of Multiple Deprivation 2010 (IMD2010) measures socioeconomic 
disadvantage across seven domains: 
 
•  income; 
•  employment; 
•  health; 
•  education; 
•  barriers to housing and services; 
• crime, and; 
• living environment. 



Page | 12 

Figure 2: Gap in male life expectancy at birth between Sunderland and 
England 

 
Figure 3: Gap in female life expectancy at birth between Sunderland and 
England 

 
Source: Life expectancy at birth and at age 65, England and Wales, 1991-93 to 
2011-13, ONS 
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The overall IMD2010 is a weighted average of the indices for the seven domains.  
Levels of deprivation remain high within Sunderland.  Seventy of Sunderland’s 188 
Super Output Areas are among the most disadvantaged fifth of all areas across 
England, and 37% of the Sunderland population lives within these super output 
areas. 
 
3.5 Lifestyle factors affecting health outcomes 
 
3.5.1 Smoking 
 
Smoking remains the greatest contributor to premature death and disease across 
Sunderland.  It is estimated that up to half the difference in life expectancy between 
the most and least affluent groups is associated with smoking. 
 
The proportion of adults that smoke in Sunderland fell between 2010 and 2013 from 
24.6% to 23.2%, although in routine and manual groups smoking prevalence has 
increased from 30.6% in 2011 to 34.1% in 2013.  Smoking remains a key risk factor 
for lung cancer and deaths rates due to this disease are 36% higher in Sunderland 
than the England average. Supporting people to give up smoking will make a 
significant contribution to reducing health inequalities between Sunderland and 
England.  
 
Rates of smoking are highest among young adults aged 18-24 years, males, people 
from socially and economically disadvantaged communities and people in routine 
and manual occupational groups.  At ward level, the highest rates of smoking can be 
found in the Castle, Hendon and St. Anne’s wards.   
 
Smoking during pregnancy remains high.  According to 2013/ 14 figures, 583 women 
in Sunderland were recorded as smoking at the time they gave birth; this equates to 
19.9% of pregnant women compared to the England average of 12.0%.  Smoking 
during pregnancy can cause serious pregnancy-related health problems.  These 
include complications during labour and an increased risk of miscarriage, premature 
birth, still birth, low birth-weight and sudden unexpected death in infancy.  Smoking 
during pregnancy also increases the risk of infant mortality by an estimated 40%.  
 
One in eight smokers in Sunderland now access NHS Stop Smoking Services each 
year.  In 2013/14, 46% of people setting a quit date had successfully quit at four 
weeks.  NHS Stop Smoking Services have successfully targeted routine and manual 
occupational groups, among which the proportion of adults that smoke is highest. 
Young males and people from ethnic minorities are under-represented among Stop 
Smoking Service users. 
 
3.5.2 Alcohol 
 
Alcohol is another major lifestyle risk factor after tobacco use.  Figures from 2007-
2008 presented in the Local Alcohol Profiles for England (LAPE) showed that 
Sunderland had the fifth highest rate in England for binge drinking with 29.8% of 
those surveyed admitting to drinking more than twice the recommended amount of 
alcohol in a single session.  Contrary to the commonly portrayed image, in 
Sunderland, high levels of regular binge drinking are not confined to young adults. 



Page | 14 

Alcohol misuse is a major problem within Sunderland in terms of health, social and 
economic consequences which affect a wide cross section of the city at a 
considerable cost.  The pattern of drinking has a socio-economic gradient with a 
higher proportion of both men and women in managerial and professional 
households exceeding the recommended maximum intake on at least one day per 
week.   
 
Against a historic trend of rising levels of alcohol related hospital admissions for both 
males and females in the city, there are early signs that rates may be beginning to 
decline.  In 2013/14, there were 2,621 admissions for alcohol related harm (narrow 
definition), the rate of which (962 per 100,000) is significantly above the England 
average (638 per 100,000).  Between 2010/11 and 2012/13 there were 142 under 18 
admissions to hospital for alcohol specific conditions.  
 
3.5.3 Substance misuse 
 
Drug addiction leads to significant crime, health and social costs.  Evidence-based 
drug treatment can reduce these and deliver real savings, particularly in relation to 
crime, but also in savings to the NHS through health improvements, reduced drug-
related deaths and lower levels of blood-borne disease.  
 
Estimates of prevalence of opiate and crack cocaine use in 2011/12 (source: 
Liverpool John Moores University and Glasgow Prevalence Estimation, 2014) 
suggest that Sunderland has a rate of: 
 
• 6.9 per 1,000 population aged 15-64 opiate and/or crack cocaine users (around 

1,270 people) compared to an England rate of 8.4 per 1,000; 
• 5.9 per 1,000 population aged 15-64 opiate users (around 1,090 people) 

compared to an England rate of 7.3 per 1,000; 
• 3.2 per 1,000 population aged 15-64 crack users (around 590 people) compared 

to an England rate of 4.8 per 1,000; 
• 2.6 per 1,000 population aged 15-64 injecting opiate and/or crack users (around 

470 people) compared to an England rate of 2.5 per 1,000. 
 
When engaged in effective treatment, people use fewer illicit drugs, commit less 
crime, improve their health and manage their health better.  Preventing early drop-
out and keeping people in treatment long enough to benefit contributes to these 
improved outcomes.  In 2013/2014, there were 980 adults in effective drug 
treatment.  During this time 353 adults started a new treatment journey, 85% of 
which were retained in treatment for at least 12 weeks or successfully completed 
treatment (source: National Drug Treatment Monitoring System). 
 
3.5.4 Obesity 
 
In Sunderland, 27% of adults were classed as obese and a further 42% were 
classed as overweight; this is higher than the England prevalence of 23% obese and 
41% overweight (source: Active People Survey, 2012).  Data from a previous local 
lifestyle survey suggested that the highest prevalences were within Silksworth, 
Millfield, Pallion, Redhill and Washington North (source: 2008 South of Tyne and 
Wear Lifestyle Survey). 
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The latest data from the National Childhood Measurement Programme for the school 
year 2013/14 shows that: 
 
• In Sunderland, 11% of Reception class children were obese compared to 10% for 

England; 
• In Sunderland, 23% of Year 6 children were obese, compared to 19% for 

England; 
• In Sunderland, 13% of Reception class children were recorded with excess 

weight, compared to 13% for England; 
• In Sunderland, 16% of Year 6 children were recorded with excess weight, 

compared to 14% for England.  
 
Redhill and Southwick wards are of particular concern as they have measured 
obesity prevalences for Reception class children that are significantly higher than the 
Sunderland average, at 16% and 15% respectively (source: NCMP 2010/11 to 
2012/13, NHS Health and Social Care Information Centre). 
 
The underlying causes of obesity are the ready availability of high calorie food, more 
sedentary lifestyles caused by a reduction in activity and manual labour, and greater 
use of the car as a means of transport.  Obesity is associated with a range of health 
problems including Type 2 Diabetes, cardiovascular disease and cancer. 
 
3.5.5 Sexual Health 
 
Good sexual health forms a fundamental aspect of an individual’s general wellbeing 
and state of health, and is also an important public health issue.  Poor sexual health 
imposes significant social, economic, emotional and health costs.  Significant 
inequalities exist within sexual health, and discrete groups of people can be 
identified for whom there are greater risks of experiencing sexual ill health: 
teenagers, women, gay men, young adults and black and minority ethnic groups. 
 
Sexually transmitted infections can affect anyone but are more common among 
those aged under 25 years.  Many sexual infections have long lasting effects on 
health, including cervical cancer and infertility.  With the exception of gonorrhoea, the 
rate of diagnosis in Sunderland of most common sexually transmitted infections is 
below regional and national averages (source: Sexually transmitted infections (STIs): 
annual data tables 2013, Public Health England). 
 
Reducing the burden of poor sexual health requires sustained approaches to support 
early detection, successful treatment and partner notification in conjunction with 
access to a full range of contraception choices alongside safe sex health promotion 
and the promotion of safer sexual behaviour. 
 
3.5.6 Teenage pregnancy 
 
The latest full year data available for 2012 shows that there were 212 conceptions to 
girls aged under 18 years in Sunderland, giving a rate of 43.1 per 1,000 girls aged 
15-17.  This is considerably higher than both the North East rate of 35.5 per 1,000 
girls aged 15-17 and the England rate of 27.7 per 1,000 girls aged 15-17.  Between 
1998 and 2012, Sunderland’s under-18 conception rate, reduced from 63.1 per 
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1,000 to 43.1 per 1,000, a decrease of 32%.  During the same period the rate for the 
North East decreased by 37% and England decreased by 51% (source: Conception 
Statistics, England & Wales 2012, Office for National Statistics).  
 
There is a strong correlation between levels of teenage pregnancy and poverty; ward 
based data for Sunderland supports this.  Between 2009 and 2011 rates of teenage 
conceptions were significantly higher than the average rate across England in the 
following wards: Castle, Hendon, Hetton, Redhill, Sandhill, Southwick, and 
Washington North. 
 
3.6 Cancers 
 
Death rates from all cancers have decreased significantly over the last two decades 
due to a combination of early detection and improved treatment.  However, within 
Sunderland, cancer remains a significant cause of premature death (death under 75 
years) and health inequalities.  Cancer is the commonest cause of premature death 
in Sunderland with a death rate 171 per 100,000 person aged under 75.  The rate of 
premature mortality from cancer considered preventable is 105 per 100,000 
population aged under 75.  Both rates are significantly higher than the England 
average, but not significantly different from the regional average (source: Public 
Health Outcomes Framework, November 2014). 
 
3.7 Long term conditions 
 
A long term condition is a condition that cannot, at present, be cured but is controlled 
by medication and/or other treatment/therapies.  The prevalence of long term 
conditions increases with age and the proportion of the population with multiple long 
term conditions also increases with age.  People from lower socio economic groups 
have increased risk of developing a long term condition; better management can 
help to reduce health inequalities (source:  Long Term Conditions Compendium of 
Information, 3rd Edition, Department of Health, 2012). 
 
People with long term conditions are intensive users of health and social care 
services, including community services, urgent and emergency care and acute 
services.  They account for: 
 
• 50% of all GP appointments; 
• 64% of outpatient appointments; 
• 70% of all inpatient bed days; 
• Around 70% of the total health and care spend in England. 
 
For all of the conditions listed below, the identification of patients who already have 
or who are at risk of developing disease and successful management of their 
conditions are important to the efforts to reduce premature mortality, morbidity and 
inequalities in health. 
 
3.7.1 Cardiovascular disease 
 
Cardiovascular disease (CVD) covers a number of different problems of the heart 
and circulatory system, such as coronary heart disease (CHD), stroke and peripheral 
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vascular disease (PVD).  It is strongly linked with other conditions such as diabetes 
and chronic kidney disease, and is more prevalent in lower socio-economic and 
minority ethnic groups. 
 
Death rates from cardiovascular disease have decreased significantly over the last 
two decades due to a systematic approach to secondary prevention and improved 
treatment.  However, within Sunderland, cardiovascular disease remains a 
significant cause of premature death (death under 75 years) and health inequalities.  
Cardiovascular disease is the second commonest cause of premature death in 
Sunderland with a death rate of 95 per 100,000 person aged under 75.  The rate of 
premature mortality from cardiovascular disease considered preventable is 61 per 
100,000 population aged under 75.  Both rates are significantly higher than the 
England average, but not significantly different from the regional average (source: 
Public Health Outcomes Framework, November 2014). 
 
The recorded (diagnosed) prevalence for key cardiovascular long term conditions is 
higher for Sunderland than the England average as follows (source: Quality and 
Outcomes Framework (QoF), 2013/14 NHS Health and Social Care Information 
Centre): 
 
• For coronary heart disease, recorded prevalence in Sunderland is 5.0% (around 

14,060 persons) compared to a prevalence of 3.3% in England; 
• For stroke, recorded prevalence in Sunderland is 2.2% (around 6,160 persons) 

compared to a prevalence of 1.7% in England. 
 
Prevalence estimates based on the published evidence suggest that the underlying 
prevalence in the population – including both diagnosed and undiagnosed disease – 
is more likely to be as follows in Sunderland (source: Cardiovascular Disease 
Profiles 2014, Public Health England): 
 
• For coronary heart disease, 5.6% of the population or around 15,870 persons – 

this means that there could be around 1,810 persons in the population whose 
condition is undiagnosed. 

• For stroke, 2.4% of the population or around 6,800 persons - this means that 
there could be around 640 persons in the population whose condition is 
undiagnosed. 

  
3.7.2 Hypertension 
 
A measurement of blood pressure indicates the pressure that circulating blood puts 
on the walls of blood vessels.  A blood pressure of 140/90 mmHg or greater is 
usually used to indicate hypertension (high blood pressure) because persistent 
levels above this start to be associated with increased risk of cardiovascular events.  
Uncontrolled hypertension is a major risk factor for stroke, heart attack, heart failure, 
aneurysms and chronic kidney disease.  
 
The recorded (diagnosed) prevalence for hypertension is higher for Sunderland than 
the England average as follows (source: Quality and Outcomes Framework (QoF), 
2013/14 NHS Health and Social Care Information Centre): 
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• For hypertension, recorded prevalence in Sunderland is 16.6% (around 47,120 
persons) compared to a prevalence of 13.7% in England. 

 
The prevalence estimate based on the published evidence suggest that the 
underlying prevalence in the population – including both diagnosed and undiagnosed 
disease – is more likely to be as follows in Sunderland (source: Cardiovascular 
Disease Profiles 2014, Public Health England): 
 
• For hypertension, 26.5% of the population or around 75,120 persons – this 

means that there could be around 28,000 persons in the population whose 
condition is undiagnosed. 

 
3.7.3 Diabetes 
 
Diabetes is a chronic and progressive disease that impacts upon almost every 
aspect of life.  It can affect infants, children, young people and adults of all ages, and 
is becoming more common.  Diabetes can result in premature death, ill-health and 
disability, yet these can often be prevented or delayed by high quality care.  
Preventing Type 2 diabetes (the most common form) requires prevention activities to 
tackle obesity and lifestyle choices about diet and physical activity. 
 
The recorded (diagnosed) prevalence for diabetes is higher for Sunderland than the 
England average as follows (source: Quality and Outcomes Framework (QoF), 
2013/14 NHS Health and Social Care Information Centre): 
 
• For diabetes, recorded prevalence in Sunderland is 6.5% (around 14,990 

persons aged 17 and over) compared to a prevalence of 6.2% in England. 
 
The prevalence estimate based on the published evidence suggest that the 
underlying prevalence in the population – including both diagnosed and undiagnosed 
disease – is more likely to be as follows in Sunderland (source: Cardiovascular 
Disease Profiles 2014, Public Health England): 
 
• For diabetes, 7.5% of the population or around 17,410 persons aged 17 and over 

– this means that there could be around 2,420 persons in the population whose 
condition is undiagnosed. 

 
3.7.4 Chronic Obstructive Pulmonary Disease 
 
Chronic obstructive pulmonary disease (COPD) is a progressive disease which 
covers a range of conditions, including bronchitis and emphysema.  Its symptoms 
include cough and breathlessness; over time it can become increasingly severe, 
having a major impact on mobility and quality of life as it impacts on people’s ability 
to undertake routine activities.  In the final stages it can result in heart failure and 
respiratory failure.  Because of its disabling effects, it impacts not only on the person 
with the disease but also on those who provide informal care to that person.  The 
biggest risk factor for the development and progression of COPD is smoking, so 
prevention is linked to smoking cessation activities and broader tobacco control. 
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Within Sunderland, respiratory diseases are a significant cause of premature death 
(death under 75 years) and health inequalities.  Respiratory disease is a common 
cause of premature death in Sunderland with a death rate of 46 per 100,000 person 
aged under 75.  The rate of premature mortality from respiratory disease considered 
preventable is 28 per 100,000 population aged under 75.  Both rates are significantly 
higher than the England average, but not significantly different from the regional 
average (source: Public Health Outcomes Framework, November 2014). 
 
The recorded (diagnosed) prevalence for COPD is higher for Sunderland than the 
England average as follows (source: Quality and Outcomes Framework (QoF), 
2013/14 NHS Health and Social Care Information Centre): 
 
• For COPD, recorded prevalence in Sunderland is 3.2% (around 9,150 persons) 

compared to a prevalence of 1.8% in England. 
 
The prevalence estimate based on the published evidence suggest that the 
underlying prevalence in the population – including both diagnosed and undiagnosed 
disease – is more likely to be as follows in Sunderland (source: Cardiovascular 
Disease Profiles 2014, Public Health England): 
 
• For COPD, 5.0% of the population or around 11,970 persons – this means that 

there could be around 2,820 persons in the population whose condition is 
undiagnosed. 

 
3.8 Summary of health needs analysis  
 
Community pharmacy can make a significant contribution to supporting a reduction 
in premature mortality and improving the health of the population.   
 
The increasingly ageing population will have an impact on pharmaceutical services.  
Elderly patients often have higher morbidity and will require more support with their 
medicines and to access pharmaceutical services.   
 
Sunderland experiences higher levels of deprivation than the national average.  
Research by Durham University has shown that 89% of the population in 
England has access to a community pharmacy within a 20 minute walk and that 
there is greatest access in the most deprived areas.  Community pharmacy is well-
placed to provide pharmaceutical and public health services in the heart of deprived 
communities, and to work closely with integrated wellness services. 
 
Unhealthy lifestyles remain a key cause for increased rates of premature death.   
Many people in Sunderland continue to follow unhealthy lifestyle behaviours when 
compared to England.  This is directly linked to a range of social, economic and 
environmental factors. 
 
In 2012 the work by the Kings Fund examined how four lifestyle risk factors – 
smoking, excessive alcohol use, poor diet, and low levels of physical activity – occur 
together in the population and how this distribution has changed over time.  The 
report found that people with no qualifications are currently more than five times as 
likely as those with higher education to engage in all four poor behaviours. The 
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report concluded that in order to improve the public health in lower socio-economic 
groups a holistic approach is needed encompassing multiple unhealthy behaviours.   
In response, Sunderland City Council has commissioned an Integrated Wellness 
model that can provide services for people with multiple unhealthy lifestyle 
behaviours, using an integrated and personalised approach.  The service will be 
underpinned by community participation and will work with existing community 
assets. 
 
Preventing premature deaths due to cancer, cardiovascular disease and respiratory 
disease remains a priority for health partners across the city.  This requires a 
targeted approach to reducing the gap in life expectancy.  Current strategic plans 
include a strong focus on identifying and managing long term conditions, including 
through self-care. 
 
Large increases are predicted in the elderly, and particularly the very elderly, 
populations which has significant implications for health care over the next five, ten 
and twenty years.  Even if the general levels of health in these age groups continues 
to improve, the shape and structure of health services will need to change to meet 
the needs of this growing population. 
 
Sunderland’s Better Care Fund will bring together social care, primary and 
community health resources into co-located, community focussed, multi-disciplinary 
teams, linking seamlessly into hospital based services. Within Sunderland it is 
recognised that integration of health and social care services needs to involve 
mental health services. 
 
3.8.1 For children and young people 
 
The JSNA identified a range of broad priorities for children and young people linked 
to providing the best start in life.  These include: 
 
• Tackling child poverty 
• A focus on safeguarding 
• Raising education achievement 
• Improving the quality and affordability of housing 
• Re-orienting services toward prevention and early intervention 
 
Particular priorities for achieving the best start in life, where community pharmacies 
could make a contribution include: 
 
• Supporting adults to stop smoking, with a particular emphasis on reducing the 

prevalence of smoking during pregnancy, and work to protect children from 
second hand smoke 

• Promotion of breastfeeding 
• Tackling childhood obesity with a focus on prevention 
• Prevention of teenage pregnancy and promotion of healthy sexual behaviours, 

through provision of contraception, dual screening for chlamydia and gonorrhoea, 
and sexual health promotion 

• Support for increasing the uptake of childhood immunisations 
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• Support for emotional wellbeing and the development of resilience.   
 
3.8.2 Adults of working age 
 
The JSNA identified a range of broad priorities for working aged adults linked to 
working with communities and supporting everyone to contribute through a focus on 
the wider determinants of health.  These include: 
 
• Improving the quality of place for Sunderland 
• Promoting good quality work and improving workforce health 
• Delivering an education and skills strategy that supports people to get ready for 

school, ready for life and ready for work 
• Promoting understanding between communities and organisations 
• A focus on safeguarding. 
 
Particular priorities supporting people to take responsibility for their own health and 
the health of others where community pharmacies could make a contribution include: 
 
• Improving levels of awareness of cancer screening programmes and early signs 

and symptoms to improve the early detection of cancer 
• Supporting the NHS Health Check programme with a focus on harder to reach 

populations 
• Supporting the diagnosis and management of long term conditions including 

through the new medicines service, medicines use reviews and signposting 
• Taking a holistic approach to tackling lifestyle issues within the Sunderland 

integrated wellness model, acting as Health Champions, and through the healthy 
living pharmacy programme 

• Providing evidence based interventions for stop smoking, sexual health, alcohol 
consumption, and drug misuse 

• Promoting self-care to support people to manage their own health conditions 
where appropriate and reduce the burden on GP and hospital services. 

 
3.8.3 Older people 
 
The JSNA identified a range of broad priorities for older people linked to supporting 
people to age well and live independently.  These include: 
 
• Improving the quality of place for Sunderland 
• Promoting an accessible city 
• Improving the quality and affordability of housing, including winter warmth  
• Tackling isolation and loneliness 
• Promoting understanding between communities and organisations 
• Integrated health and social care 
• A focus on safeguarding. 
 
Particular priorities supporting people with long-term conditions and supporting 
individuals and their families to recover from ill-health and crisis, where community 
pharmacies could make a contribution include: 
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• Supporting the diagnosis and management of long term conditions including 
through the new medicines service, medicines use reviews and signposting 

• Signposting local people to interventions aimed to reduce fuel poverty and 
improve winter warmth. 

• Providing advice and support for people with dementia and their carers, including 
monitoring the use of antipsychotic drugs for people with dementia 

• Participating in interventions to support people with dependencies to live at 
home, especially those relating to medication compliance 

• Working with care homes to support medication compliance 
• Support for increasing the uptake of adult immunisations for influenza and 

pneumonia. 
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4. Pharmacies   
 
4.1 Overview  
 
In Sunderland, there are currently 67 pharmacies made up of 61 Non-exempt 
category pharmacies (including 3 dispensing appliance contractors), 1 distance 
selling pharmacy and 5 hundred-hour pharmacies.  There are no Essential Small 
Pharmacies Local Pharmaceutical Services (ESPLPS) and no dispensing doctors.   
 
The latest available data (for 2012-13) indicates that the national average number of 
community pharmacies is 21 per 100,000 population; this equates to one pharmacy 
per 4,700 population.  With 67 pharmacies in Sunderland and a population of 
276,080 (based on ONS 2013 mid-year population estimates), the average number 
of community pharmacies is 24 per 100,000 population; this equates to one 
pharmacy per 4,100 population. 
 
There has been an increase of 5 pharmacies since the last pharmaceutical needs 
assessment was undertaken; this includes a further three 100 hour pharmacies. 
 
Table 1: Number of community pharmacies, by type of pharmacy 
 
 
Type of pharmacy 

Number of community pharmacies 
2011 2014 

Non-exempt Pharmacy 54 58 
Non-exempt DAC 4 3 
100 hour 2 5 
Distance selling 1 1 
ESPLPS 1 0 
Dispensing Doctors 0 0 
TOTAL 62 67 

 
SOURCE: NHS England Area Team, 2014. 
 
Any organisation can commission services from community pharmacies.  NHS 
England commissions ‘pharmaceutical services’ (see section 6), whilst local 
authorities and CCGs commission ‘locally commissioned services’ (see section 7).  
 
Figure 4 shows the current provision of essential pharmaceutical services within the 
Sunderland local authority boundary.  A further map in Appendix 1 additionally 
shows the location of pharmacies over the border in South Tyneside, 
Gateshead and Durham which may provide services to residents of 
Sunderland.  These maps will be continually updated and will be used in the 
determination of pharmacy applications. 
  
4.2 Dispensing appliance contractors 
 
Appliance contractors specialise in the supply of appliances, notably stoma and 
incontinence as prescribed.  These items are usually delivered direct to the patient’s 
home.  Community pharmacies can also provide this service, in accordance, with the 
pharmaceutical regulations.  
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Figure 4: location of essential pharmaceutical services within Sunderland, 
November 2014 
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There are three appliance contractors in Sunderland.  However, in addition to this 
there are ten community pharmacies that provide stoma services. 
 
4.3  100 hour pharmacies  
 
Previous regulation provided an exemption to the control of entry system for 
premises which are kept open for at least 100 hours per week for the provision of 
pharmaceutical services.  Such 100 hour pharmacies provide extended and out of 
hours cover for pharmaceutical services across the city.  The new control of entry 
system came into force on 1st September 2012 whereby decisions on pharmacy 
contract applications became based on local PNAs.  This removed the 100 hour 
exemption and exemptions allowing pharmacies to open automatically if they were 
situated in out-of-town shopping centres or one-stop primary care centres. 
 
There are currently five 100 hour pharmacies within Sunderland; two located in 
Sunderland East (which includes the city centre), one in Sunderland North, and two 
in Washington (which includes the Galleries shopping centre).  There are also a 
number of community pharmacies that provide extended hours which are detailed in 
section 5.5.  
 
4.4  Distance selling pharmacies  
 
Distance selling pharmacies are required to deliver the full range of essential 
services, but the means of providing those services are such that all persons 
receiving them do so, otherwise, than at those premises.  There is one distance 
selling pharmacy situated in Shiney Row.  
 
4.5 Essential small pharmacies local pharmaceutical services (ESPLPS)  
 
The Local Pharmaceutical Services (Essential Small Pharmacies) (Amendment) (No 
2) Directions 2010, came into force on 1 October, 2010, and extended the historic 
ESPLPS scheme until 2013. Under the scheme, pharmacies were required not to 
exceed a maximum dispensing level and not to relocate under the same terms. 
During 2014, Sunderland’s only ESPLPS exercised the right to return to the 
pharmaceutical list and reverted to a non-exempt community pharmacy open for 40 
hours. 
 
4.6  Dispensing Doctors  
 
Dispensing doctors provide dispensing services to patients mainly in rural areas, and 
often where there are no community pharmacies or access to them is limited. There 
are no dispensing doctors within Sunderland.  
 
4.5  Out of area providers of pharmaceutical services  
 
Consideration has been given to pharmaceutical services provided by community 
pharmacy contractors outside of the Sunderland area that provide dispensing 
services to the registered population of Sunderland (see Appendix 1).  
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Prescriptions written by prescribers within Sunderland, which have been dispensed 
outside of the area, have been identified using data from e-PACT for 2013/14.  This 
shows that Sunderland GP practices generated prescriptions for 7,753,821 
prescription items; the total number of prescription items dispensed by Sunderland 
community pharmacies was 7,049,029 (90.9%) and 704,792 prescription items 
(9.1%) were dispensed by pharmacies outside of Sunderland.  It is assumed that 
these pharmacies provide the full range of essential services.  
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5.  Access to community pharmacies 
 
5.1  Number, type of pharmacies and geographical distribution 
 
Table 2: Distribution of community pharmacies, by locality 
 
 
 
Sunderland 
Locality 

Number of community pharmacies 
Non-

exempt 
Pharmacy 

Non-
exempt 

DAC 
Distance 
selling 100 hour TOTAL 

Coalfields 11 0 1 0 12 
East 15 2 0 2 19 
North 12 0 0 1 13 
West 14 1 0 0 15 
Washington 6 0 0 2 8 
SUNDERLAND 58 3 1 5 67 

 
SOURCE: NHS England Area Team, 2014. 
 
Table 2 shows the distribution of community pharmacies by locality.   
 
Table 3: Average number of pharmacies per 100,000 population and persons 
per pharmacy, by locality 
 
 
Sunderland 
Locality 

No of 
community 
pharmacies 

Mid 2012 
population 
estimate 

Pharmacies 
per 100,000 
population 

Persons per 
pharmacy 

Coalfields 12 46,280 25.9 3,857 
East 19 56,055 33.9 2,950 
North 13 55,077 23.6 4,237 
West 15 63,251 23.7 4,217 
Washington 8 55,080 14.5 6,885 
SUNDERLAND 67 275,743 24.3 4,116 
ENGLAND 11,495 53,493,729 21.5 4,654 

 
SOURCE: NHS England Area Team, 2014 
 
Consideration of the number of pharmacies compared to the resident population 
(based on ONS 2012 mid-year population estimates) is shown in Table 3.  This 
shows that Sunderland is well serviced by community pharmacies, having a greater 
number of pharmacies per 100,000 population than the England average.  
Sunderland East is particularly well served which allows for more patient choice and 
easier access.  Whilst Washington has a smaller number of pharmacies per 100,000 
population than the England average, it is well served by two 100 hour pharmacies. 
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Table 4: Average number of prescription items issued per pharmacy 
 
 
Sunderland 
Locality 

No of 
community 
pharmacies 

Number of 
prescription 

items 
issued by 
practices 

Number of 
prescription 

items 
dispensed by 
pharmacies 

Average no. 
of 

prescription 
items 

dispensed per 
pharmacy 

Coalfields 12 1,449,070 1,264,760 105,397 
East 19 1,429,381 1,787,261 94,066 
North 13 1,294,065 1,472,525 113,271 
West 15 2,179,961 1,520,246 101,350 
Washington 8 1,259,070 1,225,418 153,177 
SUNDERLAND 67 7,611,547 7,270,210 108,511 

 
SOURCE: Sunderland CCG Medicines Optimisation Team, 2013/14 
 
To assess the average activity levels, local data was provided by Sunderland CCG 
where it was possible to map prescribing and dispensing activity to localities.  This 
shows that on average community pharmacies in Sunderland dispensed around 
108,500 prescription items per year during 2013/14.  In Sunderland East where the 
number of pharmacies per 100,000 population is greatest, each community 
pharmacy dispenses on average 94,000 prescription items per year, whereas in 
Washington where the number of pharmacies per 100,000 population is lowest, each 
community pharmacy dispenses on average 153,000 prescription items per year. 
 
After considering all the elements of the PNA, Sunderland Health & Wellbeing 
Board concludes that Sunderland has an adequate number of pharmacies to 
meet the needs of patients who require essential services such as dispensed 
medicines. 
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5.2  Access to pharmacies in areas of high population density 
 
Figure 5: Access to pharmacies in areas of high population density in 
Sunderland 
 

 
Figure 5 shows that there is a good distribution and sufficient provision of community 
pharmacies in or near to areas of high population density. 
  



Page | 30 

5.3  Access to pharmacies for elderly people 
 
Figure 6: Access to pharmacies in areas with a high proportion of the 
population aged 65 years and over, in Sunderland 
 

 
Figure 6 shows that there is a good distribution and sufficient provision of community 
pharmacies in or near to areas with a high proportion of the population aged 65 and 
over.   
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5.4  Access to pharmacies in areas of high deprivation 
 
Figure 7: Access to pharmacies in areas with high levels of deprivation (based 
on the Index of Multiple Deprivation 2010), in Sunderland 
 

 
Figure 7 shows that there is a good distribution and sufficient provision of community 
pharmacies in or near to areas with the highest levels of deprivation.  This is in line 
with research findings from Durham University which concluded that, across 
England, 89% of the population in lived within a 20 minute walk of a community 
pharmacy.  Furthermore, there is greatest access in the most deprived areas, where 
99.8% of the population live within a 20 minute walk of a community pharmacy. 
 



Page | 32 

5.5  Access to pharmacies by opening hours 
 
Core hours: Community pharmacy contractors are required to open for a minimum 
of 40 core hours per week, unless a reduction is agreed with NHS England.  These 
core hours are provided as an ‘essential’ pharmacy service.  There are a five 100 
hour pharmacies in Sunderland, opened under the previous exemption, and these 
pharmacies must be open for at least 100 hours per week as core hours.   
 
Supplementary hours: These are provided on a voluntary basis by the pharmacy 
contractor often based on patient need and business viability, i.e. they are additional 
to the core hours provided.  The pharmacy contractor can amend the supplementary 
hours by giving NHS England 90 days’ notice of the intended change. 
 
Total hours: The accumulative number of hours the pharmacy is open for business 
including both core and supplementary hours. 
 
In Sunderland, 81% of pharmacies open for more than the core contract hours.   
Table 5 and the charts that follow illustrate how important supplementary hours are 
to the provision of good access to pharmaceutical services.  There are currently five 
‘100 hour’ pharmacies out of a total of 67 pharmacies in Sunderland which provide 
extended and out of hours cover for pharmaceutical services across the city; all five 
open on both Saturdays and Sundays.  There are currently 33 pharmacies in 
Sunderland that are not 100 hour pharmacies that open on Saturdays and four 
pharmacies that are not 100 hour pharmacies that open on Sundays, responding to 
the needs of the local population. 
 
Table 5: distribution of the number of hours that pharmaceutical services are 
available each week in Sunderland 
 
Number of hours Number of 

pharmacies 
% 

Exactly 40 hours 13 19.4 
More than 40 and up to 45 hours 17 25.4 
More than 45 and up to 50 hours 16 23.9 
More than 50 and up to 55 hours 9 13.4 
More than 55 and up to 60 hours 4 6.0 
More than 60 and up to 80 hours 1 1.5 
More than 80 and less than 100 hours 2 3.0 
Exactly 100 hours 5 7.5 

 
Source: NHS England Area Team, November 2014 
 
Figures 8a to 8r on the following pages provide a summary of the opening hours of 
community pharmacies in Sunderland, split between weekdays and weekend 
provision.  For the week days a pharmacy has been counted as being open during a 
particular time slot if it is open on three out of the five days. 
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Coalfields     
Figure 8a  Figure 8b  Figure 8c 

 

 

 

 

 
     
Sunderland East      
Figure 8d  Figure 8e  Figure 8f 
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Sunderland North      
Figure 8g  Figure 8h  Figure 8j 

 

 

 

 

 
     
Sunderland West      
Figure 8k  Figure 8m  Figure 8n 
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Washington     
Figure 8p  Figure 8q  Figure 8r 
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5.6  Ease of access to pharmacies  
 
Access to community pharmacy across Sunderland is well provided for during the 
hours from 9.00 am until 6.00 pm on weekdays in all localities.  There is some 
provision on weekday evenings in all localities, though this is limited in time within 
the Coalfields area (see Figure 8a) and is entirely reliant upon supplementary hours 
in Sunderland West area (see Figure 8k).  
 
In total, 38 pharmacies across the city open on Saturdays.  All of these pharmacies 
open on Saturday mornings, and there is access in all localities.   Fewer pharmacies 
are open on Saturday afternoons, and choice and time are limited within the 
Coalfields area (see Figure 8b).  Given that access within the Coalfields on Saturday 
afternoons is entirely reliant on supplementary hours, and the flexibility linked to 
supplementary hours, this suggests there is not sufficient demand to justify longer 
opening. 
 
In total, nine pharmacies across the city open on Sundays, responding to the needs 
of the local population.  There is provision from 8.00 am until 8.00 pm in the 
Sunderland East and Washington areas (see Figures 8f and 8r), from 8.00 am until 
6.00 pm in the Sunderland North area (see Figure 8j), and from 10.00 am until 4.00 
pm in the Sunderland West area (see Figure 8n).  There is no provision within the 
Coalfields area on a Sunday (see Figure 8c). 
 
Most parts of Sunderland are considered accessible by public transport, although 
there is lower overall provision in the semi-rural Coalfields locality.  Ease of access 
to transport connections to the major commercial centres – such as the city centre 
and the Galleries - is generally linked to proximity with the major roads in the 
Coalfields locality (A690, A182 and A183).  Specific areas of Shiney Row and 
Penshaw have limited access to public transport; it takes just over 20 minutes to 
access the nearest main centre, such as the Galleries in Washington, by public 
transport from Shiney Row. 
 
5.7  Improving access 
 
5.7.1 Electronic prescription service  
 
The electronic prescription service seeks to make the prescribing and dispensing 
process more efficient and convenient for both patients and staff.  Prescriptions can 
be sent directly from the GP’s computer to the computer in the community pharmacy 
via a secure internet link.  Eventually the paper prescription, which is currently given 
to the patient, will no longer be necessary and will cease to be the legal prescription. 
This will streamline the transfer of prescriptions from GP surgery to the community 
pharmacy nominated by the patient.  It will also encourage more GPs to use the 
repeat dispensing scheme in the future.   
 
Release 1: In EPS release 1, the paper prescription form remained the legal 
prescription with a parallel electronic message flow linked via a barcode on the 
prescription which could be used to support the processing of the paper prescription. 
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EPS Release 1 was not intended to deliver significant direct benefits, but rather to 
provide a safe environment to establish the EPS infrastructure without the risk of 
disruption to the supply of medicines to patients. 
 
Release 2: EPS release 2 supports the transmission of electronic prescriptions, e-
repeat dispensing, patient nomination of their selected pharmacy, and the electronic 
submission of reimbursement claims to NHS Prescription Services.  
 
Sunderland City Council has undertaken a survey of community pharmacies to 
assess how many are currently using the electronic prescription service.  Currently 
responses have been received from 31 pharmacies (a response rate of 46.2%).  
Table 6 is based on these responses.   
 
Table 6: electronic prescription service 
 
EPS status Number of 

pharmacies 
% 

Release 1 enabled  1 3.2 
Release 2 enabled  30 96.8 
Intending to become Release 1 
enabled within next 12 months  0 0.0 
Intending to become Release 2 
enabled within next 12 months  0 0.0 
No plans for EPS at present  0 0.0 
TOTAL 31 100.0 

 
Source: Survey of community pharmacies, December 2014 
 
Table 6 shows that all of the community pharmacies that responded to the survey 
were enabled for electronic prescriptions.  Thirty community pharmacies (96.8%) 
were enable for release 2 and 8 of these reported also being enabled for release 1.  
A further 1 community pharmacy (3.2%) reported being enabled for only release 1. It 
should be noted that routine use of electronic prescriptions in the local health 
economy is dependent on its adoption by both local practices and community 
pharmacies.   
 
5.7.2 Collection and delivery services 
 
Two services which improve access to medicines are prescription collection from the 
GP surgery and home delivery services.  Patients are often surprised to find that 
these are not NHS services. 
 
Based on the responses to the pharmacy survey, 21 out of 31 respondents stated 
that their pharmacy provides a prescription collection service. As electronic 
prescriptions become more widely used, the need for prescription collection services 
will diminish, as the prescriptions will be sent electronically to the pharmacy which 
the patient has chosen.   
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Based on the responses to the pharmacy survey 30 out of 31 respondents stated 
that their pharmacy provides a medicines delivery service.  The majority of these 
stated that they would deliver to any patient. 
 
5.7.3 Distance selling 
 
Some pharmacies offer dispensing services which are available over the internet or 
by telephone.  Delivery is then made by post, carrier or through a branch network.  It 
is not known how many Sunderland residents currently use these services and it is 
therefore difficult to assess the impact that they might have on the pharmacy market. 
 
Perversely, innovations such as the electronic prescription service and distance 
selling provision, which are intended to offer significant benefits for patients in terms 
of ease of access to dispensed medication, may have unintended consequences.  
Removing the face to face contact between patients and their carers and the 
pharmacist means that the opportunity to raise health issues with the pharmacist in a 
holistic way and receive information, advice, support and signposting to other 
services in return is lost.  This may limit the opportunities for pharmacists to make 
every contact count. 
 
5.8  Disability access 
 
To comply with the Disability Discrimination Act 2005, community pharmacies must 
make reasonable provision for access by patients who have disabilities.  The 
Equality Act 2010 sets out a framework which requires service providers not to 
discriminate against persons with a disability.  A person is regarded as being 
disabled if they have a physical or mental impairment which has a substantial 
adverse effect on that person’s ability to carry out day to day activities.  If there are 
obstacles to accessing a service then the service provider must consider what 
reasonable adjustments are needed to overcome that obstacle.  Common 
adjustments in community pharmacy include: 
 
• Easy open containers; 
• Large print labels; 
• Reminder charts, showing which times of day medicines are to be taken; 
• Monitored dosage system (MDS) to improve their adherence to medicines taking.  
 
Sunderland City Council has undertaken a survey of community pharmacies to 
assess how accessible they are for wheelchair users.  Currently responses have 
been received from 31 pharmacies (a response rate of 46.2%).  Table 7 is based on 
these responses. 
 
Table 7: disability accessibility issues 
 
Number of community 
pharmacies 

Wheelchair accessible 
consultation room 

Wheelchair accessible 
toilets 

Without a 2 2 
With a 28 3 

 
Source: Survey of community pharmacies, December 2014 
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Of the 31 respondents to the survey, 28 (90.3%) stated that they had a consultation 
room that matched the criteria for the medicines use review service and was 
wheelchair accessible.  A further 2 (6.5%) stated that they had a consultation room 
that matched the criteria for the medicines use review service but that this was not 
wheelchair accessible.  One respondent stated that they did not currently have a 
consultation room that matched the criteria for the medicines use review service, but 
planned to have one within the next year. 
 
Of the respondents to the survey, 3 (9.7%) stated that patients attending for 
consultations have access to toilet facilities that are wheelchair accessible.  A further 
2 (6.4%) stated that patients attending for consultations have access to toilet 
facilities but that these are not wheelchair accessible.  Nineteen respondents 
(61.3%) stated that staff toilets could be used in an emergency and a further 7 
(22.6%) stated that there were no toilets available for patients. 
 
Most community pharmacies have made arrangements to ensure that disabled 
people can access their pharmacy and consultation rooms. 
 
5.9  Future housing developments 
 
Table 8 and Figure 9 shows the future housing developments set out in the current 
preferred options for the Sunderland Local Plan (August 2013).  This level of 
development is intended to combat the declining population in Sunderland and in 
particular to reduce the outward migration of the younger working age population 
(i.e., those aged 20-39 years).  
 
Table 8: future housing developments in Sunderland 
 
Sunderland 
Locality 

2012/13 2013/14 2014/15 2015/16 2016/17 

Coalfields 640 730 805 830 3,005 
Central area 480 548 604 623 2,254 
North area 256 292 322 332 1,202 
South area  1,632 1,861 2,053 2,117 7,663 
Washington 192 219 242 249 902 
SUNDERLAND 3,200 3,650 4,026 4,151 15,027 

 
Source: Sunderland Local Plan, draft revised preferred options, August 2013 
 
The Local Plan uses slightly different localities than those in this document as 
follows: 
 
• The Coalfields area is the largest but least densely populated area; it is made up  

of a number of former mining towns and villages centred on Houghton-le-Spring 
and Hetton-le-Hole. 

• The Central area (within Sunderland East) is a small geographic area close to the 
mouth of the Wear which straddles both sides of the river; it contains the main 
commercial and administrative area of Sunderland including the City Centre.  
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Figure 9: future housing developments in Sunderland (shown as purple 
squares) 
 

 
Source: Sunderland Local Plan, draft revised preferred options, August 2013 
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• The South Sunderland area (comprising the rest of Sunderland East and 
Sunderland West) is the most populated; its northern part along the River Wear is 
urbanised and densely developed, and its southern part is made up of distinct 
settlements and is bounded by Green Belt. 

• The North Sunderland area is highly urbanised with new high-quality business 
areas along the riverside; the focus is currently on the regeneration of the 
Seafront. 

• Washington was built in the 1960s as part of the New Town programme; it was 
developed as a series of villages, interspersed with modern employment estates 
and extensive green areas. 

 
The Central Area will be the principal location for offices, retail and main town centre 
uses.  The majority of new housing in the city will be located within South 
Sunderland.  Washington will be a key provider of land for economic development; 
only a minor amount of new housing is proposed.  Regeneration in the Coalfield will 
focus on its potential as an area for new house building.  In North Sunderland the 
emphasis will be on the regeneration of the Seafront; new housing will be developed 
when opportunities arise.  
 
After considering all the elements of the PNA, Sunderland Health & Wellbeing 
Board concludes that there is adequate provision of NHS pharmaceutical 
services across most of Sunderland, but recognises gaps in service in the 
Coalfields area on Sundays and Bank Holidays.  Sunderland Health & 
Wellbeing Board considers that the existing 100 hour pharmacies are essential 
to meet the needs of patients by extending access to pharmaceutical services 
outside core hours when other pharmacies are closed. 
 
The level of planned development is unlikely to require new pharmacy 
contracts to be issued for the areas of development, due to satisfactory cover 
from already existing pharmacies. 
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6. Pharmaceutical services 
 
The requirements for the commissioning of pharmaceutical services are set out in 
the NHS (Pharmaceutical and Local Pharmaceutical Services) Regulations 2013 and 
the Pharmaceutical Services (Advanced and Enhanced Services) (England) 
Directions 2013. 
 
NHS England is the only organisation that can commission pharmaceutical services 
and it does this via the national community pharmacy contractual framework.  
Community pharmacies provide three tiers of pharmaceutical service which have 
been identified in regulation.  These are:  
 
• Essential Services: services all community pharmacies are required to provide; 
• Advanced Services: services to support patients with safe and effective use of 

medicines or appliances that all community pharmacies may choose to provide 
as long as they meet the requirements set out in the directions ; and 

• Enhanced Services: services that can be commissioned locally by NHS England.  
 
In addition a Local Pharmaceutical Service (LPS) contract allows NHS England to 
commission community pharmaceutical services tailored to meet specific local 
requirements.  It provides flexibility to include a broader or narrower range of 
services (including services not traditionally associated with pharmacy) than is 
possible under the national pharmacy contract arrangements. All LPS contracts 
must, however, include an element of dispensing. 
 
6.1 Essential services  
 
Essential services are mandatory in the NHS community pharmacy contract and 
hence all community pharmacies are required to provide them.  NHS England is 
responsible for ensuring that all pharmacies deliver all of the essential services as 
specified.  Each community pharmacy has to demonstrate compliance with the 
community pharmacy contractual framework by providing sufficient evidence for 
delivery of every service on an annual basis.  
 
Essential services are:  
 
• Dispensing medicines and appliances  
• Repeat dispensing  
• Disposal of unwanted medicines  
• Public health (promotion of healthy lifestyles)  
• Signposting  
• Support for self-care 
 
6.2 Advanced services  
 
There are four Advanced services within the NHS community pharmacy contract.  
Community pharmacies can choose to provide any of these services as long as they 
meet the necessary requirements set out in the Pharmaceutical Services (Advanced 
and Enhanced Services) (England) Directions 2013.  The advanced services are: 
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• New Medicines Service (NMS)  
• Medicines Use Review (MUR) 
• Stoma Customisation Service (SCS) and 
• Appliance Use Reviews (AUR). 
 
Table 9: Distribution of community pharmacies providing Advanced services, 
by locality 
 
 Number of community pharmacies 

New 
Medicines 

Service 
Medicines 

Use Review 

Stoma 
Customisation 

Service 
Appliance 

Use Review 
Coalfields 12 10 0 0 
East 17 13 3 1 
North 11 11 2 0 
West 13 13 2 0 
Washington 7 7 3 0 
SUNDERLAND 60 54 10 1 

  
SOURCE: NHS England Area Team, 2014. 
 
Table 9 shows that 60 out of 67 community pharmacies in Sunderland provide the 
New Medicines Service.  Fifty four of the community pharmacies provide Medicines 
Use Reviews.  Only 10 community pharmacies currently provide the stoma 
customisation service and only one (a dispensing appliance contractor) provides the 
appliance use review service. 
 
6.2.1 New Medicines Service 
 
Non-adherence to prescribed medicines can lead to poor management of long term 
conditions and a cost to the patient, NHS and society.  The new medicines service 
aims to provide early support to patients who are newly prescribed a medicine with 
repeated follow-up in the short term to increase adherence and effective medicine 
taking.  Increased patient adherence to treatment will consequently reduce drug 
wastage and medicines related hospital admissions.  The new medicines service is 
targeted to new medicines prescribed in the four therapy areas of:  
 
• Hypertension  
• Type 2 diabetes  
• Asthma / COPD  
• Anticoagulation / antiplatelet therapy  
 
The national evaluation of the new medicines service found that the service is well 
received by patients and increases adherence to new medicines at 10 weeks by 
approximately 10% making it an important public health intervention.  In Sunderland 
between 1st October 2013 and 30th September 2014, 23,220 new medicines service 
interventions were undertaken.  
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6.2.2 Medicines use reviews  
 
The medicines use review service consists of accredited pharmacists undertaking 
structured adherence-centred reviews with patients on multiple medicines, 
particularly those receiving medicines for long term conditions.  
 
A medicines use review is a way to: improve patients' understanding of their 
medicines, highlight problematic side effects and propose solutions, improve 
adherence and, reduce medicines wastage, usually by encouraging the patient only 
to order the medicines they require. 
 
National target groups have been agreed in order to guide the selection of patients to 
whom the service will be offered. These target groups are:  
 
• patients taking high risk medicines (e.g., anticoagulants);  
• patients recently discharged from hospital who had changes made to their 

medicines while they were in hospital (ideally within four weeks of discharge);  
• patients with respiratory disease;  
• patients with CVD or with another condition which puts them at increasing risk of 

developing CVD, taking four or more medicines.  
 
Each community pharmacy can undertake an annual maximum of 400 medicines 
use reviews; 70% of these should be with patients from the national target groups.   
 
Improving safe and effective hospital discharge remains a challenge in the NHS.  In 
August 2014, NHS England published a Patient Safety Alert on the risks arising from 
communication breakdown and failure to act on communication during handover at 
the time of discharge from secondary care with the aim of collecting and 
disseminating best practice.  In Sunderland, post-discharge medicines use reviews 
could be utilised to support this agenda.  
 
This is particularly important given the growing elderly population in the county (see 
section 3.2). In Sunderland between 1st October 2013 and 30th September 2014, 
4,649 medicines use reviews were completed.  As this reporting period covers two 
financial years, it includes activity for some pharmacies up to two times the annual 
limit. 
 
6.2.3 Stoma appliance customisation  
 
Stoma appliance customisation refers to the process of modifying stoma appliances 
based on the patient’s measurements or record of those measurements.  Only 10 
community pharmacies currently provide the stoma customisation service; none of 
these are dispensing appliance contractors.   
 
Sunderland City Council has undertaken a survey of community pharmacies to 
assess their views on providing stoma customisation services.  Currently responses 
have been received from 31 pharmacies (a response rate of 46.2%).  Based on 
these responses, 3 respondents (9.7%) stated they intended to provide the service in 
the next year and a further 3 respondents (9.7%) stated they would be willing to 
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provide the service if it was commissioned.   Eighteen respondents to the survey 
(58.1%) stated that they were not intending to provide this service. 
 
6.2.4 Appliance use reviews  
 
Appliance use reviews are intended to improve the patient’s knowledge and use of 
the appliance they are using. These can only be undertaken with the consent of the 
patient.  Only one community pharmacy provides the appliance use review service; 
this is a dispensing appliance contractor.  In Sunderland between 1st October 2013 
and 30th September 2014, 12 appliance use reviews were undertaken; eleven of 
these were undertaken on pharmacy premises and one was undertaken as a 
domiciliary visit. 
 
6.2.5 Consultation rooms  
 
Both medicines use reviews and appliance use reviews require contractors to have a 
consultation room and this must meet a specified set of standards.  Consultation 
rooms may also be used to deliver some enhanced services.  Each relevant service 
specification will detail any additional requirements for the facilities – including 
consultation rooms – for the delivery of the service. 
 
Table 10: access to a consultation room meeting the criteria for the Medicines 
Use Review Service 
 
 Number of 

pharmacies 
% 

Yes – with wheelchair access 28 90.3 
Yes – without wheelchair access 2 6.5 
No – plans to have in the next year 1 3.2 
No – doesn’t have any plans 0 0.0 
TOTAL 31 100.0 

 
Source: Survey of community pharmacies, December 2014 
 
Sunderland City Council has undertaken a survey of community pharmacies.  
Currently responses have been received from 31 pharmacies (a response rate of 
46.2%).  Table 10 is based on these responses.  The survey of community 
pharmacies in Sunderland shows that the majority of community pharmacies have a 
consultation room. 
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6.3 Enhanced services  
 
Enhanced Services can be commissioned by NHS England to meet a local need.  
There are twenty enhanced services listed in the 2013 Directions as follows: 
 
• Anticoagulant Monitoring Service  
• Care Home Service  
• Disease Specific Medicines Management Service  
• Gluten Free Food Supply Service  
• Independent Prescribing Service  
• Home Delivery Service 
• Language Access Service 
• Medication Review Service 
• Medicines Assessment and Compliance Support Service 
• Minor Ailment Scheme 
• Needle and Syringe Exchange Service 
• On Demand Availability of Specialist Drugs Service 
• Out of Hours Services 
• Patient Group Direction Service 
• Prescriber Support Service 
• Schools Service 
• Screening Service 
• Stop Smoking Service 
• Supervised Administration Service 
• Supplementary Prescribing Service 
 
Within Sunderland, none of these twenty enhanced are currently commissioned by 
the NHS England Area Team.  Six of these services are now commissioned by either 
the clinical commissioning group or the local authority and are known as locally 
commissioned services (see section 7).   
 
The menu of enhanced services largely focuses on supporting the medicines 
optimisation agenda which aims to ensure that the right patients get the right choice 
of medicine, at the right time.  To support this, NHS England launched a Medicines 
Optimisation Dashboard in June 2014, and the Pharmaceutical Services Negotiating 
Committee has published service templates for a range of services including the 
following:  
 
• EN5 Care Home (Support and Advice on Storage, Supply and Administration of 

Drugs and Appliances) 
• EN6 Medicines Assessment & Compliance Support 
• EN7 Medication Review (Full Clinical Review) 
 
Sunderland has a growing elderly population and a number of key health challenges 
including:  
 
• Preventing premature deaths from cancer, cardiovascular disease and 

respiratory disease;  
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• Managing the likely increase in the level of long term conditions, including 
increasing proportions of the population with multiple long term conditions 

• Tackling the big four lifestyle risk factors – smoking, excessive alcohol use, poor 
diet, and low levels of physical activity – including for people with multiple 
unhealthy behaviours 

• Delivering better integrated and more seamless care for individuals 
• Reducing the over-reliance on hospital services, through promotion and support 

for self-care 
 
A range of community pharmacy enhanced services – including those 
focussed on medicines optimisation - could effectively contribute to 
Sunderland’s key health challenges.  These opportunities should be 
considered by commissioners, within the context of the current financial 
constraints for the health economy. 
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7. Locally commissioned services 
 
Any organisation can commission services from community pharmacies.  NHS 
England commissions pharmaceutical services (see section 6) whilst local authorities 
and CCGs commission ‘locally commissioned services’.  
 
Some of these services are provided only through community pharmacies, some are 
part of a locality wide network of services which use multiple providers to improve 
patient accessibility.  The locally commissioned services described in this section are 
currently being commissioned either totally or in part from community pharmacies.  
 
7.1 Sunderland CCG 
 
Sunderland CCG currently commissions the following services from community 
pharmacies (all currently under review): 
 
• Minor ailments scheme 
• Anti-coagulant (INR) service 
• Emergency supply of medicines 
• Cellulitis pathway medicines 
• Head lice service 
 
Table 11: provision of CCG commissioned locally commissioned services, by 
locality 
 
 

M
in

or
 A

ilm
en

ts
 s

er
vi

ce
 

H
ea

d 
lic

e 
ad

vi
ce

 a
nd

 
tre

at
m

en
t s

er
vi

ce
 

IV
 a

nt
ib

io
tic

s 
fo

r c
el

lu
lit

is
 

pa
th

w
ay

 

E
m

er
ge

nc
y 

S
up

pl
y 

of
 

P
al

lia
tiv

e 
C

ar
e 

M
ed

ic
in

es
 

A
nt

i-c
oa

gu
la

tio
n 

(IN
R

) 
se

rv
ic

e*
 

Coalfields 5 2 1 0 0 
East 6 2 2 0 1 
North 3 4 1 1 0 
West 4 4 1 0 0 
Washington 2 2 1 1 0 
SUNDERLAND 20 14 6 2 1 

 
Source: Sunderland CCG, December 2014 
 
Note: * there are other providers of the anti-coagulation service, which include one 
out of area community pharmacy and other types of provider.   



Page | 49 

7.1.1  Minor ailments  
 
The minor ailment scheme is targeted at patients who would not normally purchase 
self-care medicines from their local pharmacy.  Patients in more deprived areas are 
less likely to purchase over the counter medicines, and are therefore more likely to 
visit their GP surgery to have a medicine prescribed for a minor ailment because a 
prescription would be exempt from prescription charges.  The scheme aims to 
reduce pressure on appointments within general practices and provide a more 
convenient service for patients, by providing simple remedies directly by consultation 
with a pharmacist. 
 
Sunderland CCG has identified self-care as a key focus for delivery of its strategy.  
Making better use of community pharmacists, and reserving GP appointments for the 
more serious conditions which need medical input, is an important element of 
delivering self-care.  At present, 20 out of 67 pharmacies are delivering the minor 
ailment scheme, and there is provision in all five localities.  The scheme will be 
reviewed during 2015/16.  Local community pharmacies would be keen to see 
broader provision of this service. 
 
7.1.2 Head lice service 
 
Head lice rarely cause physical health problems other that itching of the scalp.  
Adverse effects arise not from the lice themselves, but rather from the human 
perception of them.  Excessive public and professional reactions lead to an inflated 
perception of prevalence, to unnecessary, inappropriate or ineffective action and to 
unwarranted anxiety and distress.  These actions and reactions lead to problems 
associated with the misuse and overuse of treatments. 
 
Community pharmacy provides an accessible and professional source of support 
and advice for families concerned about head lice infection within the community. 
The aim of the service is to decrease the prevalence of head lice infection across the 
city and to deliver consistent advice and treatment for dealing with head lice 
infections.  At present, 14 out of 67 pharmacies are delivering the head lice advice 
and treatment service, and there is provision in all five localities.  The service will be 
reviewed during 2015/16. 
 
7.1.3 IV antibiotics for the primary care cellulitis pathway 
 
Cellulitis is a common painful skin infection, which is usually caused by bacteria.  
The infection most commonly affects the skin of the lower leg, but can affect skin in 
any part of the body.  Cellulitis can affect people of all ages, and rates are similar in 
both sexes.  Some patients suffering from cellulitis can be treated with oral 
antibiotics, although many patients require administration of intravenous (IV) drugs 
and a hospital admission.   
 
Historically, patients attending their GP with cellulitis were admitted to secondary 
care for IV antibiotic treatment.  However, an audit undertaken during 2010/11 
concluded that approximately 31% of admissions could have had an alternative 
management plan in the community.  In response, a primary care cellulitis pathway 
for Sunderland has been developed which avoids the need for A&E attendance or 
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hospital admission for a clearly defined group of patients requiring IV antibiotic 
treatment, but suitable for community based treatment. 
 
The decision to treat the patient in the community is made by the referring clinician 
who can be a GP, an Out of Hours GP, a Walk-in Centre GP or an A&E clinician.  An 
appropriately skilled community nurse from the 24/7 Intermediate Care Team will 
administer the IV antibiotics in the patient’s home to prevent admission to hospital. 
The service is available 24 hours a day, 7 days a week. 
 
IV antibiotics prescribed by an A&E clinician will be provided by the hospital 
pharmacy.  IV antibiotics prescribed by a GP will be provided through a specified list 
of community pharmacies, which includes at least one community pharmacy in each 
locality.  The list of participating pharmacies is as follows: 
 
• G Whitfield, Hetton-le-Hole (Coalfields) 
• ASDA Pharmacy, Grangetown (Sunderland East) 
• Lloyds Pharmacy, Hendon (Sunderland East) 
• Ross Chemists, Southwick (Sunderland North) 
• Sainsbury’s Pharmacy, Silksworth (Sunderland West) 
• ASDA Pharmacy, Washington Centre (Washington) 
 
If appropriate, the patient or a relative will attend the pharmacy to collect the 
medication.  If the patient or a relative is unable to obtain the medication in this way 
then the 24/7 Intermediate Care Team will organise collection of the prescription 
from patient’s home, attend a pharmacy to have the prescription dispensed and 
deliver the medication to patient’s home.  The service will be reviewed during 
2015/16. 
 
7.1.4 Emergency supply of palliative care medicines 
 
Two of the 100 hour pharmacies (Avenue Pharmacy in Sunderland North and ASDA 
Pharmacy in Washington) hold a stock of palliative care medicines.  In addition, 
Sunderland CCG commissions an on-call pharmacist service to provide access to an 
agreed list of palliative care medicines out-of-hours.  This provides a mechanism for 
healthcare professionals to contact an on-call pharmacist via an agreed phone 
number.   Following contact, the pharmacist will arrange for a pharmacy to be 
opened in order for the medicines to be dispensed.  The pharmacist can also 
arrange for medicines to be delivered, if the patient or carer cannot attend the 
pharmacy to collect the medicines.  The service will be reviewed during 2015/16. 
 
7.1.5 Anti-coagulants (INR) service 
 
Anticoagulant medicines are most commonly prescribed for people who have had a 
condition caused by blood clots or who are at risk of developing a blood clot.  These 
conditions include:  
 
• Deep vein thrombosis - a blood clot in one of the deep veins in the body, most 

commonly in the larger vein that runs through the calf or thigh muscles 
• Pulmonary embolism – a blockage in the blood vessel that carries blood from the 

heart to the lungs 
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• Atrial fibrillation  - a heart condition that causes an irregular and often abnormally 
fast heart rate 

• High or moderate risk of stroke 
 
Anticoagulant medicines work by reducing the ability of the blood to clot.  A side 
effect of all anticoagulants is the risk of excessive bleeding.  Anyone taking 
anticoagulant medicines will need to be monitored closely to check that they are on 
the correct dose and not at risk of excessive bleeding.  The most common test for 
this is the international normalisation ratio (INR). 
 
Sunderland CCG has commissioned a community based initiation, stabilisation, 
monitoring and dosing ‘One Stop Shop’ anticoagulant therapy service for non-
complex patients aged 16 years and over.  The aim of the service is to ensure 
patients receive anticoagulation therapy initiation and monitoring promptly, in line 
with all relevant clinical guidelines.  Contracts were awarded through a competitive 
process under the any qualified provider process with the aim of reducing 
inequalities in access to anticoagulation therapy, improving anti-coagulation control 
in patients and reducing drug-associated complications. 
 
Contracts were awarded to a range of providers which run clinics on different days 
and times at a range of venues across the city.  This list of providers, which includes 
two community pharmacy providers, is as follows: 
 
• City Hospitals Sunderland NHS Foundation Trust 
• Deerness Medical Group 
• IntraHealth 
• Boots Pharmacy, The Bridges 
• Dixon and Hall Pharmacy (based in Stanley, County Durham). 
 
The service will be reviewed during 2015/16. 
 
7.2 Sunderland City Council 
 
The public health team at Sunderland City Council currently commissions the 
following services from community pharmacies: 
 
• intermediate stop smoking services 
• dispensing service for smoking cessation products such as nicotine replacement 
• supervised consumption of opiate substitutes 
• needle exchange 
• emergency hormonal contraception 
• NHS Health Checks 
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Table 12: provision of local authority commissioned locally commissioned 
services, by locality 
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Coalfields 11 4 0 4 1 
East 12 9 1 4 1 
North 10 9 3 4 0 
West 14 9 0 6 1 
Washington 7 7 2 2 0 
SUNDERLAND 54 38 6 20 3 

 
Source: Sunderland City Council Integrated Commissioning Team, November 2014 
 
Note: * there are other types of providers for the intermediate stop smoking, needle 
exchange and NHS Health Checks services 
 
7.2.1  Stop smoking service (intermediate advisors)  
 
Stop Smoking services make a significant contribution to tackling health inequalities, 
reducing premature mortality, and increasing life expectancy by supporting smokers 
to give up smoking.  The local authority public health team monitors the numbers of 
smoker achieving a successful 4-week quit as an interim outcome towards reducing 
the prevalence of smoking within the population.   
  
Intermediate stop smoking services follow an evidence based model of service.  
They are delivered by a range of providers across the city including GP practices, 
community pharmacies, community and voluntary sector organisations, the local 
authority and the independent sector.  Co-ordination of the providers of intermediate 
stop smoking services will be undertaken within the recently commissioned 
Sunderland Integrated Wellness model. 
  
The aim of the service is to provide clients with access to stop smoking advice and 
pharmacological support as appropriate, in convenient locations. Intermediate stop 
smoking advisors are also able to provide nicotine replacement therapy vouchers of 
recommendation directly to the patient to then be dispensed at a participating 
pharmacy (see 7.2.2 below).   
  
Community pharmacies continue to make a valuable contribution to the reduction in 
the number of smokers across Sunderland with 54 of the 67 community pharmacies 
providing the intermediate stop smoking service.   
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7.2.2 Nicotine replacement therapy (NRT) vouchers (dispensing)  
 
Community pharmacists are able to dispense NRT vouchers of recommendation 
provided by any intermediate stop smoking advisor in Sunderland.  The clinical 
responsibility for issuing the product and the final choice rests with the pharmacist.    
  
The aim of the service is to complement the stop smoking service and improve 
access to, and choice of, pharmacological stop smoking aids.   
 
Co-ordination of the voucher scheme will be undertaken within the recently 
commissioned Sunderland Integrated Wellness model. 
 
7.2.3  Supervised consumption of opioid substitutes 
 
Substances such as heroin, opium and morphine are known as ‘opioids’.  Many 
opioids are ‘psychoactive’, which means they affect the way the brain works and can 
change a person’s mood or behaviour.  Opioid dependence is associated with a wide 
range of social and health problems, including a high risk of infection and mental 
health problems; there is also a danger that a person could take a fatal overdose. 
 
Services have been commissioned from community pharmacies to provide a 
dispensing and supervised consumption scheme for opioid substitutes (such as 
methadone or Buprenorphine) for dependent drug users who have been assessed 
as requiring symptomatic treatment for drug related problems and have made the 
decision to reduce their illegal opioid use.  Substance misuse services prescribe an 
opioid substitute, tailoring the dose to the individual’s needs.   The service is 
therefore only available to patients who are being treated within the local shared care 
substance misuse treatment system. 
 
When a pharmacist supervises the patient’s consumption of the opioid substitute in 
the pharmacy, it will not end up being traded on the street, or accidently being taken 
by children in the home. This also reduces the potential for criminal activity. 
 
Within Sunderland, 38 of the 67 community pharmacies are providing the supervised 
administration service.  This includes provision in all five Sunderland localities.  
Analysis has shown that approximately one fifth of all clients accessing the service 
do so at Lloyds Pharmacy at Hendon; clients from all five localities make use of this 
pharmacy.  We also know that some Sunderland residents make use of community 
pharmacies in County Durham to access this service. 
 
Provision of this service will be considered alongside the review of the substance 
misuse treatment system commencing 2014/15. 
 
7.2.4 Needle exchange scheme  
 
The needle exchange scheme is a harm reduction service which aims to reduce the 
spread of blood borne viruses (such as HIV, hepatitis B and hepatitis C) and reduce 
the incidence of other infections associated with sharing injection equipment, and 
reduce the risk of needle stick injuries to others by reducing drug related litter 
through the safe disposal of injecting equipment (e.g., sharps boxes).   



Page | 54 

Service providers distribute sterile injecting equipment, provide advice and 
information on the safe disposal of injecting equipment, and distribute appropriate 
literature advising on harm reduction, safer sex and local services to all injecting 
drug users.  The service aims to reduce the sharing of injection equipment by 
encouraging the return of used material in exchange for clean equipment on a “one 
to one” basis.  The service is delivered in a number of settings including in six 
community pharmacies.  Current providers of the service are as follows: 
 
• Lifeline Sunderland – Harm Reduction Service (Sunderland East) 
• Lloyds Pharmacy, Hendon (Sunderland East) 
• Davy’s Pharmacy, Castletown (Sunderland North) 
• Lloyds Pharmacy, Fulwell (Sunderland North) 
• Lloyds Pharmacy, Southwick (Sunderland North) 
• Lloyds Pharmacy, the Galleries (Washington) 
• Lloyds Pharmacy, Washington Concorde (Washington) 
 
Provision of this service will be considered alongside the review of the substance 
misuse treatment system commencing 2014/15. 
 
7.2.5 Emergency Hormonal Contraception (EHC)  
 
Sunderland continues to have high rates of unintended pregnancy, particularly within 
the under 18 population.  Easy and equitable access to emergency hormonal 
contraception is an important strategy in the drive to reduce teenage pregnancies 
across Sunderland.   
 
Pharmacies can provide an anonymous service in an environment that respects the 
dignity and confidentiality of the patient.  The service aims to improve access to 
emergency hormonal contraception by providing it “free at the point of issue” to 
females aged 14 years and over in pharmacies in Sunderland.  This service also 
helps to increase the knowledge of emergency contraception and its use, especially 
among young people.  Whilst emergency hormonal contraception is available to 
purchase without prescription at community pharmacies, the retail cost of around 
£25 means that it may be unaffordable for many in greatest need.  And as the 
product is not licensed for use in for women aged under 16 years, it would not be 
possible for girls in this age group to buy it over the counter. 
 
Pharmacists who provide the service are specifically trained to assess the patient’s 
suitability for emergency hormonal contraception and provide the medication against 
a Patient Group Direction.  The patient will also be provided with support and advice 
and can be referred to specialist services if appropriate. 
 
Within Sunderland, 20 out of 67 community pharmacies are providing emergency 
hormonal contraception.  This includes provision in all five Sunderland localities and 
includes two 100 hour pharmacies, which provide evening and weekend open hours.  
The current coverage from the community pharmacies offers accessibility and 
choice, but equity of access could be improved for some parts of the city where 
teenage conception rates are high. 
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7.2.6 NHS Health Checks 
 
NHS Health Checks are part of a national risk assessment and management 
programme for people aged 40 to 74 years who do not have existing cardiovascular 
disease and who are not currently being treated for cardiovascular risk factors.  The 
aim of the programme is to identify anyone in this eligible population who has a high 
risk of developing cardiovascular disease and to individually assess them by 
calculating their risk of developing CVD, communicating that risk, and offering 
lifestyle advice and other interventions to reduce that risk.   
 
In Sunderland, NHS Health Checks are mainly delivered through GP practices and 
all 53 practices participate.  The provision of NHS Health Checks through community 
pharmacies is currently very limited.  
 
After considering all the elements of the PNA, Sunderland Health & Wellbeing 
Board concludes that there is adequate provision of existing locally 
commissioned services across Sunderland, although access and equity of 
provision could be improved for some services (e.g., minor ailments, 
emergency hormonal contraception.  Other community pharmacies would be 
willing to provide these services if commissioned.  Sunderland CCG has 
stated its intention to review all of its commissioned services during 2015/16. 
Sunderland City Council will be reviewing its commissioned services for 
supervised consumption and needle exchange alongside the review of the 
substance misuse treatment system commencing 2014/15. 
 
7.3 Other commissioned services 
 
NHS England commissions the seasonal flu vaccination service (NHS flu service) 
from GP practices and accredited community pharmacists to help meet national 
targets to immunise: 
 
• people aged 65 years and over 
• pregnant women 
• children aged 2, 3 and 4 years 
• people in clinical high risk groups (e.g., those with chronic respiratory, heart, 

kidney liver, or neurological condition, those with diabetes, those with splenic 
dysfunction, and those with a compromised immune system) 

• people in long stay residential care homes 
• people who are the main carer of an older or disabled person.  
 
Pharmacists undergo extra training to deliver this service.  Community pharmacists 
have access to influenza vaccine over and above the vaccines ordered by GPs at 
the beginning of the seasonal flu campaign. 
 
Recent changes have resulted in the recommendation that the flu vaccination 
programme should be extended to healthy children aged from two years to less than 
17 years.  Children should be vaccinated using the new live nasal vaccine, and 
community pharmacists have not currently been trained to administer this vaccine.  
In Sunderland 2, 3 and 4 year olds are being invited to their GP practice for 
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vaccination and vaccination of all primary school aged children in the school setting 
is being piloted.  Learning from the pilot will inform the programme in future years. 
In addition, community pharmacists can provide a flu vaccination service privately to 
those clients who do not qualify for NHS vaccines.   NHS organisations and local 
authorities also need to ensure that appropriate measures are in place to offer flu 
vaccination to their staff working in health and social care who have direct patient 
contact. Local authorities may also wish to offer an extended provision of flu 
vaccination to frontline staff working in institutions with vulnerable populations, such 
as special schools.  Sunderland City Council currently uses its occupational health 
team to deliver this service; in some areas this is supported by community 
pharmacies. 
 
Table 13: provision flu services through community pharmacies, by locality 
 

 NHS 
flu service* 

Private 
flu service 

Coalfields 6 6 
East 4 4 
North 5 5 
West 5 5 
Washington 5 5 
SUNDERLAND 25 25 

 
Source: Local Pharmaceutical Committee, December 2014 
 
Note: * GP practices also provide the NHS flu service 
 
Across Sunderland, there are 25 out of 67 community pharmacies who deliver the 
NHS flu service.  This includes provision in all five Sunderland localities and three of 
the 100 hour pharmacies.  The same 25 community pharmacies also provide the 
private flu service. 
 
7.4  Out of area providers of pharmaceutical services  
 
Consideration has been given to pharmaceutical services provided by community 
pharmacy contractors outside of the Sunderland area that provide dispensing 
services to the registered population of Sunderland.  Data from e-PACT for 2013/14 
shows that Sunderland GP practices generated prescriptions for 7,753,821 
prescription items; the total number of prescription items dispensed by Sunderland 
community pharmacies was 7,049,029 (90.9%) and 704,792 prescription items 
(9.1%) were dispensed by pharmacies outside of Sunderland.  It is assumed that 
these pharmacies provide the full range of essential services.  
 
It is recognised that out of area provision impacts not only the delivery of 
dispensing services but also the provision and accessibility of enhanced or 
locally commissioned services, especially where areas border each other.  The 
Sunderland Health & Wellbeing Board therefore recommends that 
commissioners take cross border issues into account and consult with 
relevant stakeholders when they are reviewing, commissioning or 
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decommissioning services, to avoid or mitigate against creating inequity of 
provision for the local population.  
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8. Non-commissioned services 
 
Community pharmacies provide a range of services which are neither part of the 
core contract with the NHS, nor commissioned by Sunderland City Council, 
Sunderland Clinical Commissioning Group, or NHS England. These services are 
often very valuable for special patient groups e.g. the housebound, but are provided 
at the discretion of the pharmacy owner.  As these services are not reimbursed by 
the NHS, the decision to provide the service is often a commercial one, especially 
when the service increases the pharmacy’s overhead costs.   
 
Sunderland City Council has undertaken a survey of community pharmacies.  
Currently responses have been received from 31 pharmacies (a response rate of 
46.2%).  Non-commissioned services identified in the pharmacy survey are detailed 
in Table 14 below, based on these responses.   
 
Table 14: non-commissioned services provided by community pharmacies in 
Sunderland 
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Blood cholesterol 
check 

0 2 24 3 0 2 

Blood glucose check 0 2 24 3 0 2 
Blood pressure check 4 2 17 3 4 1 
NHS Health Check 6 2 18 3 0 2 
Safe disposal of 
sharps 

1 2 12 14 0 2 

Chlamydia screening  6 5 15 4 0 1 
Chlamydia screening 
and partner 
notification 

1 5 17 6 1 1 

Erectile dysfunction 
service 

0 3 19 6 1 2 

Pregnancy testing 1 2 19 4 3 2 
Referral for 
contraception 

7 4 15 3 1 1 

Alcohol brief advice 1 2 22 5 0 1 
Weight management 2 1 19 5 3 1 
Childhood nasal flu 
vaccination 

0 3 18 8 0 2 

Influenza vaccination 13 5 7 5 0 1 
Pneumococcal 
vaccination 

2 2 18 7 0 2 

Advice/support to 
care homes 

5 1 19 5 0 1 
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Anti-viral distribution 
service 

3 3 18 6 0 1 

Compliance aid 
assessment 

9 1 16 2 2 1 

Delivery service 20 1 0 0 10 0 
Hair loss service 1 3 19 8 0 0 
Independent 
prescribing clinic 

0 3 16 11 0 1 

Medicines 
Administration 
Records 

7 2 15 5 2 0 

Full clinical 
medication review 

5 2 18 5 0 1 

Prescription 
collection service 

21 0 1 0 9 0 

Travel clinic 2 2 20 3 3 0 
 
Source: Survey of community pharmacies, December 2014 
 
From this table it can be seen that pharmacies offer a wide range of non NHS 
services.  Some of the services are not aligned with the strategic priorities of the 
CCG or the council, but may be fulfilling a customer generated demand for non NHS 
services. 
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9.  Primary and Secondary Care Provision 
 
9.1  GP surgeries (including extended hours) 
 
There are 51 GP practices within Sunderland; there are no dispensing doctors.  The 
majority of practices provide some extended hours.  These are mainly delivered in 
the evening, the latest of which is open until 8.00 pm; some provide early morning 
opening, the earliest of which commences at 7.00 am.  There are some extended 
hours on Saturday mornings and limited extended hours on Sundays. 
 
A map of the locations of GP surgeries highlighting those with weekday evening 
surgeries is shows as Figure 10.  Figure 11 shows the equivalent map of weekday 
evening community pharmacy provision. 
 
In the Coalfields locality, there is one GP Practice, in Shiney Row, that runs an 
evening surgery to 7.00 pm on a Tuesday and Wednesday.  Patients prescribed 
medications at this surgery would need to travel to Houghton or Washington 
Galleries to get the medications dispensed on the same evening or wait until the 
following morning. 
 
In Sunderland North locality, there are three GP Practices, in Redhill and Southwick 
wards, which run evening surgeries to 7pm, 7.15pm or 7.30pm on Monday, Tuesday, 
Wednesday and Thursday evenings.  Patients prescribed medications at these 
surgeries would need to travel to St Peters ward, the City centre or Washington 
Galleries to get the medications dispensed on the same evening or wait until the 
following morning. 
 
Patterns of provision may need to be reviewed as the NHS moves towards “7 days a 
week” working.  
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Figure 10: GP practices highlighting those with weekday evening surgeries 
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Figure 11: community pharmacies highlighting those with weekday evening 
opening 
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9.2  GP enhanced and other locally commissioned services 
 
GP Practices provide a number of ‘enhanced services’ that are currently 
commissioned by the NHS England Area Team; these may previously have been 
referred to as Directed Enhanced Services (DES) or National Enhanced Services 
(NES).  Table 15 below outlines Directed Enhanced Services and the possible 
contribution that community pharmacies can make now or in the future. 
 
Table 15: possible community pharmacy role in enhanced and locally 
commissioned services 
 
Type Service Description 
Enhanced service Alcohol related risk 

reduction scheme 
Screening of newly registered patients 
aged 16 and over using either the FAST 
or AUDIT-C questionnaire 
Community pharmacies could offer 
identification and brief advice to more of 
the adult population to help reduce the 
risk of alcohol related harm. 

Enhanced service Avoiding 
unplanned 
admissions and 
practice case 
management 
scheme 

Proactive case management of 
vulnerable older people, high risk 
patients and end of life care including 
shared personalised care plans and 
regular reviews of A&E attendances, 
unplanned admissions and re-
admissions. 
Community pharmacies could offer  

 
9.3  GP out-of-hours 
 
The GP out-of-hours service provides emergency access for urgent primary care 
needs to patients between the hours of 18.30 pm and 8.00 am every weekday and 
between 18.30 pm on Friday evenings and 8.00am on Monday morning every 
weekend.  Patients who need urgent primary health care telephone the free NHS 
111 service for guidance on the most appropriate service for their health needs; this 
includes access to the out of hours GP service, if appropriate.   
 
The service has the facility to provide patients with medication from a limited 
formulary if deemed clinically necessary, following clinical assessment. However, 
patients are often provided with prescriptions for non-formulary/non-urgent items and 
are directed to local pharmacies that are open. 
 
The GP out-of-hours service has been reviewed and Sunderland CCG is currently 
considering procurement of the service.  
 
9.4 Urgent Care Centres 
 
Improving access to urgent health care and making sure patients get the right 
treatment, at the right time and in the right place for their specific health condition is 
a key priority for Sunderland CCG.  Following a review and public consultation 
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undertaken during 2012/13, access to urgent health care has been reconfigured with 
four urgent care centres across Sunderland.  These provide treatment for a range of 
minor illnesses and injuries that need urgent attention where a patient cannot wait to 
be seen by their own GP. 
 
Patients with an urgent care need telephone the free NHS 111 service to be directed 
to the most appropriate service for their health condition; tis includes making an 
appointment at one of the Urgent Care Centres, if this is appropriate.  Patients can 
“walk-in” to the urgent care centres, but patients are likely to be seen sooner at the 
centre if they arrange an appointment through NHS 111.  The walk in facility is 
available to everyone irrespective of where they live or whether they are registered 
with a GP. 
 
There are three GP-led urgent care centres, operated by Northern Doctors Urgent 
Care, which are open from 10.00 am until 10.00 pm on weekdays and from 8.00 am 
until 10.00 pm at weekends.   
These centres are located at: 
 
• Houghton Primary Care Centre, Houghton-le-Spring  (Coalfields) 
• Bunny Hill Primary Care Centre, Downhill (Sunderland North) 
• Washington Primary Care Centre, Parkway (Washington). 
 
A fourth GP-led urgent care centre, operated by City Hospitals Sunderland NHS 
Foundation Trust, is currently based at:  
 
• Pallion Health Centre (Sunderland West).  
Longer term plans are to develop a new, integrated urgent care centre to provide 
urgent care side-by-side with Accident and Emergency services at the Sunderland 
Royal Hospital (Sunderland East/Sunderland West). 
 
These services have the facility to provide patients with medication from a limited 
formulary if deemed clinically necessary, following clinical assessment. However, 
patients are often provided with prescriptions for non-formulary/non-urgent items and 
are directed to local pharmacies that are open. 
  
9.5  Hospitals 
 
The Sunderland Royal Hospital is the main hospital for the area and is situated in the 
ward of Millfield (Sunderland West but on the border with Sunderland East).  Hospital 
pharmacies do not provide services under the community pharmacy contractual 
framework, and are therefore outside the scope of the PNA.  
 
It is recognised that patients may benefit from the support of community pharmacy 
following discharge from hospital, as highlighted in the Pharmacy white paper.   
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10. Future role for community pharmacy 
 
Pharmacists are health professionals who have a specific expertise in the use of 
medicines.  To a large extent, their clinical knowledge and expertise in the use of 
medicines has been underutilised within community pharmacy.  Their expertise could 
be better harnessed to make a step change in the effective management of long 
term conditions.  
 
Community pharmacies provide convenient access to a less formal environment for 
people to seek and receive professional advice and help to deal with everyday health 
concerns and problems.  The role of community pharmacies in promoting self-care 
will become more important as the healthcare budget becomes stretched, and GPs 
have less time to spend on those with more minor health conditions.  
 
The pharmacy white paper quotes a survey showing that 84% of adults visit a 
pharmacy at least once a year.  Local engagement undertaken as part of the PNA 
process showed that of 191 survey respondents, about half reported using a 
pharmacy more than six times a year and a further third reported using pharmacy 
between three and six times a year.  Community Pharmacists in Sunderland are 
accessible and many offer extended opening times (late into the evenings or at 
weekends) to suit patients and customers.  Furthermore, most pharmacies now have 
dedicated consultation areas specifically designed for private discussion. 
 
10.1 Current role of community pharmacy 
 
Sunderland CCG has set out principles for medicines optimisation within its Better 
Health for Sunderland prospectus and Operational Plan 2014-2016.  These 
principles aim to ensure: 
 
• High quality, safe prescribing 
• A reduction in waste medicines 
• An increase in cost effective prescribing and  
• Improved outcomes and satisfaction for patients. 

 
The CCG is already using the expertise of community pharmacists to support 
patients with minor illness, to contribute to particular treatment pathways (e.g., 
cellulitis) and to help people avoid admission and re-admission to hospital.   
 
The CCG strives to have a medicines optimisation approach that helps patients to 
improve their outcomes, taking their medicines correctly, avoid taking unnecessary 
medicines, reducing wastage of medicines and improve medicines safety. 
 
Sunderland City Council’s public health team values that role that community 
pharmacy can play in promoting health and healthy lifestyle and in delivering 
evidence based interventions for stop smoking, sexual health, and drug misuse. 
 
The important contribution that community pharmacy already makes to the delivery 
of the Joint Health and Wellbeing Strategy is summarised in Appendix 3.  



Page | 66 

10.2 Possible future role of community pharmacy 
 
In order to harness the expertise of community pharmacists, it will be necessary to 
move beyond the traditional model of dispensing and supply of medicines towards a 
broader focus on clinical care and patient outcomes. Community pharmacy will need 
to be better integrated into the provision of primary care and public health services.   
Community pharmacists will be a vital element in plans to transform primary care 
and to move towards whole system 7 days a week working.  
 
Sunderland CCG has stated that its medicines optimisation approach will support the 
transformational changes set out in its Operational Plan 2014-2016. These will focus 
on: 
 
• Whole system 7 days a week working 
• Integrated locality teams 
• Co-ordination of intermediate care and out of hours integration 
• Improving healthcare in care homes 
• Implementing end of life “deciding right” 
• Developing community mental health pathways 
• Developing dementia friendly communities 
• Procurement of an integrated musculoskeletal service 
• Reducing procedures of limited clinical value 
 
Sunderland City Council’s public health team would wish to make full use of 
community pharmacies to improve public health in their local communities and to 
“make every contact count”.  It will also be important that community pharmacies are 
an intrinsic part of the newly commissioned Sunderland Integrated Wellness Model.  
 
Within the Integrated Wellness Model, it is intended that the current Healthy Living 
Pharmacy scheme should be developed such that accredited community pharmacies 
can act as a hub for health promotion activities and knowledge within that community 
– a one stop shop, gaining the trust and support of local residents and increasing 
footfall. 
 
Sunderland City Council’s public health team will also explore opportunities to deliver 
more NHS Health Checks through community pharmacy.  Some harder to reach 
groups might be encouraged to attend the less formal environment of a community 
pharmacy. 
 
Other possible roles for community pharmacists could include using their expertise to 
tackle problems related to:  
 
• Poor use of medicines and adverse effects (between one third and one half of 

medicines prescribed for long term conditions are thought not to be taken as 
recommended)  

• Avoiding hospital admissions and readmissions (between 4% and 5% of hospital 
admissions are thought to be due to preventable medicines-related problems) 

• Support for patients with minor ailments (many GP consultations which involve 
minor ailments could be dealt with by pharmacists  
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• Promoting healthy lifestyles, encouraging the responsible use of alcohol, and 
supporting healthy weight management  

• Identifying those with previously undiagnosed long term conditions with a focus 
on reaching those who do not routinely visit their GP  

• Reducing of waste (unused medicines account for at least 1% of the primary care 
drug budget). 

 
Appendix 3 also sets out examples of possible future pharmacy contribution to the 
delivery of the Joint Health and Wellbeing Strategy.  The examples given are 
illustrative and should not be considered as firm commissioning intentions. 
 
10.3 Summary 
 
After considering all the elements of the PNA, Sunderland Health & Wellbeing 
Board concludes that there is adequate provision of NHS pharmaceutical 
services across most of Sunderland, but recognises gaps in service in the 
Coalfields area on Sundays and Bank Holidays.  
 
After considering all the elements of the PNA, Sunderland City Council 
concludes that there is adequate provision of existing locally commissioned 
services across Sunderland, although access and equity of provision could be 
improved for some services. Other community pharmacies would be willing to 
provide these services if commissioned. 
 
With regard to locally commissioned services, the public health team will work with 
the CCG to ensure that services are commissioned to meet local health needs.  Any 
changes would service to improve equity, access and choice.  
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11. Engagement and Consultation 
 
11.1 Stakeholder engagement 
 
During November and December 2014 the views of the public and a range of 
agencies and groups were gathered in the form of a survey on Pharmacy Services. 
This was made available through the consultation calendar on the Sunderland 
Partnership website at: http://sunderland-consult.limehouse.co.uk/portal.  The 
engagement team also used paper hard copy versions of the same questionnaire at 
a range of engagement events over the same period. 
 
In total, 191 surveys responses have been received and these have been 
considered as part of the pharmaceutical needs assessment.   Below is a summary 
of the analysis and outcomes of the public engagement. 
 
Of the 191 respondents, around two thirds of respondents were female and about 
one third were male.  Most (82%) respondents were aged between 16 and 64 years.  
Most respondents (88%) described themselves as being heterosexual or straight, 
around 2% described themselves as gay or lesbian, a further 2% described 
themselves as bisexual, and 11% stated they did not wish to disclose their sexual 
orientation.  Most (79%) stated they were from white ethnic groups, a further 8% 
stated they were from ethnic groups other than white – this included some 
respondents from Asian, black, mixed and other ethnic groups – and 13% did not 
wish to disclose their ethnic origin.  About 21% of respondents stated that they had a 
physical or mental impairment with a substantial long term effect on normal day to 
day activities.  Just over half reported that their religion or belief system was 
Christian, just over a third stated they had no religion or belief system, 8% stated 
they did not wish to disclose their religion, small numbers stated they had another 
religion or belief system. 
 
Most (88%) respondents said they use local pharmacies within Sunderland.  About 
28% state that they use the same pharmacy all the time and about 48% said they 
use the same pharmacy most of the time.  About half reported using a pharmacy 
more than six times a year and a further third reported using pharmacy between 
three and six times a year. 
 
The most commonly used services were reported as (in order of frequency): 
 
• Prescription pick-up (69%) 
• Repeat prescriptions (40%) 
• Purchase of over the counter medicines – most commonly pain medications and 

cold remedies (40%) 
• Seek advice from the pharmacist (22%) 
• Dispose of old or unwanted medicines (7%) 
 
Relatively small numbers of respondents reported using a commissioned service or 
lifestyle intervention.  These included: NHS Health Checks, weight management, 
stop smoking support, emergency contraception and needle exchange.   
 

http://sunderland-consult.limehouse.co.uk/portal
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The most common modes of transport used to get to the pharmacy are (in order of 
frequency): 
 
• By car (52%) 
• On foot (35%) 
• Public transport (7%) 
 
Just over a quarter (26%) of respondents reported that on at least one occasion 
during the last year they had found the pharmacy closed when they tried to use it.  
This most frequently occurred on a Sunday (14%) followed by a Saturday (11%), 
followed by a weekday (9%), followed by a bank holiday (8%).  On finding the 
pharmacy closed, the most common responses were to: 
 
• Go to another pharmacy (20%) 
• Wait until the pharmacy opened (9%) 
• Go to hospital (2%) 
• Go to the urgent care centre as a walk in (2%) 
• Call NHS 111 (2%) 
 
A very small number of respondents reported negative experiences from their 
contact with community pharmacy (e.g., pharmacy not having the medicine they had 
been prescribed, errors in dispensing, staff found to be rude or unhelpful, problems 
parking).  The majority of comments supplied were positive in nature and it is clear 
that people value the services provided by their local community pharmacies.  The 
following were common themes from the feedback: 
 
• Opening hours outside of 9.00 am to 5.00 pm on weekdays are viewed as 

important by those working office hours 
• Those working Monday to Friday value weekend opening 
• Physical accessibility to the premises is important, especially for those with 

disabilities 
• There is a need to publicise opening times more widely 
• There was a strong view that community pharmacies should be open when GP 

surgeries are open. 
 
11.2  Formal consultation  
 
The formal consultation on the draft PNA will run from 9th January to 10th March 
2015, and the outcomes of will be considered as part of the final pharmaceutical 
needs assessment.  A summary of the analysis and outcomes of the consultation will 
be included in the final PNA document. 
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11. Conclusions and Recommendations 
 
There are 67 pharmacies in Sunderland, located primarily in areas of higher 
population density and in or near to areas with the highest levels of deprivation.  
 
Sunderland is well serviced by community pharmacies, having a greater number of 
pharmacies per 100,000 population than the England average.  Sunderland East is 
particularly well served which allows for more patient choice and easier access.  
Whilst Washington has a smaller number of pharmacies per 100,000 population than 
the England average, it is well served by two 100 hour pharmacies. 
 
There are five 100 hour pharmacies out of a total of 67 pharmacies in Sunderland 
which provide extended and out of hours cover for pharmaceutical services across 
the city; all five open on both Saturdays and Sundays.  In total, 38 pharmacies open 
on Saturdays and nine pharmacies open on Sundays, responding to the needs of the 
local population. 
 
There is good uptake by community pharmacies of advanced services that seek to 
improve the safe and effective use of medicines. 
 
A range of locally commissioned services are currently being commissioned either 
totally or in part from community pharmacies.  These include: minor ailments 
scheme, anti-coagulant (INR) service, emergency supply of medicines, cellulitis 
pathway medicines, head lice service, intermediate stop smoking services, 
dispensing service for smoking cessation products, supervised consumption of 
opiate substitutes, needle exchange, emergency hormonal contraception, and NHS 
Health Checks.  When pharmacies provision is considered alongside that of other 
service providers, it is considered that provision of existing locally commissioned 
services across Sunderland is adequate and meets identified health needs.  For 
some services, access and equity of provision could be improved and other 
community pharmacies would be willing to provide these services if commissioned.   
 
Community pharmacies make a valuable contribution to the objective of the Joint 
Health & Wellbeing Strategy and engagement work shows that people value the 
services provided by their local community pharmacy. 
 
Community pharmacies also offer a wide range of non NHS services.  Whilst some 
of these services are not aligned with the strategic priorities of the CCG or the 
council, they may be fulfilling a customer generated demand for non NHS services. 
 
After considering all the elements of the PNA, Sunderland Health & Wellbeing Board 
concludes that: 
 
• Sunderland has an adequate number of pharmacies to meet the needs of 

patients who require prescriptions dispensed. 
• There is adequate provision of essential NHS pharmaceutical services across 

most of Sunderland, but recognises gaps in service in the Coalfields area on 
Sundays and Bank Holidays.   



Page | 71 

• The existing 100 hour pharmacies are essential to meet the needs of patients by 
extending access to pharmaceutical services outside core hours when other 
pharmacies are closed. 

• The level of planned development is unlikely to require new pharmacy contracts 
to be issued for the areas of development, due to satisfactory cover from already 
existing pharmacies. 

• There is adequate provision of existing locally commissioned services across 
Sunderland, although access and equity of provision could be improved for some 
services.  Other community pharmacies would be willing to provide these 
services if commissioned. 

• Community pharmacy already makes a significant contribution to the delivery of 
the Joint Health and Wellbeing Strategy. 

 
It is recognised that out of area provision impacts not only the delivery of dispensing 
services but also the provision and accessibility of enhanced or locally 
commissioned services, especially where areas border each other.   
 
Changes to the health system, moving towards better integration of services and “7 
days a week” working, will mean that community pharmacies need to be better 
integrated into the healthcare system.  Medicines optimisation approaches could be 
used to effectively contribute to Sunderland’s key health challenges in the future. 
 
After considering all the elements of the PNA, the Sunderland Health & Wellbeing 
Board recommends that: 
 
• Commissioners take cross border issues into account and consult with relevant 

stakeholders when they are reviewing, commissioning or decommissioning 
services, to avoid or mitigate against creating inequity of provision for the local 
population.  

• Commissioners should consider the opportunities afforded by community 
pharmacy enhanced services that focus on the safe and effective use of 
medicines and support for self-care, within the context of the current financial 
constraints for the health economy. 

• Patterns of provision may need to be reviewed as the NHS moves towards “7 
days a week” working.  

• With regard to locally commissioned services, the public health team will work 
with the CCG to ensure that services are commissioned to meet local health 
needs and that any changes would serve to improve equity, access and choice.  
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Appendix 1: Map of Essential Pharmaceutical Services, including 
out of area provision, November 2014 
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List of community pharmacies in Sunderland 
 
Pharmacy Name Pharmacy Address Opening Hours 
Coalfields locality 
Herrington Medical 
Centre Pharmacy 

Herrington Medical 
Centre 
Philadelphia Lane 
Sunderland 
DH4 4LE 

Mon: 08:45-12:30; 13:30-18:00 
Tue: 08:45-12:30; 13:30-18:00 
Wed: 08:45-12:30; 13:30-18:00 
Thu: 08:45-12:30; 14:00-17:30 
Fri: 08:45-12:30; 13:30-18:00 

Chilton Moor 
Pharmacy 

53 Front Street 
Chilton Moor 
Houghton-le-Spring 
DH4 6LP 

Mon: 09:00-18:00 
Tue: 09:00-18:00 
Wed: 09:00-18:00 
Thu: 09:00-17:00 
Fri: 09:00-18:00 
Sat: 09:00-12:30 

Kepier Pharmacy Kepier Medical 
Practice 
Leyburn Grove 
Houghton-Le-Spring 
DH4 5EQ 

Mon: 08:30-18:00 
Tue: 08:30-18:00 
Wed: 08:30-18:00 
Thu: 08:30-18:00 
Fri: 08:30-18:00 

Boots Pharmacy 13 Westbourne 
Terrace 
Shiney Row 
Sunderland 
DH4 4QT 

Mon: 09:00-18:00 
Tue: 09:00-18:00 
Wed: 09:00-18:00 
Thu: 09:00-18:00 
Fri: 09:00-18:00 

Hopes Pharmacy 49 Newbottle Street 
Houghton-le-Spring 
Tyne & Wear 
DH4 4AR 

Mon: 09:00-17:30 
Tue: 09:00-17:30 
Wed: 09:00-17:30 
Thu: 09:00-17:30 
Fri: 09:00-17:30 
Sat: 09:00-16:00 

R Whitfield Limited 93 High Street 
Easington Lane 
Houghton le Spring 
DH5 0JR 

Mon: 09:00-12:30; 14:00-18:00 
Tue: 09:00-12:30; 14:00-18:00 
Wed: 09:00-12:30; 14:00-18:00 
Thu: 09:00-12:30; 14:00-17:00 
Fri: 09:00-12:30; 14:00-18:00 
Sat: 09:00-12:30 

G Whitfield Limited 
 

1a Church Street 
Houghton-le-Spring 
Tyne & Wear 
DH4 4DN 

Mon: 09:00-18:00 
Tue: 09:00-18:00 
Wed: 09:00-18:00 
Thu: 09:00-18:00 
Fri: 09:00-18:00 
Sat: 09:00-12:30 

G Whitfield Limited 
 

5 Front Street 
Hetton-le-Hole 
Houghton le Spring 
DH5 9PE 

Mon: 09:00-18:00 
Tue: 09:00-18:00 
Wed: 09:00-18:00 
Thu: 09:00-17:00 
Fri: 09:00-18:00 
Sat: 09:00-13:00 
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Pharmacy Name Pharmacy Address Opening Hours 
Boots Pharmacy Grangewood Surgery 

Chester Road 
Shiney Row 
Sunderland 
DH4 4RB 

Mon: 09:00-13:00; 14:00-18:00 
Tue: 09:00-13:00; 14:00-18:00 
Wed: 09:00-13:00; 14:00-18:00 
Thu: 09:00-13:00; 14:00-18:00 
Fri: 09:00-13:00; 14:00-18:00 
Sat: 09:00-12:00 

G Whitfield Limited 
 

The Health Centre 
Pharmacy 
Francis Way 
Hetton le Hole 
Houghton le Spring 
DH5 9EQ 

Mon: 09:00-18:00 
Tue: 09:00-18:00 
Wed: 09:00-18:00 
Thu: 09:00-18:00 
Fri: 09:00-18:00 

Penshaw Pharmacy 36 Avondale Avenue 
Penshaw 
Houghton le Spring 
Tyne a and Wear 
DH4 7QS 

Mon: 09:00-18:00 
Tue: 09:00-18:00 
Wed: 09:00-18:00 
Thu: 09:00-18:00 
Fri: 09:00-18:00 
Sat: 09:00-13:00 

Houghton Pharmacy 31 Queensway 
Houghton le Spring 
Tyne and Wear 
DH5 8EL 

Mon: 08:00-18:30 
Tue: 08:00-18:30 
Wed: 08:30-19:30 
Thu: 08:30-18:30 
Fri: 08:30-18:30 
Sat: 08:30-12:00 
Sun: 

Sunderland East locality 
Medichem Limited 
 

68 Villette Road 
Sunderland 
SR2 8RW 

Mon: 09:00-18:00 
Tue: 09:00-18:00 
Wed: 09:00-18:00 
Thu: 09:00-18:00 
Fri: 09:00-18:00 

Fittleworth Medical 
Limited 
 

Unit 7 
Glaholm Road 
Sunderland 
SR1 2NX 

Mon: 09:00-17:00 
Tue: 09:00-17:00 
Wed: 09:00-17:00 
Thu: 09:00-17:00 
Fri: 09:00-17:00 

Rowlands Pharmacy Pallion Health Centre 
Hylton Road 
Sunderland 
SR4 7XA 

Mon: 08:30-13:10; 13:30-18:00 
Tue: 08:30-13:10; 13:30-18:00 
Wed: 08:30-13:10; 13:30-18:00 
Thu: 08:30-13:10; 13:30-17:00 
Fri: 08:30-13:10; 13:30-18:00 

Medichem Limited 
 

50 Suffolk Street 
Hendon 
Sunderland 
SR2 8NE 

Mon: 08:45-12:45; 13:45-17:45 
Tue: 08:45-12:45; 13:45-17:45 
Wed: 08:45-12:45; 13:45-17:45 
Thu: 08:45-12:45; 13:45-17:45 
Fri: 08:45-12:45; 13:45-17:45 
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Pharmacy Name Pharmacy Address Opening Hours 
Demnox Pharmacy 1 William Doxford 

Centre 
Doxford Park 
Shopping Centre 
Sunderland 
SR3 2NE 

Mon: 09:00-17:30 
Tue: 09:00-17:30 
Wed: 09:00-17:30 
Thu: 09:00-17:30 
Fri: 09:00-17:30 
Sat: 09:00-14:00 

B Braun Medical 
Limited 
 

Holmlands Buildings 
Tunstall Road 
Sunderland 
SR2 7RR 

Mon: 08:30-17:00 
Tue: 08:30-16:30 
Wed: 08:30-17:00 
Thu: 08:30-16:30 
Fri: 08:30-17:00 

Leema Pharmacy 91 Tunstall Road 
Sunderland 
SR2 7RW 

Mon: 09:00-18:00 
Tue: 09:00-18:00 
Wed: 09:00-18:00 
Thu: 09:00-18:00 
Fri: 09:00-18:00 
Sat: 09:00-18:00 

Rowlands Pharmacy Mill Street 
Sunderland 
SR4 7BG 

Mon: 09:00-13:00; 13:20-18:00 
Tue: 09:00-13:00; 13:20-18:00 
Wed: 09:00-13:00; 13:20-18:00 
Thu: 09:00-13:00; 13:20-18:00 
Fri: 09:00-13:00; 13:20-18:00 

Riverview Health 
Centre Pharmacy 

Riverview Health 
Centre 
Borough Road 
Hendon 
Sunderland 
SR1 2HJ 

Mon: 09:00-17:30 
Tue: 09:00-17:30 
Wed: 09:00-17:30 
Thu: 09:00-13:00 
Fri: 09:00-17:30 
Sat: 09:00-11:00 

Medichem Limited 
 

1 Laburnum Cottage 
Robinson Terrace 
Sunderland 
SR2 8PB 

Mon: 09:00-13:00; 14:00-18:00 
Tue: 09:00-13:00; 14:00-18:00 
Wed: 09:00-13:00; 14:00-18:00 
Thu: 09:00-13:00; 14:00-18:00 
Fri: 09:00-13:00; 14:00-18:00 

GW Herdman 
(Chemists) Ltd 
 

Ryhope Customer 
Service Centre 
Black Road 
Ryhope 
Sunderland 
SR2 0RX 

Mon: 08:30-13:00; 13:30-19:00 
Tue: 08:30-13:00; 13:30-18:00 
Wed: 08:30-13:00; 13:30-18:00 
Thu: 08:30-13:00; 13:30-18:00 
Fri: 08:30-13:00; 13:30-18:00 

Superdrug Pharmacy Unit 3 
37 Walworth Way 
The Bridges 
Sunderland 
SR1 3LB 

Mon: 08:30-17:30 
Tue: 08:30-17:30 
Wed: 08:30-17:30 
Thu: 08:30-17:30 
Fri: 08:30-17:30 
Sat: 08:30-17:30 
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Pharmacy Name Pharmacy Address Opening Hours 
Lloyds Pharmacy 50 Borough Road 

Hendon 
Sunderland 
SR1 1AE 

Mon: 08:00-23:00 
Tue: 08:00-23:00 
Wed: 08:00-23:00 
Thu: 08:00-23:00 
Fri: 08:00-23:00 
Sat: 08:00-23:00 
Sun: 10:00-20:00 

Boots 45 The Bridges 
Shopping Centre 
Sunderland 
SR1 3LF 

Mon: 08:30-17:30 
Tue: 09:00-17:30 
Wed: 08:30-17:30 
Thu: 08:30-17:30 
Fri: 08:30-17:30 
Sat: 08:30-17:30 
Sun: 11:00-17:00 

Million Pharmacy 207 Hylton Road 
Millfield 
Sunderland 
Tyne and Wear 
SR4 7XA 

Mon: 06:30-21:30 
Tue: 06:30-21:30 
Wed: 06:30-21:30 
Thu: 06:30-21:30 
Fri: 06:30-21:30 
Sat: 06:30-21:30 
Sun: 08:00-18:00 

McCarthy's Pharmacy Saville House 
1-2 Saville Place 
Sunderland 
SR1 1PA 

Mon: 09:00-18:00 
Tue: 09:00-18:00 
Wed: 09:00-18:00 
Thu: 09:00-18:00 
Fri: 09:00-18:00 

GW Herdman 
(Chemists) Ltd 
 

29 Ryhope Street 
South 
Ryhope 
Sundeland 
SR2 0RP 

Mon: 08:00-17:00 
Tue: 08:00-17:00 
Wed: 08:00-17:00 
Thu: 08:00-17:00 
Fri: 08:00-17:00 
Sat: 09:00-12:30 

Asda Pharmacy Asda Superstore 
Leechmere Road 
Industrial Estate 
Grangetown 
Sunderland 
SR2 9TT 

Mon: 08:00-12:30; 13:30-21:00 
Tue: 08:00-12:30; 13:30-22:00 
Wed: 08:00-12:30; 13:30-22:00 
Thu: 08:00-12:30; 13:30-22:00 
Fri: 08:00-12:30; 13:30-22:00 
Sat: 08:00-12:30; 13:30-22:00 
Sun: 10:00-12:30; 13:30-16:00 

Boots Pharmacy Units 2-3 Park Lane 
Sunderland 
SR1 3NX 

Mon: 08:30-17:30 
Tue: 08:30-17:30 
Wed: 08:30-17:30 
Thu: 08:30-17:30 
Fri: 08:30-17:30 
Sat: 08:30-17:30 
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Pharmacy Name Pharmacy Address Opening Hours 
Sunderland North locality 
Ross Chemists 14 The Green 

Southwick 
Sunderland 
SR5 2JE 

Mon: 09:00-17:30 
Tue: 09:00-17:30 
Wed: 09:00-17:30 
Thu: 09:00-17:30 
Fri: 09:00-17:30 
Sat: 09:00-17:15 

Bunnyhill Pharmacy Bunnyhill Pharmacy 
Customer Service 
Centre 
Bunnyhill, Hylton Lane 
Sunderland 
SR5 4BW 

Mon: 09:00-18:00 
Tue: 09:00-18:00 
Wed: 09:00-18:00 
Thu: 09:00-18:00 
Fri: 09:00-18:00 

Lloyds Pharmacy 8 Sea Road 
Fulwell 
Sunderland 
SR6 9BX 

Mon: 08:30-18:00 
Tue: 08:30-18:00 
Wed: 08:30-18:00 
Thu: 08:30-18:00 
Fri: 08:30-18:00 
Sat: 09:00-13:00 

The Co-operative 
Pharmacy 

79-80 Dundas Street 
Sunderland 
SR6 0BB 

Mon: 08:30-18:00 
Tue: 08:30-18:00 
Wed: 08:30-18:00 
Thu: 08:30-18:00 
Fri: 08:30-18:00 

Avenue Pharmacy 81 Dundas Street 
Sunderland 
SR6 0AY 

Mon: 09:00-12:30; 13:30-18:00 
Tue: 09:00-12:30; 13:30-18:00 
Wed: 09:00-12:30; 13:30-18:00 
Thu: 09:00-13:00; 13:30-17:30 
Fri: 09:00-12:30; 13:30-18:00 

Hylton Castle 
Pharmacy 

22-23 Chiswick 
Square 
Hylton Castle 
Sunderland 
Tyne and Wear 
SR5 3PZ 

Mon: 09:00-17:30 
Tue: 09:00-17:30 
Wed: 09:00-17:30 
Thu: 09:00-17:30 
Fri: 09:00-17:30 
Sat: 09:00-13:00 

Ashchem Chemists 5 Sea Road 
Fulwell 
Sunderland 
SR6 9BP 

Mon: 09:00-18:00 
Tue: 09:00-18:00 
Wed: 09:00-18:00 
Thu: 09:00-18:00 
Fri: 09:00-18:00 
Sat: 09:00-17:00 

Lloyds Pharmacy Southwick Health 
Centre 
The Green 
Southwick 
Sunderland 
SR5 2LT 

Mon: 08:30-13:00; 13:30-18:00 
Tue: 08:30-13:00; 13:30-18:00 
Wed: 08:30-13:00; 13:30-18:00 
Thu: 08:30-13:00; 13:30-18:00 
Fri: 08:30-13:00; 13:30-18:00 
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Pharmacy Name Pharmacy Address Opening Hours 
Avenue Pharmacy 50 Roker Avenue 

Sunderland 
SR6 0HT 

Mon: 09:00-13:00; 14:00-18:00 
Tue: 09:00-13:00; 14:00-18:00 
Wed: 09:00-13:00; 14:00-18:00 
Thu: 09:00-13:00; 14:00-18:00 
Fri: 09:00-13:00; 14:00-18:00 

Avenue Pharmacy 53 Lower Dundas 
Street 
Mokwearmouth 
Sunderland 
Tyne & Wear 
SR6 0BD 

Mon: 07:00-22:00 
Tue: 07:00-22:00 
Wed: 07:00-22:00 
Thu: 07:00-22:00 
Fri: 07:00-22:00 
Sat: 07:00-22:00 
Sun: 08:00-18:00 

Sainsbury's Pharmacy Riverside Road 
Sunderland 
Tyne and Wear 
SR5 3JG 

Mon: 9:00-17:30 
Tue: 9:00-17:30 
Wed: 9:00-17:30 
Thu: 9:00-17:30 
Fri: 9:00-17:30 
Sat: 9:00-17:00 

Davy's Pharmacy 2 Ethel Terrace 
Castletown 
Sunderland 
SR5 3BQ 

Mon: 09:00-12:45; 14:00-17:45 
Tue: 09:00-12:45; 14:00-17:45 
Wed: 09:00-12:45; 14:00-17:45 
Thu: 09:00-12:45; 14:00-17:45 
Fri: 09:00-12:45; 14:00-17:45 
Sat: 09:00-13:00 

Redhouse Pharmacy 127 Renfrew Road 
Red House 
Sunderland 
Tyne & Wear 
SR5 5PS 

Mon: 09:00-13:00; 14:00-18:00 
Tue: 09:00-13:00; 14:00-18:00 
Wed: 09:00-13:00; 14:00-18:00 
Thu: 09:00-17:00 
Fri: 09:00-13:00; 14:00-18:00 

Sunderland West locality 
South Hylton 
Pharmacy 

1 Union Street 
South Hylton 
Sunderland 
SR4 0LS 

Mon: 08:30-13:00; 14:00-18:00 
Tue: 08:30-13:00; 14:00-18:00 
Wed: 08:30-13:00; 14:00-18:00 
Thu: 08:30-13:00; 14:00-18:00 
Fri: 08:30-13:00; 14:00-18:00 

E Chaston Limited 
 

Vane House 
Vane Street 
New Silksworth 
Sunderland 
SR3 1EJ 

Mon: 09:00-12:15; 13:45-17:30 
Tue: 09:00-12:15; 13:45-17:30 
Wed: 09:00-12:15; 13:45-18:00 
Thu: 09:00-12:15; 13:45-18:00 
Fri: 09:00-12:15; 13:45-18:00 
Sat: 09:00-12:30 

Demnox Pharmacy 140 Allendale Road 
Farringdon 
Sunderland 
SR3 3DZ 

Mon: 09:00-17:30 
Tue: 09:00-17:30 
Wed: 09:00-17:00 
Thu: 09:00-17:30 
Fri: 09:00-17:30 
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Pharmacy Name Pharmacy Address Opening Hours 
Rowlands Pharmacy The Old Forge 

Surgery 
Pallion Park 
Pallion 
Sunderland 
SR4 6QE 

Mon: 09:00-13:00; 13:20-18:00 
Tue: 09:00-13:00; 13:20-18:00 
Wed: 09:00-13:00; 13:20-18:00 
Thu: 09:00-13:00; 13:20-18:00 
Fri: 09:00-13:00; 13:20-18:00 

Rowlands Pharmacy 189 Chester Road 
Sunderland 
SR4 7JA 

Mon: 09:00-13:30; 13:50-17:30 
Tue: 09:00-13:30; 13:50-17:30 
Wed: 09:00-13:30; 13:50-17:30 
Thu: 09:00-13:30; 13:50-17:30 
Fri: 09:00-13:30; 13:50-17:30 

Greens Pharmacy 149 Chester Road 
Sunderland 
Tyne & Wear 
SR4 7HS 

Mon: 09:00-18:00 
Tue: 09:00-18:00 
Wed: 09:00-18:00 
Thu: 09:00-17:30 
Fri: 09:00-18:00 
Sat: 09:00-17:30 

Sainsbury's Pharmacy Silksworth Lane 
Silksworth 
Sunderland 
SR3 1PD 

Mon: 08:00-21:00 
Tue: 08:00-21:00 
Wed: 08:00-21:00 
Thu: 08:00-21:00 
Fri: 08:00-21:00 
Sat: 08:00-20:00 
Sun: 10:00-16:00 

K & S Dixons 
Pharmacy 

68 Ormonde Street 
Sunderland 
SR4 7PP 

Mon: 09:00-17:30 
Tue: 09:00-17:30 
Wed: 09:00-17:30 
Thu: 09:00-17:30 
Fri: 09:00-17:30 
Sat: 09:00-12:30 

Amcare Ltd 39b Pallion Way 
Pallion Trading Estate 
Sunderland 
SR4 6SN 

Mon: 08:30-17:30 
Tue: 08:30-17:30 
Wed: 08:30-17:30 
Thu: 08:30-17:30 
Fri: 08:30-17:30 

E Chaston Limited 1 Silksworth Terrace 
New Silksworth 
Sunderland 
SR3 2AT 

Mon: 09:00-12:30; 14:00-18:00 
Tue: 09:00-12:30; 14:00-18:00 
Wed: 09:00-12:30; 14:00-18:00 
Thu: 09:00-12:30; 14:00-17:00 
Fri: 09:00-12:30; 14:00-18:00 
Sat: 09:00-12:30 

Grindon Pharmacy 17 Galashiels Road 
Grindon 
Sunderland 
Tyne and Wear 
SR4 8JJ 

Mon: 09:00-18:00 
Tue: 09:00-18:00 
Wed: 09:00-18:00 
Thu: 09:00-18:00 
Fri: 09:00-18:00 
Sat: 09:00-13:00 
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Pharmacy Name Pharmacy Address Opening Hours 
Snowdon's Pharmacy 44-46 Sunningdale 

Road 
Springwell 
Sunderland 
SR3 4ES 

Mon: 09:00-18:00 
Tue: 09:00-18:00 
Wed: 09:00-18:00 
Thu: 09:00-17:30 
Fri: 09:00-18:00 
Sat: 09:00-12:30 

Tullochs Pharmacy Unit 9 
Pennywell Centre 
Pennywell 
Sunderland 
SR4 9AS 

Mon: 09:00-18:00 
Tue: 09:00-18:00 
Wed: 09:00-18:00 
Thu: 09:00-18:00 
Fri: 09:00-18:00 
Sat: 09:00-14:00 

Your Local Boots 
Pharmacy 

Alderman Jack Cohen 
Health Centre 
Springwell Road 
Sunderland 
SR3 4HG 

Mon: 08:15-18:15 
Tue: 08:15-18:15 
Wed: 08:15-18:15 
Thu: 08:15-18:15 
Fri: 08:15-18:15 

Rowlands Pharmacy 19 St Lukes Terrace 
Pallion 
Sunderland 
SR4 6RU 

Mon: 09:00-13:30; 13:50-17:30 
Tue: 09:00-13:30; 13:50-17:30 
Wed: 09:00-13:30; 13:50-17:30 
Thu: 09:00-13:30; 13:50-17:30 
Fri: 09:00-13:30; 13:50-17:30 
Sat: 09:00-17:00 

Washington locality 
 Unit 80 

The Galleries 
Washington 
NE38 7RT 

Mon: 08:30-13:00; 14:00-18:00 
Tue: 08:30-13:00; 14:00-18:00 
Wed: 08:30-13:00; 14:00-18:00 
Thu: 08:30-13:00; 14:00-18:00 
Fri: 08:30-13:00; 14:00-18:00 
Sat: 08:30-13:00; 14:00-17:30 
Sun: 10:00-16:00 

Lloyds Pharmacy Westerhope Road 
Barmston 
Washington 
NE38 8JF 

Mon: 08:00-18:30 
Tue: 08:00-18:30 
Wed: 08:00-18:30 
Thu: 08:00-18:30 
Fri: 08:00-18:30 

Boots Pharmacy 12 Arndale House 
Washington 
Tyne & Wear 
NE37 2SW 

Mon: 08:30-12:00; 13:00-17:30 
Tue: 08:30-12:00; 13:00-17:30 
Wed: 08:30-12:00; 13:00-17:30 
Thu: 08:30-12:00; 13:00-17:30 
Fri: 08:30-12:00; 13:00-17:30 
Sat: 08:30-12:00; 13:00-17:00 

Lloyds Pharmacy 1 Heworth Road 
Concord 
Washington 
NE37 2PY 

Mon: 07:30-20:30 
Tue: 07:30-20:30 
Wed: 07:30-20:30 
Thu: 07:30-20:30 
Fri: 07:30-20:30 
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Pharmacy Name Pharmacy Address Opening Hours 
Blue House Pharmacy Nisa Supermarket 

Blue House Lane 
Washington 
Tyne and Wear 
NE37 2TE 

Mon: 07:00-22:00 
Tue: 07:00-22:00 
Wed: 07:00-22:00 
Thu: 07:00-22:00 
Fri: 07:00-22:00 
Sat: 07:00-20:00 
Sun: 08:00-20:00 

Asda Pharmacy Washington Centre 
Washington 
NE38 7NF 

Mon: 08:00-23:00 
Tue: 07:00-23:00 
Wed: 07:00-23:00 
Thu: 07:00-23:00 
Fri: 07:00-23:00 
Sat: 07:00-22:00 
Sun: 10:00-16:00 

J Dinning 
(Woodlands) Ltd 

Vigo Lane 
Rickleton Village 
Washington 
Tyne and Wear 
NE38 9EJ 

Mon: 09:00-18:00 
Tue: 09:00-18:00 
Wed: 09:00-18:00 
Thu: 09:00-18:00 
Fri: 09:00-18:00 

Lloyds Pharmacy Within the entrance to 
the Library 
The Galleries 
Independence Square 
Washington, Tyne & 
Wear 
NE38 7SS 

Mon: 08:30-18:30 
Tue: 08:30-18:30 
Wed: 08:30-18:30 
Thu: 08:30-18:30 
Fri: 08:30-18:30 
Sat: 10:00-14:00 

  



Page | 82 

Appendix 2: Map of GP and urgent care services in Sunderland, 
November 2014 
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List of GP practices in Sunderland 
 
Practice code Practice name 
Coalfields locality 
A89004 Hetton Group Practice 
A89009 Herrington Medical Centre 
A89021 Kepier Medical Practice 
A89023 Houghton Medical Group 
A89028 Grangewood Surgery 
A89030 Westbourne Medical Group 
Sunderland East locality 
A89001 Deerness Park 
A89002 Dr S M Bhate & Dr H El-Shakankery 
A89005 Villette Surgery 
A89013 The New City Medical Group 
A89018 Ashburn Medical Centre 
A89034 Park Lane Practice 
A89035 Southlands Medical Group 
A89610 Conishead Medical Group 
A89611 Eden Terrace Surgery 
A89612 Nathan Jr 
Sunderland North locality  
A89008 Red House Medical Centre 
A89014 Roker Family Practice 
A89015 Fulwell Medical Centre, 
A89016 St Bede Medical Centre 
A89019 Drs Cloak, Choi And Milligan 
A89036 Castletown Medical Centre 
A89040 Dr Gellia & Dr Balaraman 
A89603 Dr. R. Obonna 
A89604 Dr Weatherhead & Associates 
Sunderland West locality  
A89006 Dr Shetty & Partners 
A89007 Dr Lefley & Associates 
A89011 Village Surgery 
A89017 Millfield Medical Group 
A89020 The Old Forge Surgery 
A89024 The Broadway Medical Practice 
A89027 Springwell Medical Group 
A89029 Springwell House 
A89031 Hylton Medical Group 
A89032 Colliery Medical Group 
A89041 Happy House 
A89042 Church View Medical Centre 
A89614 South Hylton Surgery 
A89621 Pennywell Medical Centre 
A89623 Chester Surgery 
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Practice code Practice name 
Washington locality 
A89003 Dr Akk Hegde 
A89010 Dr Stephenson & Partners 
A89012 Dr Dixit's Practice 
A89022 Concord Medical Practice 
A89025 Encompass Health Care 
A89026 Victoria Medical Practice 
A89038 Intrahealth Barmston Medical Group 
A89616 Rickleton Medical Centre 
A89617 Harraton Surgery 
A89620 Dr Thomas 
A89624 Dr. N.J. Bhatt & Dr. H.M. Benn 
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Appendix 3: Priorities in the Joint Health and Wellbeing Strategy 
and how community pharmacy can help 
 
Strategy priority Current pharmacy 

contribution 
Possible future 

pharmacy contribution 
Promoting 
understanding between 
communities and 
organisations including 
action to: 
 
• Increase awareness of 

the services and 
support available to 
people in their 
community and 
assisting them to 
access these 

• Commission and 
provide services that 
are responsive to 
community needs and 
assets 

 

• Consistent health 
promotion messages 
and signposting to 
other services 

• Signposting local 
people to interventions 
aimed to reduce fuel 
poverty and improve 
winter warmth 

 

• Pharmacies fully 
integrated into the 
provision of primary 
care and public health 
services 

• Even better use of 
community 
pharmacies to 
promote public health 
messages and “make 
every contact count” 
e.g., through 
development of 
Healthy Living 
Pharmacies  

 

Ensuring that children 
and young people have 
the best start in life 
including action to: 
 
• Encourage parents 

and carers of children 
to access early years 
opportunities 

• Support children and 
families throughout the 
whole of a child’s 
journey, including the 
transition into 
adulthood 

• Re-orient services 
towards prevention 
and early intervention 

 

• Consistent health 
promotion messages 
and signposting to 
other services 

• Supporting adults to 
stop smoking, with a 
particular emphasis on 
reducing the 
prevalence of smoking 
during pregnancy, and 
work to protect 
children from second 
hand smoke 

• Prevention of teenage 
pregnancy through 
provision of 
contraception 

• Promotion of healthy 
sexual behaviours 
through sexual health 
promotion 

 

• Promotion of 
breastfeeding 

• Tackling childhood 
obesity with a focus on 
prevention 

• Support for increasing 
the uptake of 
childhood 
immunisations 

• Promotion of healthy 
sexual behaviours, 
through dual screening 
for chlamydia and 
gonorrhoea 

 
Note: issues listed in the possible future pharmacy contribution column are intended 
as illustrative examples and should not be considered as commissioning intentions 
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Strategy priority Current pharmacy 

contribution 
Possible future 

pharmacy contribution 
Supporting and 
motivating everyone to 
take responsibility for 
their health and that of 
others including action to: 
 
• Increase emotional 

health and resilience 
of individuals, families 
and communities  

• Ensure that frontline 
workers, volunteers 
and community 
leaders are aware of 
the wider social 
determinants of health 

• Support people to 
make sustainable 
changes throughout 
their lives that will 
improve their health 

• Ensure people are 
aware of the 
importance of 
accessing health 
protecting 
interventions such as 
immunisation and 
screening  

• Ensure people are 
aware of the 
importance of early 
presentation following 
the development of 
signs and symptoms 

• Make the healthy 
choice the easier 
choice.  

 

• Support for emotional 
wellbeing and the 
development of 
resilience 

• Consistent health 
promotion messages 
and signposting to 
other services 

• Active participation is 
public health 
campaigns 

• Providing evidence 
based interventions for 
stop smoking, sexual 
health, and drug 
misuse 

• Improving levels of 
awareness of cancer 
screening 
programmes and early 
signs and symptoms 
to improve the early 
detection of cancer 

• Support for increasing 
the uptake of adult 
immunisations for 
influenza and 
pneumonia 

• Access to self-care 
medicines for those 
who would otherwise 
be unable to afford 
them through the 
minor ailment scheme 
 

• Supporting the NHS 
Health Check 
programme including a 
focus on harder to 
reach populations 

• Providing evidence 
based interventions for 
alcohol consumption 

• Taking a holistic 
approach to tackling 
lifestyle issues within 
the Sunderland 
integrated wellness 
model, acting as 
Health Champions, 
and through the 
healthy living 
pharmacy programme 

• Providing evidence 
based interventions to 
tackle the big four 
lifestyle risk factors – 
smoking, excessive 
alcohol use, poor diet, 
and low levels of 
physical activity – 
including for people 
with multiple unhealthy 
behaviours 

 

 
Note: issues listed in the possible future pharmacy contribution column are intended 
as illustrative examples and should not be considered as commissioning intentions 
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Strategy priority Current pharmacy 

contribution 
Possible future 

pharmacy contribution 
Supporting everyone to 
contribute including 
action to: 
 
• Understand the health 

barriers to 
employment and 
training, and support 
people to overcome 
them  

• Work together to get 
people fit for work  

• Work with local 
businesses to ensure 
a healthy workforce  

• Support those who 
don’t work to 
contribute in other 
ways.  

 

• As private businesses 
located in city, 
community 
pharmacies make a 
contribution to the 
city’s economy 

• Promoting the health 
of their own workforce 

• Supporting the 
promotion of health in 
the wider workforce 
across the city through 
evidence based 
interventions to tackle 
lifestyle risk factors, 
contribution to the 
management of long 
term conditions and 
promotion of self care 

Supporting people with 
long-term conditions 
and their carers 
including action to: 
 
• Support self-

management of long-
term conditions 

• Provide excellent 
integrated services to 
support those with 
long-term conditions 
and their carers 

• Supporting a good 
death for everyone 
 

• Supporting the 
diagnosis and 
management of long 
term conditions 
including through the 
new medicines 
service, medicines use 
reviews and 
signposting 

• Providing advice and 
support for people with 
dementia and their 
carers, including 
monitoring the use of 
antipsychotic drugs for 
people with dementia 

• Through the 
emergency supply of 
palliative care 
medicines 

 

• Promoting self-care to 
support people to 
manage their own 
health conditions 
where appropriate and 
reduce the burden on 
GP and hospital 
services 

• Supporting safer, more 
effective and efficient 
use of medicines 
through the new 
medicines service, 
medicines use reviews 
and post-discharge 
medicines use reviews 

 

 
Note: issues listed in the possible future pharmacy contribution column are intended 
as illustrative examples and should not be considered as commissioning intentions   
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Strategy priority Current pharmacy 

contribution 
Possible future 

pharmacy contribution 
Supporting individuals 
and their families to 
recover from ill-health 
and crisis including 
action to: 
 
• Support individuals 

and families to have 
emotional resilience 
and control over their 
life  

• Provide excellent 
integrated services to 
support people to 
recover from ill health 
and crisis  

• Win the trust of 
individuals and 
families who require 
support.  

 

• Participating in 
interventions to 
support people with 
dependencies to live 
at home, especially 
those relating to 
medication compliance 

• Working with care 
homes to support 
medication compliance 
 

• Supporting safer, more 
effective and efficient 
use of medicines 
through the new 
medicines service, 
medicines use reviews 
and post-discharge 
medicines use reviews 

 

 
Note: issues listed in the possible future pharmacy contribution column are intended 
as illustrative examples and should not be considered as commissioning intentions.  
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Appendix 4: Collaborative Working Group Membership 
 
For Sunderland  
  
Kath Bailey Locum Consultant in Public Health, 

Sunderland City Council (Chair) 
Andy Billett Public Health Analyst, Sunderland City 

Council 
Gemma Donovan Medicines Optimisation Pharmacist, 

Sunderland CCG 
Cath McClelland Senior Medicines Optimisation 

Pharmacist, Sunderland CCG 
Jackie Nixon Promoting Health Engagement Lead, 

Sunderland City Council 
Umesh Patel 
 Representing Sunderland Local 

Pharmaceutical Committee Clair Richardson 
 
Jim Smith 
  
For South Tyneside  
  
Janice Chandler Commissioning Manager, South 

Tyneside Council 
Sue Collins Promoting Health Engagement Lead, 

South Tyneside Council 
Paul Madill Specialty Registrar in Public Health, 

South Tyneside Council (Deputy Chair) 
Marie Thompkins Commissioning Manager, South 

Tyneside Council 
David Carter 
 Representing Gateshead and South 

Tyneside Local Pharmaceutical 
Committee 

Sami Hanna 
 
Louise Lydon 
 
  
For both  
  
Janette Stephenson 
 

Medicines Optimisation Manager, NECS 
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Appendix 5: Equality Impact Assessment 
 
Equality impact assessment (EIA) screening was undertaken as part of the PNA 
which made use of a range of population information. 
 
The PNA seeks to improve access to pharmacy services for all sectors of the 
population, with an emphasis on meeting the needs of specific groups.  The PNA 
gives Sunderland City Council, Sunderland CCG and NHS England the opportunity 
to enhance services available to a wide range of target groups including those 
covered by the Equality Act. 
 
During the EIA no negative impacts of the PNA were identified.  Several positive 
benefits were identified including: 
 
– Meeting access needs for those people with disabilities; 
– Consideration of the health needs of older people, young people and children; 
– Consideration of the needs and access to services for those on low incomes; 
– The possibility of improving pharmacy services for women (such as EHC); 
– The need to increase access for men. 
 
The formal consultation provides the opportunity to obtain the views of specific 
communities and population groups about pharmacy services.  The outcome of this 
work is included in the final PNA. 
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NHS Protect 
 

 
Item: 11.1 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 
 20th January 2015 

 
Report Title 
 

 
Chief Officer’s Report 

 
Purpose of report 

To provide an update on activities undertaken 
by the CCG Chief Officer. 

 
Key issues, assurances and risks 
 

 
Reports on key stakeholder and other issues 
and activities undertaken by the Chief Officer. 
 

 
Recommendation/Action Required 
 

The Governing Body is asked to note the 
content for information. 
 

Sponsoring Governing Body member  
(where relevant) 

David Gallagher 

Report Author 
David Gallagher 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 
      

Any relevant legal/statutory issues Nothing Specific 

 
Are the identified risks on the Risk 
Register?  
(If so please include reference number) 
 

Not directly applicable 

Any information governance issues  Not directly applicable 

If report has been previously 
reviewed please specify which 
Committee and date of meeting 

Not reviewed elsewhere 
 
 
 

 
Equality Impact Assessment 

Yes  No  
Not 
relevant 
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned 

services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

completed 
(please tick)  

Key implications for the following: 

 
Any additional resources needed? 
 

 
Not directly applicable 

 
Has there been appropriate clinical 
engagement?  
 

Not directly applicable 

 
Any impact on patient outcomes? 
 

Not directly applicable 

 
Has there been member/stakeholder 
engagement if needed?   
 

Not directly applicable 



    

3 

 

 
 

 
 

Governing Body Meeting 
Chief Officer’s Report 

20th January 2015 
 

Reflecting back over the last twelve months, as you do at this time of year, the CCG has 

continued to lay solid foundations to help us deliver our collective ambitions for better 

health for Sunderland. 

I’d like to start by thanking everyone involved with the CCG, as member practices, staff, 

partners and stakeholders, for their hard work and support throughout 2014. 

In the last twelve months we have continued to develop the organisation with notable 

success.  While financial stability isn’t the be all and end all it is fundamental to 

becoming a high performing organisation. It was therefore very pleasing that the CCG 

completed its first full year as a statutory body with such a clean bill of health from our 

auditors in the annual accounts. The hard work and effort put into this is essential to 

gain and maintain some headroom to get on with meeting the challenges to improve 

health and health services. 

The staff survey results we received at the start of the year were very encouraging and 

while there was some work to be done to improve in some areas, the results were used 

by the Health Service Journal to place Sunderland CCG in the top 100 places in the 

NHS to work, one of only 15 CCGs included. Initial sight of the staff survey for 2014, 

which have just been received between Christmas and the New Year suggests further 

improvements with the results being significantly better for eight questions and no worse 

for any! 

To add to this, our recognition for the Gold Standard of Investors in People in December 

2014 is not to be underestimated.  It is a significant achievement and testament to the 

quality and quantity of hard work by all involved that, only nineteen months into a new 

organisation this level has been achieved. 

These results are important in that they demonstrate the culture we are trying to build 

and undoubtedly help attract and retain high calibre people in the team. We know this 

from the high number of applicants we have for posts. We have also added to the team 

in 2014 by seconding people in from partner organisations to help lead our work on 

improving out of hospital services by developing locality based integrated teams. 
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A key foundation in developing much more integrated services for the people of 

Sunderland was the signing off of the Better Care Fund, which combines resources 

between health and social care to enable the changes needed to improve services while 

making maximum use of combined resources. At £170m the fund is one of the biggest 

in the country, a measure both of the strength of our partnerships and the ambition to 

get things right. 

A key component of our work on improving the urgent care system in Sunderland was 

the changes to the urgent care centres at Bunny Hill and Washington and the 

introduction of urgent care services in Houghton-le-Spring.  There have been many 

other pieces of work started in 2014 including work with care homes, extending access 

to primary care, the opening of new mental health service facilities at Monkwearmouth 

and Hopewood Park and two major events in June and December working with 

stakeholders to help design integrated care in the city. 

Towards the end of 2014 there has been much activity on understanding and preparing 

for possible future extended commissioning roles for the CCG including primary care 

co-commissioning. We look forward to see how this pans out in 2015. 

While there have been notable achievements in 2014, we know that the New Year will 

bring new and tougher challenges to us all. Co-commissioning will change the dynamic 

with member practices and we will need to work hard with our members and other 

partners to ensure we stick to our culture, values and ways of working. While there will 

be challenges I am sure that with everyone’s continuing support we will continue to 

make progress for the people of Sunderland.  

As we prepare ourselves for whatever 2015 may bring, I would like to wish everyone a 

safe, happy and prosperous New Year!  

 

David Gallagher 

Chief Officer 

January 2015 
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Item: 11.2 

 

Executive Committee Meeting 
Minutes of the meeting held at 12.30pm on Tuesday 2 December, 2014 

Joseph Swan Suite, Pemberton House 
 

Minutes 
 

Present:  Ann Fox, Chair (AF) 
  Chris Macklin (CM) 
  Dr Geoff Stephenson (GS) 
  Dr Ian Pattison (IP) 
  Dr Gerry McBride (GMcB) 
  Dr Jackie Gillespie (JG) 
  Dr Henry Choi (HC) 
  Dr Val Taylor (VT) 
  Gloria Middleton (GM) 
  Florence Gunn (FG) 
  Dr Tracey Lucas (TL)   
 
In Attendance  Gillian Gibson (GG) for Nonnie Crawford 
  Ian Holliday (IH) for Debbie Burnicle 
  Deborah Cornell (DCo) 
  David Chandler (DCh) 
  Dr Roger Ford (RF) 
  Lynsey Caizley (LC) for items 5.2 and 6.4 
  Elizabeth Mallet (EM) for item 6.1 
  Julie Tumilty (JL) observer 
  Kathryn Headley (minutes) 
 

  Action 
 

1 Welcome 
 
AF welcomed everyone to the meeting and introduced Julie Tumilty, Locality 
Practice Manager, who was present as an observer. 
  

 

2 Apologies  
 
Apologies were received from David Gallagher, Debbie Burnicle and Nonnie 
Crawford  
 

 

3 Declarations of Interest 
 
All GPs declared an interest in Items 6.1, 6.2 and 6.9 
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4 Minutes of the meeting held 4 November 2014 
 
Item 4.1 Matters arising from minutes of 7 October 2014 
Under the finance section within the evaluation criteria documentation for 
the new integrated MSK service the weighting of the bid price should now 
be 20 and not 15 as originally stated.  This is has been changed on the 
advice of David Chandler, Head of Finance. 
POST MEETING: As VT had arrived after the minutes had been 
considered she advised of some amendments after the meeting. Although 
these were not of a nature to change the outcomes or discussions 
recorded, the  minute for item 6.7 has been rewritten for accuracy as 
follows: 
 
6.7 Choice for Mental Health Matters and new access targets 
 
IH presented the report intended to raise awareness of the changes to the 
choice agenda for patients needing to utilise mental health services 
 
The risks and benefits of the options were discussed. Concerns were 
noted as with patient choice other areas for example Tees could be 
chosen or in the case of internal staff they may wish to be referred out of 
area. Alternatively patients could opt into this area. It was confirmed that 
this service was a block contract not paid on activity. 
 
GMcB noted this was a helpful service but had concerns over patients 
seeing multiple consultants. 
 
The Executive Committee NOTED  
• the content of the report for information. 
• the development of an implementation plan to schedule GP 
 awareness training  
• a process for re-charging   
• the intention to continue with self-referral process adopted by all 
 mental health providers within the Sunderland locality. 
 
Subject to these amendments being made the minutes were accepted as 
an accurate record. 
 

 
 
 

 

4.1 Matters arising 
 
Item 5.1 Finance Report Month 6 
GMcB asked for more clarity around the use of the £19m surplus.  AF 
advised that this would be picked up with the Finance Report item on the 
agenda. 
 
Item 5.2 SCCG Assurance Report 
IP queried who would receive the updates relating to Medinet and 
Tyneside Surgical Services in respect of additional urology and 
gynaecology activity.  AF advised that this would be via the Quality 
Review Group. 
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Item 6.1 EMIS Community 
CM advised  that recent communication suggested there was some 
confusion regarding this and Scott Watson was to meet with EMIS and 
South Tyneside Foundation trust (STFT)HS FT to avoid any ambiguities.  
He added that Gateshead Foundation Trust (GHFT) had expressed an 
interest in joining, however the CCG had made it clear that this should not 
cause any delays to the Sunderland project.  An update would be 
provided at the next meeting. 
 

 
 
 

CM 

 Action Log  
 
It was noted that the quoracy issue relating to item 6.2, Extended Hours 
in Primary Care, had not been recorded on the action Log, however this 
had been actioned and approved in line with the CCG’s governance 
arrangements. 
 
The action log was updated and completed items removed.   
 

 

5 Performance Management  

5.1 Finance Report Month 7 
 
CM presented the report which provided the Executive Committee with a 
summary of the financial position of the CCG as at 31 October 2014. 
 
The CCG remains on target to deliver its plans.  There has been some 
improvement in the forecast achievement of QIPP plans, and mitigating 
actions are being reviewed in order to bring the forecast achievement 
back in line with the plan.  The QIPP steering group is scheduled to meet 
on 15 December to work through the detail.  CM and DG will then bring 
the outcomes to the Executive Committee.  In addition mitigation 
strategies are being developed to prevent further deterioration in the 
forecast position for prescribing. 
 
HC asked what the “community cost per case” were.  CM explained that 
these were items such as dressings used by staff working in the 
community.  There were some thoughts around moving this to a block 
contract in future.  GS said that this could also be picked up in the Joint 
Formulary approach. 
 
GMcB referred back to the reported revised surplus of £18,987k and how 
this was to be managed.  CM advised that the CCG could not be under or 
over the reported figure of £19m and clarified that the funds had to be 
used for non-recurrent purposes and would be used to support the 
Transformation Programme as outlined in the financial strategy previously 
approved by the Governing Body.  RF queried whether there was a risk of 
losing the money centrally, however CM assured the Committee that 
although CCGs were being asked to offer up some of their surplus 
centrally, this was protected and would be returned for use by Sunderland 
in a phased approach.   
 

 
 
 
 
 
 
 
 
 
 

CM/DG 
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In relation to the recently announced additional funding for front line 
services, new guidance and an NHS England Board paper are awaited 
and this would inform the discussion at a future Directors meeting.  
 
Action:  A more detailed paper would be presented to the Executive 
Committee in January 2015 articulating the proposed use of the surplus.  
 
GM queried whether the CCG was likely to receive any of the 
“earmarked” funding for investment in GP practices.  CM said that as it 
had been ring-fenced it may be possible that the CCG could benefit and 
would be reported at a future meeting. 
 
CM informed the Committee that a further paper would come to the 
February meeting on GP remuneration.  HMRC are looking into GP 
payments and associated tax payments.   In order to ensure that the 
correct tax is being paid it will be recommended that GPs receive their 
payments via the Payroll system rather than direct payments to practices. 
 
The Executive Committee NOTED the financial position and revised 
specific performance measurement thresholds for finance KPI metrics, 
and APPROVED the Budget Virements to month 7. 
 

5.2 SCCG Assurance Report – Month 7 
 
IH presented the report which provided the Executive Committee with the 
current position against the Assurance Framework requirements and 
delivery against the CCG Operational Plan and Delivery Dashboard 
2014/15. 
 
GMcB asked whether the decrease in attendances referred to in the 3rd 
bullet of section 3 would be at A&E.  AF said that these would not be A&E 
attendees.  TL commented that there had been a reduction in the urgent 
care centre attendances and it would appear that more appropriate cases 
are going to Sunderland Royal Emergency Department. 
 
IP asked if an update could be provided to the Executive Committee 
following the mobilization of the urgent care centre’s and what impact the 
change of services had made.  GMcB commented that being provided 
with conclusions would be helpful to assist in interpreting the data.  
 
Action:  AF suggested that a report would be prepared for the meeting in 
February 
 
TL said that there was a significant amount of work being undertaken 
between the CCG and CHS with senior colleagues meeting on a bi-
weekly basis. 
 
CM suggested that the team present the Winter Visibility Wall to the 
Executive Committee members at the beginning of the meetings in 
February and March 2015. This was welcomed and would take place at 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AF 
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12.30pm – 1pm on 3rd February and 3rd March 2015. 
 
There was a request for the ECIST report to be received by the CCG.  AF 
advised this was to be presented at the Urgent Care Board the following 
day.  Information would be reported to the Executive Committee via an 
appendix to the Assurance Report. 
The Executive Committee NOTED: 

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

• the use of proxy measures within the Outcome Measures domain 
where published data is annual 

• the predicted CCG Quality Premium payment in 2014/15.   
 

 
 
 
 
 
 

AF/DB 

6 Items for discussion and assurance 
 

 

6.1 Medicines Optimisation QIPP Strategy Implementation Plan Update 
2014-16 
 
GS presented the report which provided the Executive Committee with an 
update on progress made on the strategy implementation plan, 
highlighting potential barriers to achievement and providing mitigation 
strategies to manage them.  The Executive Committee is asked to 
approve additional financial investment to deliver the required 
improvements for cost effective prescribing. 
 
GS referred to figure 1 which illustrated that the CCG position was 
following the national trend but with the gap remaining.  He said that due 
to demographics, the CCG was unlikely to achieve the national or 
regional levels, and the CCG was similar to more local CCGs i.e. 
Gateshead and South Tyneside. 
 
Some savings have been identified although more are needed. 
 
GS drew attention to Appendix 2 which set out “spend to save” proposals 
to invest £250k per year in 2015/16 and 2016/17.  CM said that EM had 
worked closely with the Finance Team to present what he described as a 
conservative view over the two year period, and recommended the 
proposals be supported.  GMcB added that pharmacists working in 
practices were having a positive effect and was keen to see this rolling 
programme continued. 
 
Action: HC asked whether the pharmacy support could hasten the 
sharing of information with practices from Regional Drugs & Therapeutics 
Centre. EM would look into this. 
 
VT commented that in relation to care home patient medication, drugs 
which are no longer required by a patient will be stopped, however the 
same principle would be more difficult to manage for patients at home. 
 
AF invited members to raise queries or forward comments to JG or 
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members of the Medicines Optimisation (MO) Team. 
 
The Executive Committee APPROVED; 

 the MO QIPP strategy implementation plan update outlined in this 
paper 

 the non-recurrent investment of £250,000 per year for two financial 
years for additional practice support to implement the practice MO 
QIPP strategy and additional actions identified by the CCG MO team 
to improve cost-effective prescribing 

 additional recurrent funding for the practice support team into the 
future to provide weekly support to more practices 

 non-recurrent funding of £50,000 per year for two years to develop, 
pilot, incentivise and evaluate, for the smaller practices, a “practice 
medicines manager” model - similar to that in Cumbria  – in which a 
practice-based non-clinical MO support role has been developed.  

 support for the MO team to explore further approaches to managing 
GP prescribing expenditure. 

 continued work with partners in Public Health to address the major 
contributing factors to ill health Sunderland - obesity, smoking and 
alcohol.  

 providing leadership and support to engage our practices to make the 
MO  strategy a priority at every point of prescribing and review of 
medicines. 

 
GS thanked EM for proving such a comprehensive report. 
 
VT raised a related issue in that Pharma had attended a locality group 
meeting and was offering support in managing a clinical condition, and 
this would need to be managed with practices understanding the 
guidance on working with Pharma. 
 
Action: Information on the guidance around Pharma to be distributed to 
GP practices. 
 

6.2 Value Based Commissioning 
 
GS presented the report which sought Executive Committee approval for 
the implementation of the Value Based Commissioning Policy within 
Primary Care with accompanying financial support.  This is the only 
“amber” element of the CCG Strategy. 
 
GS said that while some CCGs are looking at all 36 via the IFR process, 
the CCG had identified two particular areas where it is an outlier in 
comparison to other CCGs, these being tonsillectomy and varicose vein 
(VV)  procedures and propose to target these as phase 1 of the process 
via an incentivisation scheme.  Templates must be completed to 
accompany each referral otherwise the referral will be returned.  The 
policy was shared with all practices in November and to date no concerns 
have been raised. 
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The 1st tranche (VVs and tonsillectomies) has commenced and will run to 
April 2015 at 75p per patient, followed by a 2nd tranche for other key 
procedures within the policy at £1.25 per patient.  It was acknowledged 
that, in the main, referral criteria are already in place, although some 
services will need to review and update them. 
 
The Executive Committee APPROVED the implementation of the Value 
Based Commissioning Policies in Sunderland and the financial assistance 
for practices in 2014/15 and 2015/16. 
 
 

6.3 Proposed emergency medicine supply service through community 
pharmacy 
 
JG presented the report to the Executive Committee. This paper had 
been to the Northern CCG Forum and CCGs were now asked to consider 
commissioning this service through winter 2014/15 via a pilot scheme and 
funded by non-current monies from NHS England. 
 
JG explained that should patients run out of their medication, community 
pharmacists would be able to provide an emergency supply.  NHS 
England will fund this pilot and NHS111 will direct patients to the closest 
pharmacy. 
 
GM advised that contracts would need to be clear that pharmacists 
should not make a charge for this service to the patient. 
 
HC was happy to support this as he welcomed any safety mechanism to 
control drugs, and it was confirmed that practices would be notified of 
what patients had been prescribed. 
 
Action: Progress updates to come back to the committee. 
 
The Executive Committee APPROVED piloting this service with funding 
from NHS England, subject to a workable implementation plan being 
developed.  Updates on progress to be made to a future meeting. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

GS 

6.4 NHS England 5 Year Forward View 
 
IH presented the paper with provided the Executive Committee with an 
overview of the key points outlined in the NHS England 5 Year Forward 
View published in October 2014. 
 
LC had produced the summary of key points and undertaken a 
benchmarking exercise for the CCG.  IP commented that the CCG plan 
was well aligned with the national view. 
 
GG commented that there was little detail around Public Health.  LC said 
that further work was being done on this to draw out key links between 
the CCG and Public Health for the Transformation Board. 
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TL suggested that it would be helpful to share this at a TITO and LC 
confirmed that slides were being prepared for the event on 10 December. 
 
The Executive Committee NOTED the key points and how current and 
planned work fits with the Five Year Forward View, and SUPPORTED the 
additional work necessary, including ensuring all local NHS organisations 
meet the recommendation outlined in the report. 
 

6.5 Equality and Diversity Action Plan 
 
DCo presented the report which provided the Executive Committee with 
an update on progress against the 2 year equality and diversity objectives 
action plan to implement as part of the Equality Delivery system. 
 
The action plan showed significant achievement and that progress was 
heading in the right direction.  Objective 2 remained as amber with more 
work to be progressed with Healthwatch. 
 
DCo said the objectives would be reviewed in 2015/16. 
 
TL queried whether any previous E&D training was taken into account or 
had individuals to complete this module.  
Action: DCo would look into this. 
 
The Executive Committee NOTED the content of the report and action 
plan. 
 

 
 
 
 
 
 
 
 
 
 
 
 

DCo 

6.6 Research & Development Q2 Report 
 
DCo presented the report which provided the Executive Committee with 
the highlights of R&D activity in quarter 2 2014/15. 
 
The Committee was asked if they wished to receive a provider R&D 
report from NECS in future and this was agreed. 
 
HC commented that the Discovery project, which was doing well, was not 
mentioned in the report.   
 
Action: DCo was to request NECS to identify CCGs in the charts in 
section 5.1. 
 
The Executive Committee NOTED the content of the report and AGREED 
to receive a provider research report in future. 
 

 
 
 
 
 
 
 
 
 
 

DCo 

6.7 Information Governance Framework 2014/15 
 
DCo presented the updated Information Governance Framework to the 
Executive Committee for their information.  The framework, approved by 
the Executive in November 2013, has been reviewed and updated to 
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reflect the IG roles and responsibilities within the CCG governance 
structure. 
 
The Executive Committee APPROVED the updated IG framework as part 
of the IG Toolkit requirements. 
 

6.8 Corporate Affairs Assurance Report Q2 2014/15 
 
DCo presented the report which provided the Executive Committee with 
an update on corporate affairs activity during quarter two, and provides a 
breakdown in key themes to enable monitoring of performance relating to 
statutory requirements relating to these functions. 
 
DCo pointed out that level of IG training was low and a reminder would be 
issued to staff to complete the appropriate module. 
In relation to FOI requests, RF asked if it was possible to identify the 
requester.  DCo confirmed that all requests are anonymised. 
 
DCo advised that the complaints information had not been received from 
NECS by the required deadline for the papers.  However assurance has 
been given that a 6 month complaints report would be available for the 
next meeting will be included quarterly going forward. 
 
IP highlighted that NECS must be reminded that they are required to 
meet CCG deadlines for this report. 
 
The Executive Committee NOTED the content of the report. 
 

 

6.9 Option paper proposal for SCCG TITO Programme 2015/16 
 
GS presented the paper which sought Executive Committee support for 
the proposed schedule of Time Out events in 2015/16. The TITO Steering 
Group had discussed a range of options and now made a 
recommendation to the committee to approve this programme as the 
preferred option. 
 
Feedback on the TITO sessions has been very positive, while the 
Learning With Lunch (LWL) events were not well supported, and 
therefore the programme would offer 8 full afternoon clinical sessions 
during 2015/16.  An audit had been undertaken to assess the impact of 
practice closures on the urgent care system in order to determine best 
times for these events to be held and there was no impact on the urgent 
care system. 
 
Funding for past programmes has been made from running costs 
although CM was looking into this funding coming from programme costs 
in future. 
 
GS asked for any comments relating to the events should be submitted to 
the TITO Steering Group. 
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The Executive Committee SUPPORTED the programme for TITO events 
for 2015/16. 
 

6.10 Nursing Strategy 
 
FG presented the paper which provided the Executive Committee with an 
update on progress of the development of practice nursing teams strategy 
which aims to address the issue of improving nursing capacity and 
support nursing input into integrated teams. 
 
FG said that the draft Strategy has been shared with Health Education 
North East and the Directors of Nursing.  The pilot for Healthcare 
Assistants will commence in January, and further work is being done to 
introduce a mentoring programme with Sunderland University. 
 
DCh said that he had attended a Finance Forum where a presentation 
had been made which offer matched funding for pump priming 
developments and this may be worth pursuing.  AF advised that she 
attends a meeting of the Care Academy and would raise this, together 
with making links to public health with NC.  IP added that this should link 
into wider work around workforce planning. 
 
Action: AF to raise issue of matched funding CARE academy meeting. 
 
Action: FG confirmed she would work with DCo on the launch of the 
strategy. 
 
The Executive Committee NOTED the content of the report and 
APPROVED the Nursing Strategy. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

FG/DCo 

6.11 Learning Disabilities Transforming Care – Care and Treatment 
Reviews 
 
AF presented the report which advised the Executive Committee of a new 
requirement for care and treatment reviews.  She said that while there 
had been regular reporting regarding Winterbourne, there was a 
requirement that this be extended to include plans for all learning 
disability patients in assessment and treatment units.  It was noted that 
due to the hard work of the CCG and local authority there are already 
good processes in place for Sunderland patients. 
 
Action: A further report would be made to the Executive Committee in 
January on completion of all additional reviews. 
 
The Executive Committee NOTED the additional requirements for Care 
and Treatment reviews and that there would be a follow-up report on the 
outcomes of the reviews. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AF 

7.  For information  
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7.1 Localities Innovation Log 
 
It was noted that there was an under spend against the locality funding.  
GM said that there had been some delay in moving plans forward, but all 
needed to be mindful that if this funding was not used it would be 
withdrawn. However, CM confirmed that the CCG would retain the level of 
locality funding for a further year. 
 

 

7.2 SCCG Time Out Reports – June, July and September 2014 
 

 

7.3 Comms & engagements Steering Group Minutes - 3.10.2014 
 

 

7.4 CDOP Annual Report 
 

 

8 Any other business 
 
GM commented about the lack of opportunities for development of patient 
leaders.  However, it was noted that A Sullivan and J Whitehouse were to 
participate in a training event which was being held in the new year. The 
new 3 day developmental programme, held over a three month period, is 
designed to provide patients with a greater knowledge of what it means to 
be a patient leader and how this role could be shaped within local 
communities and NHS services. 
 
Action: JG to meet with Coalfields locality group. 
 
As there were no further items of business, the meeting closed at 3.05pm. 
 

 

9 Date and time of next meeting 
 
The next meeting would take place at 12.30pm on Tuesday 6 January 
2015 in the Joseph Swan Suite. 

 

 
 
Date ……………………….. 


