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Meeting of the Governing Body 
 

To be held on Tuesday 27 July 2021, 2.00pm to 4.15pm. 
 

THIS MEETING WILL BE HELD VIRTUALLY DUE TO THE  
CURRENT HEALTH SITUATION 

 
AGENDA 

 
1. Welcome and Introduction   

I Pattison, chair 
  

    
2. Apologies for Absence   
    
3. Declarations of Interest   
    
4. Minutes of the previous meeting held on 25 May 

2021 
 Enclosure 

    
4.1 
 
4.2 
 

Matters arising from the minutes and action log 
 
Minutes of the Governing Body meeting held on 22 
June 2021 
 

 Enclosure 
 
Enclosure 

5. Notification of Items of Any other business   
    
6. 
 
 
7. 
 
7.1 
 
 
7.2 
 
 
8. 
 
8.1 
 
 
 
8.2 
 
 
8.3 
 

Patient Story 
A Fox 
 
Covid update 
 
Covid Recovery and Vaccination Programme 
F Khalil 
 
Planning guidance local delivery plan report 
S Watson 
 
Items of Quality and Safety 
 
Minutes of the Quality and Safety Committee 
meeting held on 13 April 2021 
P Harle 
 
Quality and Safety Update 
A Fox 
 
LeDeR Annual Report 
A Fox 

 Verbal 
 
 
 
 
Presentation 
 
 
Enclosure 
 
 
 
 
Enclosure 
 
 
 
Enclosure 
 
 
Enclosure 
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9. 
 
9.1 
 
 
9.2 
 
 
9.3 
 
 
9.4 
 
 
 
10. 
 
10.1 
 
 
10.2 
 
 
10.3 
 
 
10.4 
 
 
10.5 
 
 

 
Items of Governance and Assurance 
 
Performance Report 
S Watson  
 
Path to Excellence update 
S Watson 
 
Financial Report  
D Chandler 
 
Annual HR Report 
C Nesbit 
 
 
Items for sub-committee assurance 
 
Minutes of the Executive Committee meeting held 
on 4 May 2021 
 
Minutes of the Executive Committee meeting held 
on 1 June 2021 
 
Minutes of the Patient and Public Involvement 
Committee meeting held on 11 May 2021 
 
Minutes of the Primary Care Commissioning 
Committee meeting held on 29 April 2021 
 
Minutes of the Audit and Risk Committee meeting 
held on 6 April 2021 

 
 
 
Enclosure 
 
 
Enclosure 
 
 
Enclosure 
 
 
Enclosure 
 
 
 
 
 
Enclosure 
 
 
Enclosure 
 
 
Enclosure 
 
 
Enclosure 
 
 
Enclosure 

11. Items for Information Only 
 

 
 

 

11.1 
 
 
11.2 

Accountable Officer’s Report 
N O’Brien 
 
Mental Health Strategy 
S Watson 
 

 
 

Enclosure 
 
 
Enclosure 
 

12. Any other business   
    
13. Date of next meeting   
 Tuesday 28 September 2021, TBC.   
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Did  

 

 

GOVERNING BODY 

Minutes of the meeting held on Tuesday 25 May 2021, by Virtual Video 
Conferencing 

Minutes 

Present:  Dr Ian Pattison, Clinical Chair 

              Dr Raj Bethapudi, Elected GP Member 

              Mrs Debbie Burnicle, Lay Member, PPI 

  Mr David Chandler, Chief Officer /Chief Finance Officer  

  Dr Derek Cruickshank, Secondary Care Clinician 

                       Mrs Ann Fox, Director of Nursing, Quality and Safety 

  Mrs Pat Harle, Lay Member PCCC 

  Dr Karthik Gellia, Elected GP Member 

  Dr Fadi Khalil, Elected GP Member 

  Dr Tracy Lucas, Elected GP Member 

                         Mr Chris Macklin, Lay Member Audit 

             Dr Saira Malik, Elected GP Member 

             Dr Neil O’Brien, Accountable Officer 

In Attendance: Mrs Fiona Brown, Executive Director of Neighbourhoods, 
Sunderland City Council 

  Ms Deborah Cornell, Head of Corporate Affairs 

  Mr Eric Harrison, Lead Practice Manager 

  Mrs Clare Nesbit, Director of Primary Care and People  

  Mrs Gillian Robson, Audit Manager, AuditOne 

  Ms Gerry Taylor, Executive Director Public Health and 
Integrated Commissioning, Sunderland County Council 

  Mr Matt Thubron, Head of Contracting and Performance, on 
behalf of Mr Watson 

  Mrs Jan Thwaites, minutes 

  Mr Cameron Waddell, Office Managing Partner, Mazars LLP 

2021/42 Welcome and Introductions 

 The Chair welcomed everyone to the meeting and informed those 
present that the meeting would be recorded. This was to support 



NHS Official                                                        Item: 4 

Page 2 of 13 

 

administrative accuracy and for robust governance. There were no 
objections to the use of the recording device and the meeting was 
also to be live streamed. 

  

2021/43 Apologies for Absence 

 Apologies for absence were received from, Mr Scott Watson, Director 
of Contracting and Informatics,   

 The Chair confirmed that the meeting was quorate. 

 

2021/44 Declaration of Interest 

 Dr O’Brien declared that he was Accountable Officer across Durham, 

South Tyneside and Sunderland CCGs. 

  Ms Cornell declared that she was Head of Corporate Affairs across 

both South Tyneside and Sunderland CCGs.  

 
  Mrs Harle declared that she holds a post as a lay member at South 
Tyneside CCG.  The Chair accepted the declaration and noted this 
should be a standard item on the agenda. 

 
  The Chair accepted the declaration but noted that the minutes were 
only there for information. 

 
   

2021/45 Minutes of the meeting held on 23 March 2021 

The minutes of the meeting held on 23 March were APPROVED as 
an accurate record.  

2021/46 Matters arising from the minutes  

There were no matters arising from the minutes. 

2021/47 Notifications of items of any other business 

 There were no items of other business. 

 
2021/48 Covid recovery and vaccination programme 
 
 Dr Khalil gave a presentation on the Covid recovery and vaccination 

programme. 
 

▪ The current uptake for phase 1 1st doses for cohorts 1.9 stood at 
92% 

▪ The 2nd doses were at 70% moving down to 8 weeks between 
doses to maximise against the new variant 



NHS Official                                                        Item: 4 

Page 3 of 13 

 

▪ 230,000 had now been given in Sunderland 
▪ Cohorts 1-6 had been completed which included care homes, 

housebound and the vulnerable 
▪ In the 2nd doses schedule for cohorts 7-9 
▪ In phase 2 cohorts 10-12 for 1st doses at 40%, 35k doses 
▪ 2nd doses stand at 10,000 
▪ All 6 sites opted into the phase 2 programme, all sites were 

operational 
▪ The supplies of Pfizer were slightly limited, hence the slower 

pace of the programme with the focus on phase1 2nd doses and 
not giving  AZ to under 40s as per national guidance 

▪ The National booking system was inviting 32 year olds to be 
vaccinated 

▪ Outreach teams had vaccinated in the Bangladeshi Centre, 
Sunderland Minister, YMCA, mosques, Sikh Temples, the 
homeless and hard to reach population etc.  

▪ Learning disabilities update was at 83% 
▪ Good communications were being delivered alongside the Local 

Authority 
▪ Initially the uptake was uniform across the deprivation centiles, a 

pattern had now emerged once age was considered as a factor. 
▪ 275,000 doses had been given in Sunderland, all sites were 

operational, staffing issues were being highlighted due to 
general practice returning to normal. The staffing models were 
being discussed along with future booster campaigns and how 
this could be sustained. 

  
 An issue was raised in relation to the proposed booster programme 

plus the usual flu campaign to consider – how were  discussions 
going to address this. In response it was noted that the CCG would 
considering all eventualities and plan for these although being aware 
of the possibility that both Covid boosters and flu vaccinations may be 
co-administered. 

 
 It was also noted that local ICS vaccination boards were being asked 

to consider the same issues and would be stress testing plans around 
both the Covid  booster programme  and the flu vaccination 
programme; as demonstrated over the pandemic period there was no 
doubt that these programmes would be delivered.  

 
 A plea was made to recognise all the work that practices were being 

asked to undertake which included the catch up of services, 
vaccinations, the flu programme etc. 

 
 In context the staffing model relied heavily on primary care staff and 

had not relied on national volunteer support for example  St Johns 
Ambulance. The modelling indicators showed that of the 270,000  
patients vaccinated this equated to approximately 1 vaccination every 
4 minutes and had utilised 1,000's of  nurse hours. 
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 The CCG  look to support general practice going forward. A lot of  
concern had been seen in the media around patients requesting 
practices for evidence of having their vaccine, was this the case in 
Sunderland? 

 
 In response it was noted that practices had not received a lot of 

queries in this regard, the national communications seemed to be 
working. Patients could access their vaccination status via the NHS 
app. 

  
 A second Healthwatch survey had been produced which relayed a 

very positive response from those patients involved. 
 
 It was noted that general practice had not stopped seeing patients 

throughout the pandemic, patients were asked to also use 
pharmacists, self-care etc. to allow practices to continue their work 
going forward.  

 
 The presentation was RECEIVED. 
 
2021/49 Phase Three Assurance and Recovery Report 

 The purpose of the report was to provide high level assurance on 
delivery of the national requirements for the phase three response to 
the coronavirus pandemic. 

 South Tyneside and Sunderland NHS Foundation Trust (STSFT) were 
reporting a further improve position for elective care in relation to the 
national guidance around self-isolation. 

 There had been 5 changes to the BRAG (blue,red,amber,green) 
status – the detail was in the report showing a positive movement 
around learning disability ( LD) health checks and elective care. 

 The focus was now on the  national planning expectations set out in 
the letter of 25 March 2021. The report provided a high level summary 
of the national guidance. 

 The key priorities related to supporting the health and wellbeing of 
staff and taking action on recruitment and retention and delivering the 
NHS Covid vaccination programme and continue to meet the needs of 
patients with Covid 19. 

 Focus was on accelerating the restoration of elective and cancer care 
and managed the increase on demand for mental health services. 

 There was a final submission of a plan as set out in the planning 
guidance to NHS England. There were a number of submissions at a 
place level which covered workforce submissions across acute, 
community, ambulance, primary care and mental health. 
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 The Governing Body NOTED the assurance provided by the report 
and NOTED the full review of the national requirements included in 
the report. 

 

2021/50 Equality, Diversity and Inclusion Strategy 

 An updated Equality, Diversity and Inclusion Strategy was presented 
to the Governing Body. 

 The key updates were highlighted on the front sheet of the report. 

 The local health profiles had been updated jointly with South Tyneside 
CCG (STCCG) . Sunderland would continue to work with partners to 
address health and inequalities and to implement the strategy. 

 The strategy had been to the Executive Committee for consideration 
and recommendation to the Governing Body for approval. 

 A comment was made that from an assurance perspective it was 
good to see that discussion had been held around the stakeholder 
feedback on the strategy. It was also assuring that work was being 
undertaken on a communications plan and social media campaign – 
going forward how would the Governing Body  receive assurance that 
the plan  had been implemented. In response it was noted that an 
update would be brought back to the Governing Body in 6 months.  

 The Governing Body APPROVED the strategy. 

2021/51 Minutes of the Quality and Safety Committee meeting held on 9 
February  2021 

 
 An inaugural joint meeting had been held in April with STCCG, thanks 

were given to the team for their continued support. 
 
 In regard to the refreshed shared commitment for delivering quality 

was shared with the QSC members for discussion the outcome was 
relayed  in the minutes. There was an overall agreement in regard to 
the key principles, however, concerns were raised in regard to 
receiving more clarity and information at place level.  

 
 A report had been provided giving the findings of the Ockendon 

report. STSFT had met all actions and within the  required timescale, 
updates would continue to be received. 

 
 In relation to the quality exception report a lot of discussion had been 

held in Governing Body development sessions and the QSC meetings 
in regard to mortality and nosocomial infections. A  lot of information  
and assurance have been received including feedback from the 
NHSI/ICP visit. 

 
 The minutes of the Quality and Safety Committee were RECEIVED. 
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2021/52 Quality and Safeguarding Report 
 
 The report gave an update on the quality and safeguarding activity. 
 
 Thanks were given to Mrs Hesketh for pulling the report together. This 

format would be taken forward to future meetings. 
 
 The Governing Body NOTED the content of the report. 
  
2021/53 Performance Report 
  
 The report provided detail in relation to the current position for the 

CCG against the NHS Single Oversight Framework requirements. 
 
 A new revised framework had been out for consultation, this 

reinforced system-led delivery of the movement to an integrated care 
system. The main focus would be on greater system performance and 
quality of care outcomes. Further information was expected. 

  
 In relation to Referral to Treatment (RTT) Sunderland remain the 

highest performing CCG in the ICS. Orthopaedics remained the main 
pressures whilst other areas continued to show improvement. 

  
 In regard to over 52 week waiters remained significantly lower than 

the recovery trajectory. Currently there were 665 patients which was a 
higher figure but better than expected. 

  
 In relation to diagnostics significant pressure remained in Sunderland 

for echo and radiology. Concerns were noted around x-ray provision. 
 
 Urgent care and A&E activity levels were much lower than historical 

levels due to the impact of Covid. However, some activity levels were 
being seen now as higher than pre pandemic levels. 

  
 The focus continued to manage the flow of patients locally at place 

level led by All Together Better (ATB) and South Tyneside and 
Sunderland NHS Foundation Trust. 

 
 The cancer performance remained volatile, improvements were made 

earlier in the year in most areas. 
 
 In regard to waiting times for mental health in children this remained in 

a positive position 
 
 Began to see in March and increase in referrals when children went 

back to into schools. Together for Children and the CCG were working 
with providers to mange this demand. 

 Adult referrals into mental health services remain lower than national 
expectations. The CCG were keen to look into as part of the mental 
health strategy and strategic needs assessment. 
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 In regard to the 52 week waiters in cardiology etc was there any 
communication to patients from the Trust if their condition changed to 
report to their GP,  if anyone reviewed these waiters and if they still 
should be on the list. In response it was noted that there was a 
national programme around clinical prioritisation for waiting lists, 
patients were prioritised into groups from 1-5. The Trusts were 
required to discuss with patients whether they were still agreeable to 
remain on these lists. 

  
 There was a health and inequalities group looking at waiting lists, 

planning and expectation around the system for those patients who 
need it the most. 

 
 Work had commenced across the ICS on 'waiting well' and there were 

a few areas further on in regard to formal rehabilitation and a group 
was to be set up to develop a framework for local places to consider 
to implement for waiters for procedures. 

 
 The Governing Body NOTED the position and progress against each 

indicator in the NHS Single Oversight Framework; the proposed 
changes to the NHS Single Oversight Framework currently out to 
national consultation and  the risks to performance as a result of 
COVID19  

 
2021/54 Financial Report 
 
 A summary of the financial position for the year ending 2020/21 was 

presented. 
 
 The report highlighted the year end positions and also the year end 

position on the cost reduction plan.  
  
 Efficiencies still continued in areas such as Continuing Healthcare 

(CHC) and prescribing. 
 In terms of finances months 1-6 reported a breakeven position. 

Months 7-12 reported less than £5m underspend against the revised 
control total, the majority of this related to a technical adjustment 
around transformation funding. 

  
 In relation to the AQP contracts the CCG saw an  underperformance, 

there were also underspends in community services and in   
 mental health which was in the main regarding reduced 117 costs. 
  
 The Governing Body NOTED the financial update for the year ending 

2020/21. 
 
2021/55 Budget setting report 
 

The governing body in common meeting across the Central ICP on 
the 4th May 2021 approved the high level financial plan for 
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submission to NHS England and Improvement (NHSE/I) for the period 
1st April 2021 to 30th September 2021 (H1).  The purpose of this 
paper is to gain approval for the detailed budgets underpinning this 
overall plan approved at the governing bodies in common and 
submitted to NHSE/I. 

  
 A budget for the second half of the year was expected following 

treasury negotiations. Additional budgets were expected for service 
development funding to enable the delivery of the long term plan 
priorities. Funding was expected for primary care, mental health, 
cancer and maternity. 

 
 Block contracts with Foundation Trusts remained in place, these had 

been uplifted by 0.5%. Budgets had been set aside for prescribing 
assuming a 2% increase based on a 5.5% growth increase and an 
3.5% efficiency target. 

 
 An update on the background and context of the Mental Health 

Investment Standard (MHIS) was given. The target was approximately 
3.6%, a shortfall on a recurrent basis from last year was to be picked 
up of around £2.7m. The CCG had worked with partners in terms of 
the best way to utilise the funding. More funding would be going to 
children's mental health rather than adults. A plan was in place to 
achieve this. 

 
 It was explained that the Chief Finance Officers in the region were 

writing to NHS England seek clarification around the significant 
concerns around the CCG drawdown funding, they were looking for 
reassurance for this to be honoured. 

 
 The Governing Body APPROVED the detailed budgets for H1 in 

2020/22 and APPROVED the mental health investment standard plan 
for 2021/22. 

 
2021/56 Annual accounts 2020/21 
 
 The report requested approval from the Governing Body for formal 

adoption. 
 
 The annual accounts had been reviewed in-depth by an informal 

meeting of the Audit and Risk Committee (ARC) and at a formal 
meeting earlier today. 

 
 The deadline for submission of the accounts was 15 June, this was 

later than usual due to the Covid pandemic. 
 
 It had been agreed at ARC for the Chair and the Accountable Officer 

to sign off any amendments if required to the accounts prior to 
submission. 
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 In regard to the ongoing concern basis of the accounts, there was a 
form of wording agreed by NHS England that the CCG  functions 
move into an Integrated Care System (ICS). 

 
 Note 17 in the report outlined how the CCG achieved its financial 

duties. 
  

The Chair confirmed that an analytical review of the accounts had 
been undertaken prior to submission to ARC. 

 
 The Governing Body APPROVED the annual accounts for 2020/21 for 

adoption; authorised the Accountable Officer and Chief Finance 
Officer to sign the relevant certificates relating to the Annual 
Accounts;  authorised the Accountable Officer and Chair of the Audit 
and Risk Committee to approve reasonable adjustments to the Annual 
Accounts in respect of any revised guidance issued from NHS 
England prior to the final submission date. 

 
2021/57 Sub-committee end of year reviews 
 
 The sub-committee annual reviews were presented to the Governing 

Body. 
 
 Each of the formal sub-committee undertake an annual review of its 

performance and effectiveness throughout the year as specified in its 
terms of reference. The committees had approved the reviews and 
recommended them to the Governing Body. There was a summary of 
each of the reviews included in the annual report which set out the 
main achievements and any challenges faced throughout the year. 

 
 It was noted that the committees had sustained a good level of 

governance and despite the pandemic the attendance levels had 
been maintained. 

 
 The Governing Body RECEIVED the end of year reviews for 

assurance and NOTED a summary of the reviews was included in the 
annual governance statement within the annual report. 

  
 
2021/58 Annual Report 2020/21 including Annual Governance Statement 
 
 The annual report for 2020/21 was presented to the Governing Body 

prior to submission on 15 June. 
 
 An amendment was requested in relation to attendance at 

committees; Mrs Nesbit needed to be included. 
 
 Action: Ms Cornell to include Mrs Nesbit in the attendance registers.  
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 The Governing Body APPROVED the annual report including the 
annual governance statement, NOTED that the Accountable Officer 
was required to sign and date the annual report and AGREED for the 
report to be submitted to NHS England by the required deadline. 

 
2021/59 Management letter of representation 
 
 The Management Letter of Representation to be sent by the 

Accountable Officer, to the Director of Mazars. 
 
 The letter confirms that the CCG had provided the auditors with 

accurate and timely information and assurance that the accounting 
practices were in order. There may need to be some technical 
tweaking following Mazars reporting. 

 
 The Governing Body NOTED the letter. 
 
2021/60 Internal Audit Annual Report and Head of Internal Audit Opinion 
 
 The report provided assurance to the Governing Body around the 

adequacy of the internal audit function and the assurance arising from 
individual audits included within the internal audit plan. 

 
 The report reflected on the impact of the Covid pandemic on the audit 

plan and the resulting changes on the core assurance audits. 
 
 The overall opinion remained as substantial assurance and the report 

set out the rationale for this. One draft report and 6 final audit reports 
had been issued with substantial assurance. 

 
 A report had been issued on the Data Security and Protection Toolkit 

(DSPT) this was at an interim state noting that more work needed to 
be undertaken before the submission date of 30 June. Further 
evidence of controls had been requested. A follow-up review had 
been scheduled prior to submission. 

 
 The annual report captured performance against KPIs and quality 

measures. 
  
 The Audit Chair highlighted that the IT issue in the report had been 

picked up in detail by the Audit and Risk Committee and the issue 
was in hand. There was a plan in place to enable the internal auditors 
to gain a level of assurance as required. It was also noted that this 
issue applied across all CCGs in the area. 

 
 The Governing Body NOTED the internal audit annual report. 
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2021/61 Audit Completion Report 
 
 The report summarised the external auditor's work on the statutory 

financial statements and annual report. 
 
 The overall outcomes from the audit had not been completed, 

however from the work to date it was expected that Mazars would 
issue an unqualified statement. 

 
 There were a lot of regulatory expectations in terms of reporting 

issues. Each year an estimate in relation to prescribing was expected 
the actual figure would be available from the end of May. There was 
no need to amend the report as the detail was quite small. 

 
 The ledger did not open until 10 June, once re-opened Mazars could 

complete the work on the consistency statements. 
 
 The Value for Money (VFM) approach was different  this year  due to 

new coding, that required the issuing of a separate report. An 
extension to allow the auditors to complete this report had been 
issued due to Covid 19 implications. 

 
 Thanks were given to the Audit and Risk Committee and the finance 

team for support given to allow the completion of this report. 
 
 The Governing Body NOTED the report. 
 
2021/62 Approval of annual accounts and annual report 
 

The Chair gave the following address: 

 It now comes to me to ask the Governing Body if they are willing to 

recommend the CCG’s annual report and accounts for approval. 

 
The Governing Body has had an opportunity to consider the accounts 
and the annual report, has now seen and had updates relating to the 
key letters of representation which give management assurances 
around the CCG’s systems and approach to internal control.  It has 
heard the head of internal audit opinion offering significant assurance 
for the year and, also heard from external audit who have given their 
unqualified opinion and that there were no significant matters to raise 
in relation to the CCG’s value for money position.   

 
On that basis, the Governing Body  members are asked if they are in 
agreement to recommend approval of both the annual accounts and 
annual report; for authority to be delegated to Dr O’Brien as 
accountable officer and Mr Chandler as chief finance officer to sign 
the necessary statements; and, subject to formal approval from the 
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governing body, recommend onward submission to NHS England in 
line with the national deadline.  
 
The Governing Body APPROVED the delegated authority for the 
Accountable Officer and the Audit Committee Chair to make any 
adjustments if required in the annual accounts. 

 
2021/63 Governing Body Assurance Framework 2021/22 
 
 
 The Governing Body were presented with the updated Governing 

Body Assurance Framework (GBAF) for 2021/22. 
 
 The format of the report had been revised following approval in 

November 2020. The report reflected that format and was a more 
visual and easy to read version. The changes to the format were 
noted in the document. The Audit and Risk Committee had reviewed 
the report at their meeting earlier today and were assured to 
recommend this report to the Governing Body with no additional 
comments or changes. 

 
 The Governing Body RECEIVED the GBAF 2021/22 for assurance. 
   
2021/64 Minutes of the Executive Committee meeting held on 2 March 

2021 
 
 The minutes of the Executive Committee were RECEIVED.  
 
2021/65 Minutes of the Executive Committee meeting held on 6 April 2021 
 
 The minutes of the Executive Committee were RECEIVED. 
  
 
2021/66 Minutes of the Patient and Public Involvement Committee 

meeting held on 9 March 2021 
 
 The minutes of the Patient and Public Involvement Committee were 

RECEIVED. 
 
2021/67 Minutes of the Primary Care Commissioning Committee meeting 

held on 25 February 2021 
 
 The minutes of the Primary Care Commissioning Committee were 

RECEIVED. 
 
2021/68 Accountable Officer’s Report 
 
                     The report gave an update from the Accountable Officer on key issues 

  that affected Sunderland. 
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 The Governing Body RECEIVED the report. 
 

 
2021/69      Minutes of the Northern CCG Joint Committee meeting held on  
                       11 March 2021  
 
 The minutes of the Northern CCG Joint Committee meeting were 

RECEIVED.    
 
2021/40 Any other business 
 
 The Chair gave his thanks for all the hard work undertaken by the 

governance and finance teams  and also internal and external audit to 
enable the completion of the reports today following an unusual year. 

 
 There was no other business. The meeting closed at 15.33pm. 
 
2021/41 Date of next meeting 
 
                      Tuesday 27 July 2021, 1.45pm – 4.00pm 
                      Via MS Teams. 
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NHS SCCG Governing Body Action Log      

NHS Sunderland CCG Governing Body Action Log   
 

 

Minute Reference Action Point Lead Timescale 

2021/58 Ms Cornell to include Mrs Nesbit in the 
attendance registers 

D Cornell Completed 
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GOVERNING BODY 

Minutes of the meeting held on Tuesday 22 June 2021, at 12.30m by Virtual 

Video Conferencing 

Minutes 

Present:                      Dr Ian Pattison, Clinical Chair 

  Dr Raj Bethapudi, Elected GP Member 

                                    Mrs Debbie Burnicle, Lay Member, PPI 

Mr David Chandler, Chief Officer 

Mr Derek Cruickshank, Secondary Care Clinician 

 Mrs Ann Fox, Director of Nursing, Quality and Safety 

 Mrs Pat Harle, Lay Member Primary Care Commissioning 

 Dr Karthik Gellia, Elected GP Member 

 Dr Fadi Khalil, Elected GP Member 

 Dr Tracy Lucas, Elected GP Member  

             Dr Saira Malik Elected GP Member  

     

In Attendance:           Ms Deborah Cornell, Head of Corporate Affairs 

 Ms Lisa Forster, Contract Manager 

 Mr Eric Harrison, Lead Practice Manager 

             Mrs Clare Nesbit, Director of Primary Care and People  

 Ms Gerry Taylor, Executive Director Public Health and 

Integrated Commissioning, Sunderland City Council 

 Mr Scott Watson, Director of Commissioning and Informatics, 

 Mrs Jan Thwaites minutes 

 

2021/34 Welcome and Introductions 

 The Chair welcomed everyone to the meeting, informing those 

present that the meeting would be recorded.   
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 This was to support administrative accuracy and for robust 

governance. There were no objections to the use of the recording 

device.  

2021/35 Apologies for Absence 

                       The Chair confirmed that the meeting was quorate. 

 

2021/36 Declarations of Interest 

  Ms Cornell declared that she was Head of Corporate Affairs across 

both South Tyneside and Sunderland CCGs.  

 
  Mrs Harle declared that she holds a post as a lay member at South 
Tyneside CCG.  The Chair accepted the declaration and noted this 
should be a standard item on the agenda. 

 

2021/37 Adult Mental Health Strategy for Sunderland  

 The purpose of the report was to seek approval from the Governing 
Body of the Adult Mental Health Strategy for Sunderland. 

 A presentation was given to the Governing Body highlighting the 
process undertaken to develop the strategy. This included 
engagement, listening to stakeholders and partners, assessing the 
feedback and where necessary changing the strategy. 

 The strategy would be presented to the Health and Wellbeing Board 
later this week. 

 There had been 2 previous development sessions covering the 
process and how the strategy had been developed. A  lot of 
engagement had been undertaken with regards to clinical and director 
leadership, engaged expertise in communications and engagement 
and public involvement which gave a lot of useful intelligence. 

 The four phases of the process were noted, these included: 

 Phase 1 October 2020 pre engagement, the  scope of the strategy 
and stakeholders that the CCG wanted to engage 

 Phase 2 wider engagement, this ran for 3 to 4 months up to the end of 
January 2021 – ¾ months to Jan 

 Phase 3 was the publication of the draft engagement report which 
was used to gain comments and feedback from all interested parties 

 Phase 4 

 A sense of the scope of the strategy were highlighted in that over 
1000 people had participated in the survey. The strategy had been 
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built on a lot of comprehensive engagement. This has also been 
supported by a refreshed mental health and wellbeing joint strategic 
needs assessment (JSNA) that had been undertaken in partnership. 

 A comprehensive draft engagement report had been published on the 
CCG web site: the feedback from this was used to refined the 
strategy. Following this the first draft of the strategy had been 
published with additional engagement work in regard to vision and 
priorities. Feedback from this was positive from service users, VCSO 
and the public.  

 In terms of priorities these were: 

• prevention,  

• right response, right time, right place,  

• working with you on what matters to you 

An evaluation framework would be developed in conjunction with 
partners. 

 It was explained that in developing the strategy the team continually 
listened to providers and service users and responded to them, this 
was captured in the final version of the strategy. 

The following comments were given from the Governing Body 
members:  

o the strategy was an easy to read document which stated what 
the intention was and the measures of successes and was 
person focussed 

o it was important to move to implement the strategy and make 
better use of the funding available and make the changes 
required 

o thanks to the team involved especially Ms Forster for the work 
with the expert patients and the challenges in engaging with 
this community 

o it was hoped that whoever would be responsible for 
commissioning services going forward used what people had 
said was important to them to challenge and test any changes 
to services against. 

 The Chair gave thanks for all who had developed and taken part in 
the strategy particularly the public consultation which could not have 
been easy given the challenges of the Covid pandemic. 

 

 The Governing Body APPROVED the Adult Mental Health Strategy 
for Sunderland. 

2021/38 Any other business 

 There was no other business. 
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set for the NHS by NHS England/Improvement (NHSE/I) for the first six months of 2021/22.     
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Key points 

The paper aims to provide an overview of the status and delivery of the national planning guidance 
requirements for the first half of 2021/22 (H1) as described in the national planning documentation 
of March'21. 
 
Final system plans were submitted as an ICS which encompassed specific place-based activity, 
performance, finance and workforce plans in June'21.  A technical narrative was produced by the 
ICS and is included for information. 
 
The key focus of the planning guidance is around six key priorities for the NHS in the coming 
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National guidance is not available for all national priorities and where this is the case, this has been 



 

flagged on the dashboard and further work is underway to address these gaps.  There is also 
further work required where ICS groups are responsible for delivery of the national priorities to 
ensure the impact at place is known and assurance is provided. 
 
Health inequalities is a key requirement within the planning guidance.  A number of gaps have 
been identified and on this basis, this is not included within this report.  Leads across Sunderland 
have been contacted to agree how this will be taken forward and further updates will be provided to 
the Governing Body going forward. 
 

Risks and issues 

Infection Prevention Control (IPC) and Personal Protective Equipment (PPE) still remain areas of 
risk of recovery. 
 
The emergence of a new COVID-19 variant has increased the number of cases and subsequently 
increased risks on the optimal management of both COVID and non-COVID patients 
 
Risks remain around the allocation of specific funding linked to delivery at place, specifically the 
System Development Fund (SDF) and Elective Recovery Fund (ERF).  The ERF guidance has also 
changed in July'21 with the thresholds for delivery now set at 95% from July'21 to September'21, all 
increased from 85% which is likely to impact on delivery across the ICS.  Due to the availability of 
local and national activity data, delivery of the ERF is not fully known for the first quarter. 
 

Assurances  

System wide recovery principles have been agreed for in and out of hospital and across the Central 
Integrated Care Partnership. 
 
South Tyneside and Sunderland NHS FT have established an Operational Recovery Group which 
meets weekly to co-ordinate operational and clinical recovery. 
 
All Together Better priorities and operational plan for 2021/22 has been agreed which takes into 
account the delivery of the national planning requirements within the scope of All Together Better. 
 

Recommendation/Action Required 

The Governing Body is asked to: 

• Note the assurance provided by the report regarding the delivery of the national planning 
requirements for 2021/22 (H1) 

• Note that the delivery plan continues to be evolve and develop as national guidance is 
released and transformation is undertaken 

• Note the requirement for further work to be undertaken regarding health inequalities with 
further updates to the committee in the future 

• Note the planning submissions made by Sunderland for 2021/22 (H1) and receive the final 
ICS narrative for information.  
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CO1:Develop and support system transformation and  ensure a well-led organisation ✓ 

CO2:  Maintain financial control and performance  ✓ 

CO3: Maintain and improve quality of CCG commissioned services ✓ 

CO4:Identify and deliver the CCG’s strategic priorities ✓ 

CO5: Covid-19 Response and Recovery ✓ 
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Yes  No  N/A ✓ 
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undertaken  
(please tick) 

Yes  No  N/A ✓ 
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Key implications 

Are additional resources 
required?   

 
No 

Has there been appropriate 
clinical engagement?  

COVID-19 financial regime and processes in place 
(00155, Changes to COVID-19 finance reporting and 
approval processes). 
 

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

Via ATB members and STSFT’s clinical and operational 
staff. 
 

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

Patient insight work has started.  Patient involvement will 
be led by providers as well as the CCG where appropriate 
through the recovery planning processes. 
 

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

Assessments would be undertaken within planning 
processes for identified areas of transformation 
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1. Purpose 
 
This report is to provide assurance to the Governing Body on delivery of the national 
requirements, set for the NHS by NHS England/Improvement (NHSE/I) for the first six 
months of 2021/22.     
 
The report also provides information regarding the final ICS submissions in response to 
the national planning requirements. 
 

2. Background 
 
In March'21, the NHS in England was set its priorities for 2021/22 which are: 
 

A. Supporting the health and wellbeing of staff and taking action on recruitment 
and retention 

B. Delivering the NHS COVID vaccination programme and continuing to meet the 
needs of patients with COVID-19 

C. Building on what we have learned during the pandemic to transform the 
delivery of services, accelerate the restoration of elective and cancer care and 
manage the increasing demand on mental health services 

D. Expanding primary care capacity to improve access, local health outcomes and 
address health inequalities 

E. Transforming community and urgent and emergency care to prevent 
inappropriate attendance at emergency departments (ED), improve timely 
admission to hospital for ED patients and reduce length of stay (LoS) 

F. Working collaboratively across systems to deliver on these priorities 
 
The Government also set out an overall financial settlement for the NHS for the first half 
of the year (H1), which includes additional funding for elective recovery, system 
development and mental health and workforce development.   
 
Priorities have been set for the full year but triangulated plans across activity, workforce 
and finance were required to be submitted by the ICS for the first half of the year.  The 
exception to this was for mental health where funding was provided for the full twelve-
month period. 
 
A number of national expectations have been set out within the key priorities above 
which form part of our Sunderland specific delivery plan, following on from the recovery 
plans which were set from July'20.  An assessment for Sunderland against each of the 
national expectations is included in section 4 and in appendix 1. 

 



 

3. Planning submissions 
 
Planning submissions for the first six months of 2021/22 were required at ICS level, 
taking into account delivery and developments at place and ICP in a number of areas.   
 
A suite of submissions was required as follows: 
 

• CCG and Provider activity, workforce (primary and secondary care) and mental 
health numerical submission 

• Finance submission 

• ICS narrative which was developed initially from ICP submissions.  Some areas 
were also coordinated at an ICS level by ICS workstream leads e.g., cancer was 
provided by the Northern Cancer Alliance.   

 
The focus of the submissions was activity which followed on from the recovery 
trajectories set in phase 3 of COVID recovery.  The national expectation was that 
systems need to recover to a set trajectory of 85% of elective activity in 2019/20 by 
July'21.  These activity trajectories and subsequent in year delivery are key to the 
release of the national Elective Recovery Fund (ERF) into the ICS.   
 
Appendix 2 provides an overview across the ICS of the activity recovery against the 
2019/20 baselines for each organisation and point of delivery for the first six months.   
 
South Tyneside and Sunderland NHS Foundation Trust (STSFT) plans to recover total 
outpatient activity to 94% of 2019/20 levels and elective activity to 92% of 2019/20 
levels.  This is higher than the ICS position.  Planned diagnostics recovery is also close 
to full recovery back to 2019/20 levels for most areas except echocardiography where 
there are some known pressures.   
 
The ICS narrative is also included in appendix 3 for information.   
 
The following performance submissions were also made: 
 

• Reliance on inpatient care for people with a learning disability and/or autism – 
Agreement of trajectories with the Transforming Care Partnership (TCP) and in-
line with expectations 

• Personalised care trajectories around care plans and social prescribing – 
submissions aligned to previous Long-Term Plan (LTP) submissions 

• General practice appointments – increased appointments above 2019/20 levels 
due to current demands on general practice and vaccination appointments 

• Learning disability annual health checks – submission of a year end delivery of 
75% (against a national expectation of 70%) 

• Advice and guidance (A&G) – submission of a continued trend of A&G use 

• Two-hour crisis contacts – submission of a trajectory based on current delivery 
(78% of all crisis contacts within two hours) with further work expected as part of 
ATB priorities. 



 

• NHS 111 referrals to Same Day Emergency Care (SDEC) – submission of a 
zero-trajectory due to no baseline information and requirement to develop SDEC 
models locally and across the ICS. 

 
 

4. Sunderland delivery plan 
 
 

Appendix 1 provides a summary position with accompanying narrative of the current 
position in Sunderland against each of the national requirements.  This represents the 
position as of June'21 and considers the delivery of national requirements as part of 
CCG, ATB, STSFT and other partners as plans.   

 
This is a summary position for each of the key areas using the BRAG ratings consistent 
with phase 3 recovery reporting.  Several areas are still outstanding due to the 
requirement to understand developments at an ICS level and also due to the delay in 
some national guidance.  These are identified in the detailed update in appendix 1.  

 
# 

Requirements
Red Amber Green Blue

Further 

Information

5 0 0 8 2 0

2 0 1 3 0 0

3 0 0 5 0 0

5 0 5 4 0 0

10 0 2 9 1 1

18 0 12 7 0 5

16 2 9 5 0 0

17 1 9 8 0 1

8 1 2 1 2 2

9 0 0 11 0 0

11 1 2 7 0 0

5 0 5 0 0 0

9 2 3 2 2 0

5 0 0 5 0 0

Planning Guidance Requirement

D1. Restoring and increasing access to primary care services

D2. Implementing population health management and personalised care approaches to improve health outcomes 

E1. Transforming community services and improve discharge

E2. Ensuring the use of NHS111 as the primary  route to access urgent care and the timely admission of patients to 

Elective Recovery Fund (ERF) Gateway

B. COVID vaccinations and continuing to meet the needs of patients with COVID-19

C1. Maximise elective activity, taking full advantage of opportunities to transform delivery of services

C2. Restore full operation of cancer services

C3. Expand and improve mental health services and services for people with a learning disability and/or autism

C4. Deliver improvements in maternity care, including responding to the Ockenden review

A1. Looking after our people and helping them to recover.

A2. Belonging in the NHS and addressing  inequalities

A3. Embed new ways of working and delivering care 

A4. Grow for the future

 
Note that the number of BRAG ratings may be higher than the number of requirements 
in each section.  This is due to several areas which are required to be delivered across 
partners e.g., workforce at CCG and STSFT level. 

 
BRAG rating key:  Blue = complete, Red = not started, Amber = some concern, risks to delivery, 
Green = ongoing  

 
A considerable number of requirements are currently rated as red or amber, this reflects 
the position now and this reflects the work required in several areas linked to 
transformation priorities across ATB and STSFT and areas linked to national funding 
where clarity is required around distribution to local systems for implementation of 
national requirements.   

 
Key red and amber areas are: 
 

- Elective activity recovery linked to health inequalities and clinical prioritisation 
and waiting list management.  This includes diagnostic recovery and the 
development of Community Diagnostic Hubs (CDH) 

- Restoration of full cancer services 
- Adult and children's mental health and the delivery of the LTP, health checks for 

SMI and the mental health investment standard (MHIS) 



 

- Maternity care and in particular delivery of the recommendations from the 
Ockenden report.  Bids have been submitted and the outcome is not yet known. 

- Transforming community services and improving discharge, particularly due to 
the delivery of the two-hour crisis response and delivery in reduction of LoS. 

- Delivery of booked time slots in ED for 111 and the utilisation of 111 direct 
referral into SDEC 

 
The national requirements that are currently reporting red are as follows: 
 

Priority Area Ref No. Action Comment 

C2. Restore full 
operation of cancer 
services 

C2.viii Extension of the centralised 
clinical prioritisation and hub 
model established during the 
pandemic for cancer surgery to 
patients on cancer diagnostic 
pathways (starting with 
endoscopy where appropriate), 
ensuring a joint approach 
across cancer screening and 
symptomatic pathways 

The NCA have a 
surgical hub model 
and have not 
progressed with a hub 
for diagnostics.  The 
discussions were that 
the North East and 
Cumbria already have 
close links 
established and that 
the NCA tumour 
boards would discuss 
if these were required. 
Not in place at a local 
level 

C2. Restore full 
operation of cancer 
services 

C2. xii Embed the system-first 
approach to collaboration 
established during the pandemic 
– including centralised clinical 
triage and centralised surgical 
hubs where appropriate 

NCA hasn’t 
embedded this as a 
preferred approach. 
Clinical triage 
happens in each trust. 
All support where 
required regarding 
surgery via hub. 

C3. Expand and 
improve mental 
health services and 
services for people 
with a learning 
disability and/or 
autism 

C3. x Have a strategy and effective 
leadership for digital mental 
health, and ensure that digitally-
enabled models of therapy are 
rolled out in specific mental 
health pathways. 

Local plans to be 
identified, however 
ICS has a MH digital 
programme which we 
will support where 
appropriate 

C4. Deliver 
improvements in 
maternity care, 
including 
responding to the 
Ockenden review 

C4. iii LMS should oversee local trust 
actions to implement the seven 
immediate and essential actions 
from the Ockenden report. 

Still awaiting outcome 
from the Maternity 
Workforce & Training 
bid submitted on 6th 
May, in line with the 
Apr 21 National 
Guidance. At this 
point we remain 
unclear when NHSE 
will announce the 
level of funding 



 

agreed via the bid 
process. 

D2. Implementing 
population health 
management and 
personalised care 
approaches to 
improve health 
outcomes and 
address health 
inequalities 

D2. vii How will NHS digital weight 
management services be made 
more widely available following 
additional government 
investment announced in March 

Information that this is 
only for selected 
areas - no knowledge 
of Sunderland being 
selected to trial this.  
Raised at the ICS 
working group and 
awaiting feedback 

E2. Ensuring the use 
of NHS111 as the 
primary  route to 
access urgent care 
and the timely 
admission of 
patients to hospital 
who require it from 
emergency 
departments 

E2. iii Are there plans to maximise the 
use of booked time slots in A&E 
with an expectation that at least 
70% of all patients referred to 
an emergency department by 
NHS 111 receive a booked time 
slot to attend 

Waiting for more 
guidance to confirm 
plans. Arrival slots 
already used and are 
given to patients but 
this does not mean 
that they will be seen 
straight away, it is 
more used to stagger 
arrivals at ED. 

E2. Ensuring the use 
of NHS111 as the 
primary  route to 
access urgent care 
and the timely 
admission of 
patients to hospital 
who require it from 
emergency 
departments 

E2. iv Are there plans to maximise the 
utilisation of direct referral from 
NHS 111 to other hospital 
services (including SDEC and 
specialty hot clinics) and 
implement referral pathways 
from NHS 111 to urgent 
community and mental health 
services 

Technically in place 
for SRH but to ensure 
safety 111 direct to 
SDEC would require 
all calls via the CAS. 
Alternatively utilising 
current triage 
standards as ED.  
This is not just  
NHS 111 patients 
who currently arrive at 
ED however are 
referred to SDEC on 
assessment. 

 
 

5. Recommendations 
 
 
The Governing Body is asked to: 
 

• Note the assurance provided by the report regarding the delivery of the national 
planning requirements for 2021/22 (H1) 

• Note that the delivery plan continues to be evolve and develop as national 
guidance is released and transformation is undertaken 

• Note the requirement for further work to be undertaken regarding health 
inequalities with further updates to the committee in the future 

• Note the planning submissions made by Sunderland for 2021/22 (H1) and 
receive the final ICS narrative for information. 



 

 
Report Author: Matt Thubron 
   Head of Contracting and Performance 
 
Report Sponsor: Scott Watson 
   Director of Contracting, Informatics and Planning 
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Appendix 2 – Elective activity trajectories including diagnostics 
 
 

1st OP FU OP Total OP Non-Electives A&E

Consultant-led first 

outpatient 

attendances
(E.M.8)

Consultant-led 

follow-up outpatient 

attendances
(E.M.9)

Total outpatient 

attendances (all 

TFC; consultant and 

non consultant led)
(E.M.32)

Total number of 

Specific Acute 

elective spells
(E.M.10)

Total number of 

Specific Acute 

elective day case 

spells
(E.M.10a)

Total number of 

Specific Acute 

elective ordinary 

spells
(E.M.10b)

Number of Specific 

Acute non-elective 

spells
(E.M.11)

Total number of 

attendances at all A&E 

departments, excl. 

planned follow-up 

attendances 
(E.M.12)

NORTH ICP 90% 97% 94% 91% 92% 82% 102% 91%

GATESHEAD HEALTH NHS FOUNDATION TRUST 86% 84% 100% 82% 83% 80% 101% 80%

NORTHUMBRIA HEALTHCARE NHS FOUNDATION TRUST 87% 87% 87% 87% 87% 87% 104% 99%

THE NEWCASTLE UPON TYNE HOSPITALS NHS FOUNDATION TRUST 92% 102% 96% 94% 97% 81% 100% 89%

CENTRAL ICP 85% 88% 91% 88% 88% 90% 107% 93%

COUNTY DURHAM AND DARLINGTON NHS FOUNDATION TRUST 81% 82% 84% 82% 81% 86% 95% 85%

SOUTH TYNESIDE AND SUNDERLAND NHS FOUNDATION TRUST 88% 93% 94% 92% 92% 92% 119% 101%

SOUTH ICP 85% 82% 87% 90% 90% 89% 99% 94%

NORTH TEES AND HARTLEPOOL NHS FOUNDATION TRUST 90% 90% 90% 89% 89% 88% 100% 88%

SOUTH TEES HOSPITALS NHS FOUNDATION TRUST 83% 80% 86% 90% 90% 90% 98% 100%

NORTH CUMBRIA ICP 88% 87% 87% 94% 94% 94% 100% 98%

NORTH CUMBRIA INTEGRATED CARE NHS FOUNDATION TRUST 88% 87% 87% 94% 94% 94% 100% 98%

NORTH EAST & NORTH CUMBRIA FINAL SUBMISSION 87% 91% 91% 90% 91% 87% 102% 93%

NORTH EAST & NORTH CUMBRIA DRAFT 85% 89% 88% 85% 85% 80% 100% 93%

1  Revised daycase numbers as expected from 74% to 87% to ensure baseline and plan are comparing like with like ≥ 5% increase from draft submission 

2  Appears high due to counting and coding change - ambulatory care moved from OP to NEL ≥ 5% decrease from draft submission 

3  Revised casemix distribution between DC and Ord EL from the draft submission

NB Relevant adjustments to the baselines have been made to NUTH and NCIC to take account of the transfer of clinical oncology activity to NUTH 1st April 2021

Operational Planning 2021/22 H1

Apr 2021 - Sep 2021 (as % of 19/20 baseline) 

Electives

2

1

3

 
 
 
 
 
 
 



 

 

Diagnostic Tests - 

Magnetic Resonance 

Imaging
(E.B.26a)

Diagnostic Tests - 

Computed Tomography
(E.B.26b)

Diagnostic Tests - 

Non-Obstetric 

Ultrasound
(E.B.26c)

Diagnostic Tests - 

Colonoscopy
(E.B.26d)

Diagnostic Tests - 

Flexi Sigmoidoscopy
(E.B.26e)

Diagnostic Tests - 

Gastroscopy
(E.B.26f)

Diagnostic Tests - 

Cardiology - 

Echocardiography
(E.B.26g)

NORTH ICP 104% 103% 97% 94% 62% 89% 83%

GATESHEAD HEALTH NHS FOUNDATION TRUST 99% 102% 98% 97% 96% 99% 77%

NORTHUMBRIA HEALTHCARE NHS FOUNDATION TRUST 100% 101% 100% 102% 61% 101% 76%

THE NEWCASTLE UPON TYNE HOSPITALS NHS FOUNDATION TRUST 109% 105% 93% 83% 48% 71% 91%

CENTRAL ICP 98% 103% 101% 90% 47% 70% 84%

COUNTY DURHAM AND DARLINGTON NHS FOUNDATION TRUST 100% 100% 100% 80% 30% 58% 91%

SOUTH TYNESIDE AND SUNDERLAND NHS FOUNDATION TRUST 97% 105% 101% 102% 99% 86% 76%

SOUTH ICP 94% 79% 82% 98% 95% 97% 85%

NORTH TEES AND HARTLEPOOL NHS FOUNDATION TRUST 100% 100% 100% 100% 100% 100% 100%

SOUTH TEES HOSPITALS NHS FOUNDATION TRUST 91% 66% 68% 96% 93% 95% 76%

NORTH CUMBRIA ICP 90% 95% 107% 113% 83% 111% 76%

NORTH CUMBRIA INTEGRATED CARE NHS FOUNDATION TRUST 90% 95% 107% 113% 83% 111% 76%

NORTH EAST & NORTH CUMBRIA FINAL SUBMISSION 98% 95% 94% 96% 61% 87% 83%

Operational Planning 2021/22 H1

Apr 2021 - Sep 2021 (as % of 19/20 baseline) 

Diagnostics
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Appendix 3 – ICS Narrative 
 

2021-22%20NENC%
20ICS%20Narrative%20S

 
 
 



Sunderland Local Delivery Plan Dashboard -  2021/22 Planning Requirements.

Quarter 1

Complete/in place 7

No plans in place/will not achieve objective 7

Plans in place/risks to achievement of objective 50

Plans in place/on track to deliver objective 75

14

* A number of national requirements are delivered by multiple organisations

Planning Guidance Requirement

D1. Restoring and increasing access to primary care services

D2. Implementing population health management and personalised care approaches to improve health outco

E1. Transforming community services and improve discharge

E2. Ensuring the use of NHS111 as the primary  route to access urgent care and the timely admission of patien

Elective Recovery Fund (ERF) Gateway

B. COVID vaccinations and continuing to meet the needs of patients with COVID-19

C1. Maximise elective activity, taking full advantage of opportunities to transform delivery of services

C2. Restore full operation of cancer services

C3. Expand and improve mental health services and services for people with a learning disability and/or autism

C4. Deliver improvements in maternity care, including responding to the Ockenden review

Further Guidance/Information Required

A1. Looking after our people and helping them to recover.

A2. Belonging in the NHS and addressing  inequalities

A3. Embed new ways of working and delivering care 

A4. Grow for the future



# 

Requirements
Red Amber Green Blue

5 0 0 8 2

2 0 1 3 0

3 0 0 5 0

5 0 5 4 0

10 0 2 9 1

18 0 12 7 0

16 2 9 5 0

17 1 9 8 0

8 1 2 1 2

9 0 0 11 0

11 1 2 7 0

5 0 5 0 0

9 2 3 2 2

5 0 0 5 0

128 7 50 75 7

ealth outcomes and address 

f patients to hospital who 

r autism



Further 

Information

0 10

0 4

0 5

0 9

1 13

5 24

0 16

1 19

2 8

0 11

0 10

0 5

0 9

0 5

14 153



Sunderland System

RAG

Complete/in place

No plans in place/will not achieve objective

Plans in place/risks to achievement of objective

Plans in place/on track to deliver objective

Not Applicable

i
We encourage trusts to allow staff to carry over all unused annual leave from 

2020/21 

ii Offer flexibility for staff to take or buyback unused leave.

iii Encourage staff to take time off to recover using A/L carried from 2020/21

iv
Support staff - individual health and wellbeing conversations part of staff 

management and annual plan

v
Occupational health, wellbeing support and psychological and specialist support 

available to staff

i Develop improvement plans based on WRES data

ii Accelerate delivery of the model employer goals

A1. Looking after our people and helping them to recover.

A2. Belonging in the NHS and addressing  inequalities

A3. Embed new ways of working and delivering care 



i

Maximise the use of and potential benefits of e-rostering, to give better control 

and visibility of working patterns and to support service improvement and effective 

deployment of staff

ii

Providers are asked to show how they intend to meet the highest level of 

attainment as set out by our ‘meaningful use standards’ for e-job planning and e-
rostering.

Local systems to facilitate flexibility and staff movement across systems:

-Remote working plans

-Technology enhanced working

-Staff digital passports

i

Develop and deliver a local workforce supply plan with a focus on both recruitment 

and retention, demonstrating effective collaboration between employers to 

increase overall supply, widen labour participation in the health and care system, 

and support economic recovery.

ii

Ensure system plans draw on national interventions to introduce medical support 

workers (MSWs), and make use of associated national funding, increase health care 

support workers (HCSWs) and international recruitment of nursing staff.

iii

Support the recovery of the education and training pipeline by putting in place the 

right amount of clinical placement capacity to allow students to qualify and register 

as close to their initial expected date as possible.

iv
Develop and implement robust postgraduate (medical and dental) training 

recovery plans that integrate local training needs into service delivery planning.

v

Ensure that workforce plans cover all sectors – mental health, community health, 
primary care and hospital services. The plans should support the major expansion 

and development of integrated teams in the community, with primary care 

networks (PCNs) serving as the foundation, assisted to make full use of their 

Additional Roles Reimbursement Scheme funding, including through the options of 

rotational or joint employment.

i
Offering a first dose of the C19 vaccine to all the adult population by the end of July 

2021

B. COVID vaccinations and continuing to meet the needs of patients with COV

A4. Grow for the future

iii



ii
Be prepared for a COVID-19 re-vaccination programme from autumn, with high 

uptake ambitions for seasonal flu vaccination.

iii
Be prepared to offer COVID-19 vaccination to children, should vaccines be 

authorised for use in under 18s and recommended by the JCVI in this population.

iv Continued use of Home Oximetry

v Continued use of hospital led 'virtual wards'

vi Proactive care pathways delivered in people's homes

vii Prepare for any future potential surge in requirements for COVID patients

viii Post COVID Assessment Clinics

ix
Conduct a stocktake of both physical critical care capacity, workforce and care 

transfer services to inform next steps in creating a resilient and sustainable service

x All NHS organisations to continue to apply UK IPC guidance re COVID-19 infection.

Systems are asked to rapidly draw up delivery plans across elective inpatient, 

outpatient and diagnostic services for adults and children (including specialised 

services) for April 2021 to September 2021 that:

-maximise available physical and workforce capacity across each system (including 

via the Independent Sector- IS)

-adapting the ward environment to enhance flow and physical segregation of 

patients

-segregating elective care flow through the hospital and developing service 

transformation initiatives to drive elective recovery

ii
Prioritise the clinically most urgent patients, e.g. for cancer and P1/P2 surgical 

treatments 

iii

Incorporate clinically led, patient focused reviews and validation of the waiting list 

on an ongoing basis, to ensure effective prioritisation and manage clinical risk 

(drawing on both primary and secondary care)

iv
Include actions to maintain effective communication with patients including 

proactively reaching out to those who are clinically vulnerable

v

Address the longest waiters and ensure health inequalities are tackled throughout 

the plan, with a particular focus on analysis of waiting times by ethnicity and 

deprivation.

vi
Targeted collaborative partnerships with IS providers to support delivery of system 

capacity plans will continue be an important element of elective recovery plans.

vii
Systems are asked to recover elective activity in a way that takes full advantage of 

elective high-impact changes and transformation opportunities,

C1. Maximise elective activity, taking full advantage of opportunities to transform d

i



viii

Create clear accountability for elective recovery, and implement key supporting 

tools, at system level, including common tracking of waiting lists; clinical review 

and prioritisation; dynamic planning of elective capacity and shared capacity, 

demand and monitoring data

ix

Maximise opportunities to implement high impact service models in elective care 

at system level such as dedicated fast track hubs for high volume, low complexity 

care with standardised clinical pathways;

x

There should be dedicated elective service pathways within acute sites; elective 

activity coordination hubs for booking and scheduling across sites to tackle 

backlogs at system level

To reduce variation in access and outcomes in the following, by whole pathway 

transformation with support via the National Pathway Improvement Programme in 

conjunction with GIRFT:

- Cardiac Care

-MSK

-Eye Care

xii
Embed outpatient transformation, taking all possible steps to avoid outpatient 

attendances of low clinical value and redeploying that capacity where it is needed

xiii
Increase the mobilisation of Advice & Guidance and Patient Initiated Follow-Up 

services

xiv
Where outpatient attendances are clinically necessary, at least 25% should be 

delivered remotely by telephone or video consultation

xv
Recovery of the highest possible diagnostic activity volumes will be particularly 

critical to support elective recovery

xvi
Increase capacity and efficiencies through new Community Diagnostic Hubs (CDHs) 

and pathology and imaging networks

xvii

All systems are expected to work with regions to deliver increased capacity to meet 

the diagnostic needs for their population, in line with the recommendations of the 

Richards review.

xviii

System plans should set out their proposals for how this additional capacity will be 

delivered, including through the development of CDHs (Community Diagnostic 

Hubs)

i

Local systems, drawing on advice and analysis from their Cancer Alliance, will 

ensure that there is sufficient diagnostic and treatment capacity in place to meet 

the needs of cancer

ii
Return to the number of people waiting for longer than 62 days to the level we saw 

in February 2020 (or to the national average in February 2020 where this is lower)

iii
Meet the increased level of referrals and treatment required to address the 

shortfall in number of first treatments by March 2022.

iv
Cancer Alliances are asked to draw up a single delivery plan on behalf of their 

integrated care systems(s) ICSs) for April 2021 to September 2021

C2. Restore full operation of cancer services

xi



v

Are there plans to work with GPs and the local population to increase the number 

of people coming forward and being referred with suspected cancer, with a 

particular focus on groups under-represented among those who have come 

forward

vi

Are there plans to actively support practices as they complete the QOF Quality 

Improvement module on early cancer diagnosis, which has been continued into 

2021/22 as part of GP contract arrangements

What plans are there to work with public health commissioning teams to restore all 

cancer screening programmes.

· Breast screening to meet national standards and to recover backlogs by end of 

March 2022

· Extension of bowel screening programme to include 50 - 60 years olds, with a roll 

out to 56 year olds from April 2021

viii

Extension of the centralised clinical prioritisation and hub model established during 

the pandemic for cancer surgery to patients on cancer diagnostic pathways 

(starting with endoscopy where appropriate), ensuring a joint approach across 

cancer screening and symptomatic pathways

ix
Plans to increase take up of innovations like colon capsule endoscopy and 

Cytosponge to support effective clinical prioritisation for diagnostics

x
Acceleration of the development of Rapid Diagnostic Centre pathways for those 

cancer pathways which have been most challenged during the pandemic

xi
Restoration of first phase Targeted Lung Health Check projects at the earliest 

opportunity, and begin planning the launch of the Phase 2 projects

xii

Embed the system-first approach to collaboration established during the pandemic 

– including centralised clinical triage and centralised surgical hubs where 
appropriate

xiii

Agree personalised stratified follow up (PSFU) pathways in three additional cancer 

types and implement one by March 2022, in addition to breast, prostate and 

colorectal cancer.

xiv
Systems will be expected to meet the new Faster Diagnosis Standard from Q3, to 

be introduced initially at a level of 75%.

xv
Systems should, as soon as possible, also ensure a renewed focus on improving 

performance against the existing Cancer Waiting Times standards

xvi

Cancer Alliances are asked to draw up on behalf of their ICS(s) an action plan for 

improving operational performance, with a particular focus on pathways which are 

most adversely affecting overall performance

i
Deliver the mental health ambitions outlined in the Long Term Plan, expanding and 

transforming core mental health services

ii

Continue to increase children and young people’s access to NHS-funded 
community mental health services, noting the revised metric and importance of 

continued focus on quality of care

C3. Expand and improve mental health services and services for people with a lea

vii



iii

Delivery of physical health checks for people with Serious Mental Illness (SMI), 

noting that GPs will be incentivised to deliver the checks in 2021/22 via a 

significant strengthening of relevant QOF indicators

iv

Investing fully in community mental health, including funding for new integrated 

models for Serious Mental Illness (adult and older adult) and SDF funding to expand 

and transform services. To support this a new metric will measure those accessing 

community mental health services. To support integration with general practice, 

the NHS contract and GP contract have introduced new co-funding requirements 

for embedded additional PCN posts.

Maintain transformations and beneficial changes made as part of COVID-19, where 

clinically appropriate, including:

· 24/7 open access

· freephone all age crisis lines

· staff wellbeing hubs

vi
Maintain a focus on improving equalities across all programmes, noting the actions 

and resources identified in the Advancing Mental Health Equalities Strategy

vii
Have a workforce strategy and plan that delivers the scale of workforce growth 

required to meet LTP ambitions

viii Enable all NHS Led Provider Collaborative to go live by 1 July 2021

ix

Ensure that all providers, including in scope third sector and independent sector 

providers, submit comprehensive data to the Mental Health Services Data Set and 

IAPT Data Set

x

Have a strategy and effective leadership for digital mental health, and ensure that 

digitally-enabled models of therapy are rolled out in specific mental health 

pathways.

xi
All CCGs must, as a minimum, invest in mental health services to meet the Mental 

Health Investment Standard.

xii Progress the delivery of annual health checks for people with a learning disability.

xiii

Improve the accuracy of GP Learning Disability Registers to make sure the 

identification and coding of patients is complete, in particular for under-

represented groups such as children and young people and people from Black, 

Asian and Minority Ethnic backgrounds

xiv

Systems will be expected to maintain a strong commitment to reducing reliance on 

inpatient care for both adults and children with a learning disability, autism or 

both.

v



xv
Supported by improved community capacity to enable more people to receive 

personalised care, closer to home.

xvi

Pilots and early adopter sites for keyworkers for children and young people with 

the most complex needs will continue, with remaining areas preparing for delivery 

in 2022/23.

xvii

To tackle the inequalities experienced by people with a learning disability 

highlighted and exacerbated by the pandemic, systems are asked to implement the 

actions coming out of LeDeR reviews. The national programme requirement is for 

100% of reviews to be completed within six months of notification.

i
Improve maternity safety and meet the Immediate and Essential Actions from the 

Ockenden report.

ii

Local maternity systems (LMSs) should be taking on greater responsibility for 

ensuring that maternity services are safe for all who access them, and should be 

accountable to ICSs for doing so.

iii
LMS should oversee local trust actions to implement the seven immediate and 

essential actions from the Ockenden report.

iv

Systems are expected to continue delivery of the maternity transformation 

measures set out in the Long Term Plan, including offering every woman a 

personalised care and support plan,  implementing all elements of the Saving 

Babies’ Lives care bundle, and making progress towards the implementation of the 
continuity of carer model of midwifery

v Reopen any maternity services that have been suspended as a result of COVID-19.

vi

Remove restrictions on women’s access to support, on the basis of a risk 
assessment and in line with Supporting pregnant women using maternity services 

during the coronavirus pandemic: Actions for NHS providers.

C4. Deliver improvements in maternity care, including responding to the Oc



vii
Take active steps to help maternity staff recover from the pressures of the 

pandemic.

viii

Whilst COVID-19 remains a risk to pregnant women and their babies, the NHS in 

England must continue to implement the four actions to minimise the additional 

risk of COVID-19 for Black, Asian and minority ethnic women and their babies.

i

Systems should continue to prioritise local investment and support for PCN 

development, including enabling stronger integration of care with community-

based services.

All systems are expected to support their PCNs to:

· achieve their share of 15,500 FTE PCN roles to be in place by the end of the 

financial year, in line with the target of 26,000 by 2023/24

· expand the number of GPs towards the 6,000 target, with consistent local delivery 

of national GP recruitment and retention initiatives and thereby

· continue to make progress towards delivering 50 million more appointments in 

general practice by 2024.

iii

Systems are asked to support those practices where there are access challenges so 

that all practices are delivering appropriate pre-pandemic appointment levels 

including offering face to face consultations

iv
Systems are asked to continue to support practices to increase significantly the use 

of online consultations, as part of embedding total triage.

v Practices continue to reach out to clinically vulnerable patients

vi
Systems should support their PCNs to work closely with local communities to 

address health inequalities.

vii

Continue to tackle the backlog of clinically prioritised long-term condition 

management reviews, including: medication reviews and routine vaccinations - 

supported by QOF indicators from April

viii

Community Pharmacy Consultation Service (CPCS) has been extended, as part of 

the existing advanced service, to include the ability to receive referrals from 

General Practice and support the management of low acuity patients in alternative 

settings, supporting workload pressures

ix

Local pharmacy contractors, PCNs and GP practices should be working with their 

local LPC, LMC and regional teams to agree implementation of  the Community 

Pharmacy Consultation Service (CPCS) locally prior to being able to receive 

referrals.

i

Primary Care should be using person-centred segmentation and risk stratification 

to identify at-risk groups, those with the greatest health inequalities or the most 

complex needs, and those awaiting multiple appointments

ii

Systems should provide proactive, multi-disciplinary, cross sector support to 

patients with the greatest health inequalities, in line with the NHS Comprehensive 

Model for Personalised Care.

ii

D1. Restoring and increasing access to primary care services

D2. Implementing population health management and personalised care app



iii

Systems to develop robust plans for the prevention of ill-health, led by a 

nominated SRO, covering both primary and secondary prevention deliverables as 

outlined in the Long Term Plan

iv
Are there plans setting out how ICS allocations will be deployed in support of the 

expansion of smoking cessation services

v
Are there plans to set out how ICS allocations will be deployed in support of 

improved uptake of the NHS diabetes prevention programme

vi Are there plans to set out how ICS allocations will progress CVD prevention

vii
How will NHS digital weight management services be made more widely available 

following additional government investment announced in March

Systems are also asked to review their plans and make progress against the LTP 

high impact actions to support:

· stroke, · cardiac and · respiratory care.

ix

Systems will continue and, where possible, accelerate the delivery of existing 

requirements, including personal health budgets, social prescribing referrals and 

personalised care and support plans

x At least 1.2 million personalised care plans to be delivered in 2021/22

xi
Recruitment to three additional roles funded through the ARRS: Social Prescribing 

Link Workers, Health and Wellbeing Coaches, and Care Coordinators.

i

Are there plans to accelerate the rollout of the 2-hour crisis community health 

response at home to provide consistent national cover (8am-8pm, seven days a 

week) by April 2022

ii
Is there commitment by all community service providers to provide complete and 

accurate data to the Community Services Dataset (CSDS) in 2021/22.

iii

Systems to have achieved significant reductions in long stays during 2020/21 

equivalent to freeing up 6,000 beds and 11,000 staff across acute and community 

settings

iv
All providers to continue to deliver timely and appropriate discharge from hospital 

inpatient settings

v
How will we deliver improvement on the average length of stay with a particular 

focus on stays of more than 14 and 21 days

i
Systems are asked to continue to progress the work already underway through the 

NHS 111 First and Same Day Emergency Care programmes

E1. Transforming community services and improve discharge

E2. Ensuring the use of NHS111 as the primary  route to access urgent care and

viii



ii
Are there plans to promote the use of NHS 111 as a primary route into all urgent 

care services

iii

Are there plans to maximise the use of booked time slots in A&E with an 

expectation that at least 70% of all patients referred to an emergency department 

by NHS 111 receive a booked time slot to attend

iv

Are there plans to maximise the utilisation of direct referral from NHS 111 to other 

hospital services (including SDEC and specialty hot clinics) and implement referral 

pathways from NHS 111 to urgent community and mental health services

v

Are there plans to adopt a consistent, expanded, model of SDEC provision including 

associated acute frailty services, within all providers with a type 1 emergency 

department to avoid unnecessary hospital admissions.

vi
Will  we roll out the Emergency Care Data Set (ECDS) to all services and implement 

the collection of those measures during Q1

vii
Is the time to initial assessment for all patients presenting to A&E measured? If not 

describe how will progress.

viii
Is the proportion of patients spending more than 12 hours in A&E from time of 

arrival measured. If not describe how will progress?

ix

Is the proportion of patients spending more than one hour in A&E after they have 

been declared Clinically Ready to Proceed measured? If not describe how will 

progress.

Addressing health 

inequalities 

Plans should take due regard of the need to reduce pre-pandemic and pandemic 

related health inequalities using related waiting list data that is embedded within 

system performance frameworks to measure access, outcome and experience for 

BAME populations (and those in the bottom 20% of IMD scores)

Transforming 

outpatient services

Plans should embed outpatient transformation, taking all possible steps to avoid 

outpatient attendances of low clinical value and re-deploy capacity where needed. 

Specifically, plans should; demonstrate that Patient-Initiated Follow-up (PIFU) is 

being implemented and scaled up across at least three outpatient specialities; 

show that uptake of Advice and Guidance or similar models is being increased; 

ensure that telephone or video consultations are typically being used for at least 

25% of outpatient attendances; and provide evidence that concrete progress is 

being made to be able to capture and report full quantitative data on the above 

within the first half of 2021/22.

Elective Recovery Fund (ERF) Gateway



System led recovery

Plans should ensure that Patient Tracking List (PTL) management is undertaken at a 

system level and that all capacity (including IS) is being used to the benefit of the 

whole-system population.

Clinical validation, 

waiting list data quality 

and reducing long waits

Plans should ensure ongoing clinical validation and shared decision making 

between patients and clinicians as well as maintain a continuous focus on waiting 

list data quality



People recovery

Plans should demonstrate how the health and wellbeing of staff will be monitored, 

including through an appropriate set of measures, and that the rate of service 

restoration takes account of the need for individuals and teams to 
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Comments

All staff have been encouraged to use their AL allowance during 20/21 to minimise the carry over 

into 2021/22

As above

Regular monitoring and reporting of AL usage in place via Supervisor and Manager Self Service.  ESR 

Team to explore how to add AL usage % into monthly HR Dashboards to support strategic 

monitoring of AL usage and reporting via quarterly workforce assurance reports 

To support staff wellbeing individual health and wellbeing conversations (as per the People Plan 

2020/21) are to become a regular aspect of staff management with annually agreed plans for staff 

undertaken in the first half of this financial year. Introductory video produced and implementation 

plan, guidance and documentation agreed for roll out during May and June 2021. 

Occupational health, wellbeing support, and psychological and specialist support is available to 

staff. These have been significantly increased during the pandemic with additional Occupational 

Health capacity and access to psychological therapies is also in place. 

In relation to inequalities and diversity the Trust has developed improvement plans based on the 

latest Workforce Race Equality Standard (WRES) findings, this together with and gender pay gap 

are all part of the Equality, Diversity and Inclusion (EDI) Annual plan. The WRES 2019/2020 report 

was approved by Workforce committee and action plan has been implemented. The Trust will use 

2020/2021 data to collate the comparative WRES data and implement actions as per the data 

analysis in line with national deadlines alongside a review the ethnicity workforce pay gap report to 

further demonstrate our commitment to workforce equality. The Trust will work to make further 

advances in our recruitment, retention and promotion practices working with Stonewall as a 

Workplace Diversity Champion from April 2021 and will undertake the Employers Network for 

Equality & Inclusion equality benchmarking tool in May 2021 to determine areas of improvement/ 

best practice. The model employer goals from part of the EDI Annual plan and using local data 

alongside the WRES report and action pan we will aim to make improvements to the diversity of 

our workforce through recruitment, retention and promotion practices in line with national 

deadlines.

CCG - Currently working with our HR Providers NECS to plan the actions required for model 

employer goals at scale and those which need to be planned at CCG level.



Implementation Plan and any risks/issues monitored via the Trust's Nursing Workforce Assurance 

Group (NWAG) and Medical Workforce Assurance Group (MWAG) and actions to address these 

agreed as required.

As above.

ICS or ICP responsibility but the Trust is proposing to host an ICP wide project with the Prince's 

Trust to widen participation in health and social care careers by developing young people to fill 

vacancies in the local system.

Trust has recruited overseas nurses extensively, leaving a healthily level of Registered Nursing 

vacancies in the trust. We have also recruited Healthcare Support Workers extensively via a variety 

of means, and have only a small level of vacant posts as a result. Planned recruitment to vacancies 

takes place each year.

Primary Care: Continue to develop local and regional plans for different clinical disciplines

STSFT: Already supported through Placement Expansion Project. Expanded numbers of pre reg 

student placements, particularly in Nursing, and working with HEIs and ICS Placement Expansion 

Team to provide placements to fit in with an expanding number of pre reg programmes. Piloting 

use of CLIP model of supporting students in practice, in order to avoid blockages due to limitations 

of numbers of experienced registered professional staff to support learners.

Primary care: Ensure local training needs include postgraduate training recovery plans.  

(HEE and primary care school have post CCT fellowship schemes and there is a national fellowship 

scheme in place for medical staff and nursing staff)

STSFT: Communication from HEENE (Richard Bellamy) requesting all Educational Supervisors meet 

with trainees to discuss and document bespoke learning plans to meet training needs. Plans in 

place to deliver this, tracked through Post-Graduate Education Training Group reporting to Medical 

Workforce Assurance Group.

Continue to implement PCN workforce plans for staff to support integrated teams.  

Further work to be undertaken regionally regarding the holistic workforce and support for the 

health, social care and voluntary sectors to deliver the People Plan.  

Regional task and finish group to conclude work in respect of a joint offer for paramedics to work in 

PCNs and NEAS on a rotational basis.  

To conclude work already underway to recruit mental health practitioners to work within PCN  this 

year (50% funded by CNTW)

Trust staff vaccination programme completed

Plans in place to ensure that all clinical staff are on HealthRoster and all Consultants / SAS Doctors 

have fully signed off job plans in the e-Job Planning system.  This is being tracked through the 

Trust's Workforce Committee. This will help to improve / streamline staff deployment across the 

organisation and increase transparency. OD and Training colleagues have supported trainers / 



Small scale pilot in place but a business case and funding required to expand further. Greater co-

ordination across the ICP on delivery models also needed.

Use of F62 as a COVID ward at SRH agreed through Silver Command.

£178k is available to fund this service (covering Sunderland and South Tyneside), however, 

operational and evaluation being carried out and business case currently being worked on to 

understand recurrent costs (which will likely be greater than the funding available).

Still awaiting guidance from NHS E/I.

IS Contract in place for H1 which includes NHS Trust transfers

Considerable workforce implications and bed capacity impact . Will require financial investment for 

revenue and potential capital impact.

As above

All clinical prioritisation is clinically led, ongoing validation requires refinement and ongoing clinical 

capacity.

This requirement forms part of Clinical validation and data quality assurance group under Elective 

recovery Workstream

Longest waiters are prioritised appropriately, no current priority given based on deprivation or 

ethnicity.

System capacity plans not in place but I.S. key part of system recovery and contracts in place.

System response across ICS



See ERF response

Awaiting further guidance

Awaiting further guidance

Outpatient transformation being actively monitored through the Outpatient Recovery Workstream. 

A&G in place across all specialities.

Virtual appointments accounted for 38% of OP activity in May. Each speciality has individual 

clinically appropriate virtual targets in place.

Continued use of additional weekend and evening working being used and extra mobile van 

capacity for CT and MRI secured. Over recruitment of echo physiologists also underway. However 

still large number of patients waiting over 6 weeks.

CDH bid submitted to the ICS programme, awaiting outcome.

Awaiting further guidance

Awaiting further guidance

Capacity for cancer work continues to be prioritised.

Compared to Feb 20 there are additional pressures in  the wider system that require the same 

limited resources as patients whose final diagnosis is cancer. This is particularly the case for 

diagnostics. There remains a risk that we will see a spike or indeed an enduring increase in referrals 

that have been delayed during the pandemic and whilst we continue to see reductions in 

productivity related to necessary IPC issues. That being said, patients waiting 62 days or more are 

at pre-pandemic levels.

See above.

NCA completed narrative on behalf of ICS but further work needed to understand the impact at 

place.

These areas are being looked at preferentially for recovery and involves transformation work. Link 

to the COO led work.



The NCA have a surgical hub model and have not progressed with a hub for diagnostics.  The 

discussions were that the North East and Cumbria already have close links established and that the 

NCA tumour boards would discuss if these were required. Not in place at a local level 

Colon capsule endoscopy live in ICP however queries around agreed turnaround times and our 

referral into it.

RDC in place for SNSS.  UGI / LGI being reviewed next.  Full matrix has been developed.  Site specific 

and overall actions are being managed by cancer services. 

Newcastle and Gateshead CCG identified as the pilot.  South Tyneside and Sunderland are 

undertaking targeted lung health checks on COPD patients.

NCA hasn’t embedded this as a preferred approach. Clinical triage happens in each trust. All 
support where required regarding surgery via hub.

Breast live, colorectal and prostate in progress.  Three other areas to be identified in Q1.

Ongoing work including redesign of patient pathways and improved patient communication 

underway.  Analysis shows that in NCA those with high improvement have large numbers of breast 

and skin patients; both have FDS of over 90% across the region. Investment is likely to be required.

Cancer waiting time standards compare favourably against other Trusts.

Not yet available to understand implications for place based cancer performance

Further work required around MHIS and delivery of the priorities within ATB

Continue to work on the system reform with service providers to ensure access to services in a 

timely manner 



Practices to ensure registers are up to date

Practices to invite patients in for health checks

CCG to support practice with guidance and data reporting and communications to individuals with 

SMI

P2 - Targeted work has taken place over the last three months to improve the local position.  We 

have seen a 20% increase in achievement over the last two months

Currently exploring models of roles required to ensure maximum impact

Requires VCS submissions. Providers will work towards this during 21/22 by a data quality 

improvement plan within their contract

Local plans to be identified, however ICS has a MH digital programme which we will support where 

appropriate

P2 - This is part of our transforming care agenda, much more confident around our adult enhanced 

community model of care to prevent resilience on inpatient care. This is where our gap around 

autism provision and the business care sits.

TfC - North Cumbria and North East ICS have been successful in securing monies as an early adopter 

for Key working to avoid inpatient admissions for u18s and Sunderland was part of the bid. The 

commissioner will work with the provider collaborative to ensure that systems can be unblocked, 

navigation of complex health pathways (Autism , Mental Health and Learning disabilities) are clear 

and that a  Named Family peer support worker is aligned to Sunderland.



P2 - As noted we already have an enhanced community model of care in place and through our 

collaborative work with partners we deliver personalisation / personalised care closer to home for 

those who come under the transforming care agenda within adults. We do not send people out of 

area wherever possible and if they are sent out of area its exceptional circumstances or because 

that's what's best for the individual. I have selected amber due to capacity at a local level in terms 

of accommodation and providers options - management of the commissioning intentions database 

sits within the LA therefore they could add more detail here around any actions they have over the 

next 6 months.  

TfC - Work needs to be started within children's on developing services within the community in 

order for them to receive personalised care closer to home.   

TfC - Sunderland was part of a successful early adopter pilot for a Key worker for reducing inpatient 

admissions. Work will need to continue at a local level to develop further keyworker roles within 

Sunderland to meet the national target of 23/24 

The changes to national policy (March 21) are starting to be implemented nationally  - Reviews will 

be completed within a 6 month timescale and LEDER system now includes the deaths of patients 

with autism

Autism and BME patients will automatically have a full review - families of other cohorts will be 

asked if they would like a full LEDER review.  

The focus now is on learning and ensuring adequate commissioning representation on panels to 

ensure learning implemented at PLACE and by the system.

New database system will be operational by June 21 and Bristol system closing down. 

CCG up to date with caseload and now not carrying out any reviews until new LEDER system 

operational June 21. 

Action plan in development supported by regional discussions and will be discussed at a 

forthcoming regional LEDER steering group.  

Session with DONs planned to understand implications 

Regional webinars taking place 

STSFT: Still awaiting outcome from the Maternity Workforce & Training bid submitted on 6th May, 

in line with the Apr 21 National Guidance. At this point we remain unclear when NHSE will 

announce the level of funding agreed via the bid process.

Work continues to deliver the maternity transformation plan. For example CoC project ongoing 

progressing to timescales laid out in the national guidance, 



As per A1

Datasets developed and to be refined to support PCNs to identify areas of need

mes and address health inequalities



Information that this is only for selected areas - no knowledge of Sunderland being selected to trial 

this 

P3 is planning a workshop to consider the process for developing priorities moving forward. This 

may include a LTC approach as well as looking at specific disease areas. The respiratory already 

focus on the asks around earlier diagnosis, pulmonary rehabilitation and spirometry. From a CVD 

perspective, plans include looking at home blood pressure monitoring, familial 

hypercholestrolaemia and echo access. This is in addition to diabetes plans, which focus on a move 

to a sustainable community service which could have funding implications from 22/23 (£69,860). 

Currently we do not have a community respiratory nurses specialist - if this is identified as a priority 

this would cost approx £68,900

Personalised care planning in place but need further work around social prescribing and particularly 

the quality of plans

Current performance at 76%. Review of R@H and D2A services in process and will be built into 

these pathways. Investment liklely to get to 100%.  Review planned in P4

Community teams working with Information services to ensure that data from EMIS and MEDITECH 

are able to feed in to the reports. 

Review of roles within the IDT to support LLOS and D2A.  Business case in development to fund the 

IDT service recurrently including new roles as part of these initiatives

Mapping is currently being undertaken as part of the RAH project(s) review and reset

Review of roles within the IDT to support LLOS and D2A.  Business case in development to fund the 

IDT service recurrently including new roles as part of these initiatives

Currently working to progress NHS 111 First but work still required around SDEC

o hospital who require it from emergency departments



Waiting for more guidance to confirm plans. Arrival slots already used and are given to patients but 

this does not mean that they will be seen straight away, it is more used to stagger arrivals at ED.

STSFT: Technically in place for SRH but to ensure safety 111 direct to SDEC would require all calls 

via the CAS. Alternatively utilising current triage standards as ED.  This is not just 

NHS 111 patients who currently arrive at ED however are referred to SDEC on assessment.

Business case being presented to the ATB Exec in July.

In development, particularly relating to Pallion.

Already in place and monitored routinely.

Measured on a daily basis.

Process to capture RTP data has been introduced.

The Trust now has the ability to look at how patients access services and break this down by 

specialty as well as protected characteristic and health inclusion group. This includes having all 

patients mapped to Indices of Multiple Deprivation (IMD). The planning guidance also asks that the 

Trust take account of the impact of digital consultation channels on patient access and the Trust 

will be able to look at overall DNA rates pre and post the shift to more digital consultation and also 

split by specialty and various characteristics such as deprivation. Finally, the Trust has been asked 

to improve our ethnicity data collection and this is work is underway. 

A number of areas of outpatient transformation are set within the ERF criteria; the first of these is 

to increase the uptake of Advice and Guidance (A&G). This is an area where the Trust has already 

made significant increases over the last 12 months and will continue the promotion of A&G with 

system partners where it adds value clinically to do so. The second area is the uptake of virtual or 

remote consultations with at least >25% of patients being seen virtually as specified within the 

planning guidance. Again this is an area where the Trust performs strongly with over 35% of patient 

being seen virtually every month over the last year. The third area of outpatient transformation is 

Patient Initiated Follow Up (PIFU). The Trust is in the early stages of PIFU development but three 

specialties have already implemented PIFU with more to follow where it makes sense to do so. The 

requirement within the criteria is for the roll out in three specialties and therefore the Trust has 

already met this requirement.



The Trust is actively engaging with the system led recovery work led by the Chief Operating Officer 

network, which though the Provider Collaborative, is leading ICS wide work supporting elective 

recovery  that includes oversight of the waiting list and sharing of data across providers. Each 

provider has committed to deliver the activity thresholds as set out in the 21/22 Operational 

Planning Guidance and to offer capacity to other providers where possible and clinically 

appropriate. A range of system initiatives/commitments have been agreed such as sharing waiting 

time information, focus on long waiters, maximum 40 week wait ambition where appropriate, zero 

priority 2 patient waits beyond 1 month timeframe, best use of Independent Sector (IS) and focus 

on improvement and sharing best practice. The initial focus will be on orthopaedics and 

ophthalmology and delivery will be supported by the ICS Orthopaedic Alliance and the ICS 

Ophthalmology Alliance, both clinically led groups with membership from across the ICS. For the 

Trust maximising the use of IS sector continues to be the utilisation of Spire in Washington for 

CT/MRI scans and also the transfer of some T&O and General Surgery day cases. 

The main requirement for this element of the ERF gateway criteria is the timely weekly submission 

of the new Waiting List Minimum Dataset (WLMDS) with ongoing improvement in dataset 

completeness. The intention of the WLMDS is to introduce the information required to balance 

waiting lists by prioritising urgent need and then addressing the longest waiters (52+ weeks). The 

Trust is already submitting this return and continues to improve the data quality associated with it.

Another of the criteria is to have regular processes in place to undertake clinical validation of 

patients on waiting lists and their ongoing need for treatment or otherwise. Work is ongoing to 

improve internal systems around validation; however this is resource intensive both from an 

administrative and clinical point of view. However, this is one of the key pieces of work for the 

Elective Recovery Workstream and the Validation sub-group that sits below it. Ongoing work 

includes reassessing priority 2 & 3 patients systematically in additional to the individual clinician led 

review of patients. A Launchpad report is now place to support this.

Every patient who has asked for a pause in treatment on a waiting list has also been contacted. For 

those patients who still want to wait for treatment there is a process in place for them to be 

clinically reviewed if required. 

The main requirement for this element of the ERF gateway criteria is the timely weekly submission 

of the new Waiting List Minimum Dataset (WLMDS) with ongoing improvement in dataset 

completeness. The intention of the WLMDS is to introduce the information required to balance 

waiting lists by prioritising urgent need and then addressing the longest waiters (52+ weeks). The 

Trust is already submitting this return and continues to improve the data quality associated with it.

Another of the criteria is to have regular processes in place to undertake clinical validation of 

patients on waiting lists and their ongoing need for treatment or otherwise. Work is ongoing to 

improve internal systems around validation; however this is resource intensive both from an 

administrative and clinical point of view. However, this is one of the key pieces of work for the 

Elective Recovery Workstream and the Validation sub-group that sits below it. Ongoing work 

includes reassessing priority 2 & 3 patients systematically in additional to the individual clinician led 



There are a number gateway criteria for supporting staff, these include: Using annual leave, Health 

& Wellbeing support and Inequalities. 

In relation to annual leave all staff have been encouraged to use their annual leave allowance. 

Regular monitoring and reporting of annual leave usage in place via Supervisor and Manager Self 

Service and the ESR Team is exploring how to add annual leave usage % into monthly HR 

Dashboards to support strategic monitoring and reporting of usage and reporting. 

To support staff wellbeing individual health and wellbeing conversations (as per the People Plan 

2020/21) are to become a regular aspect of staff management with annually agreed plans for staff 

undertaken in the first half of this financial year. Introductory video produced and implementation 

plan, guidance and documentation to be agreed for roll out during May and June 2021. 

Occupational health, wellbeing support, and psychological and specialist support is available to 

staff. These have been significantly increased during the pandemic with additional Occupational 

Health capacity and access to psychological therapies is also in place. 

In relation to inequalities and diversity the Trust has developed improvement plans based on the 

latest Workforce Race Equality Standard (WRES) findings, this together with and gender pay gap 

are all part of the Equality, Diversity and Inclusion (EDI) Annual plan. The WRES 2019/2020 report 

was approved by Workforce committee and action plan has been implemented. The Trust will use 

2020/2021 data to collate the comparative WRES data and implement actions as per the data 

analysis in line with national deadlines alongside a review the ethnicity workforce pay gap report to 

further demonstrate our commitment to workforce equality. The Trust will work to make further 

advances in our recruitment, retention and promotion practices working with Stonewall as a 

Workplace Diversity Champion from April 2021 and will undertake the Employers Network for 

Equality & Inclusion equality benchmarking tool in May 2021 to determine areas of improvement/ 

best practice. The model employer goals from part of the EDI Annual plan and using local data 

alongside the WRES report and action pan we will aim to make improvements to the diversity of 

our workforce through recruitment, retention and promotion practices in line with national 

deadlines.
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Introduction 
 
This operational plan narrative is largely a 
technical commentary to accompany the 
operational planning activity and workforce 
numerical submissions. The plan uses the 
national template provided NHS E/I and focuses 
on the specific 2021/22 nationally mandated 
operational planning requirements and is not a 
comprehensive plan that describes all ICS work 
programmes. As such, the document is not written 
or intended as a public facing document.   
 
North East and North Cumbria (NENC) ICS is 
made up of four Integrated Care Partnerships 
(ICPs) and this narrative has been developed with 
contributions from ICPs as well as ICS 
programme leads and Trust Chief Operating 
Off icers.     
 
In developing place-based plans, ICPs engage 
with Local Authorities and recognise the 
importance of understanding the impact of their 
plans on other services.  
 
Underpinning the Operational Plan is our 
approach to adopting a population health led 
system to truly drive change using insight and 
intelligence. Our ICS Population Health 
Management approach aims to deliver equitable 
access and excellent experience whilst driving 
improvements in outcomes and tackling health 
inequalities. 
 
 
The NENC structure is shown here for benefit of colleagues reading this document who may be less familiar with the configuration of the NENC ICS.  
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A.  Supporting the health and wellbeing of staff and taking action on recruitment and retention 

Please set out the specific actions that, as a system, you will prioritise over the next 6 months to address the objectives below  

A1 Looking 
after our 
people and 
helping them 
to recover 

 

The recovery of our workforce is the most important aspect of post-Covid recovery.  Successful recovery of services will depend on 
having a healthy, supported and engaged workforce, and our planning, programmes and deliverables must recognise recovery as 
our priority. In March 2021, the NENC workforce Board commissioned a system piece of work to understand the priorities for 
workforce to support recovery.  A Stakeholder Engagement Forum at the end March 2021, allowed a system approach to defining 
regional priorities, across 4 themes; Retention, Careers, Occupational Health (OH) and Managing Retirement Risks; themes borne 
out of recovery discussion, but also highlighting the need to capitalise on areas highlighted through Health Education England (HEE) 
data, around the school leaver boom, and the age profile of our workforce.  The NENC ICS workforce considers the regional health 
workforce in its entirety and includes anyone involved in delivering care to the regional population; NHS, social care, volunteers, paid 
and unpaid staff.  Whilst collaboration is varied, the ambition is to have a strategy that engages all partners involved in care. 
 
The focused outcomes from the Stakeholder Engagement, aligned closely to our current workforce programme and strategy, re -
enforcing that NENC already had significant recovery programmes in place, that would largely address capacity issues, focusing on 
retention, recruitment and careers, but also ensuring the physical and mental health of our workforce was vital.   Discussions were 
underpinned by the understanding of the widening health inequalities that have emerged from COVID-19, and that interventions in 
some areas may require a more targeted response, understanding the wider economic and public health context.  
 
Within the NENC, we received funding from NHS England and NHS Improvement to undertake a Retention Pathfinding project, 
which is being driven by North Cumbria.  The aim of the project is to deep dive into staff data, understanding themes, demographics, 
and profiles of staff to understand why they are leaving, and what interventions are necessary to improve retention rates.  
Consideration is also being given to the value of the Exit interviews and processes and how they can be made more effective.  
Within the Central ICP a project has been agreed to consider generation diversity data and is lower retention data linked to the lack 
of diversity of role that millennials may look for in a career.  Much is discussed about transforming career pathways, and we need to 
think differently about how we encourage a new generation into Health and Social Care, and how does it need to be different.  We 
need to look at joint roles, across sectors, and aligning terms of employment, so that we have greater diversity of roles.  Careers are 
explored further in section A4. 
 
To further aid retention, we are undertaking a project around Mid Age Career Conversations, to understand the effectiveness of 
conversations, are they happening at the right time, and what interventions/offers are available for the ageing workforce.  How do we 
capitalise on these conversations and create roles that will encourage people to think differently about their later careers?  
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Consideration will be given to the quality of conversations, timing and whether there is a wider training need for managers to have 
effective conversations.  This is expected to be delivered during 2021/22. 
 
Some of our NHS Organisations have been utilising the NHS England / NHS Improvement People Pulse survey, which encourages 
individuals to ‘check in’ and identify how they are feeling. This has allowed employers to gain an understanding of how their staff are 
feeling and any health and wellbeing (H&WB) needs that they may have. It should only be used as an indicator as a lot of the 
responses are from administrative and clerical (A&C)  staff rather than those in clinical positions. Further consideration is being given 
at an ICS level as to how we get a better spread of the pulse survey to gain better representation of data and information.  

The NENC had a successful Great Place to Work programme and positively engaged both H&W and OH colleagues throughout the 
ICS. This has allowed us to continue with the refreshed workforce priorities with greater ease on account of it being sequential. As a 
community we also shared best practices and wellbeing resources throughout the COVID-19 pandemic. Working with colleagues 
across the NENC to encourage and promote staff vaccinations, especially in BAME communities with BAME managers.  

Consideration given to including vaccination and Lateral Flow Testing (LFT) as part of the risk assessment conversations. 

The NHS People Plan indicates that all NHS Trusts should be having annual Wellbeing Conversations with personalised plans, 
annually.  In addition to organisations implementing this, it is identified as a key ICS delivery target to ensure that these 
conversations are of a high quality and meaningful for our staff.  According to a recent audit in February 2021, we know that out of 
the 12 organisations (including NECS) that 8 have implemented HWB conversations, 3 are working towards this, and discussions in 
place around NECS.  The ICS H&WB workforce programme continues to support the system in the delivery towards this . 

The NHS People Plan indicates that all NHS Trusts should have Wellbeing Guardians to be in place and act as a critical friend. A 
recent audit (February 2021), indicated that 8 organisations had guardians in place and 2 were working towards appointing, progress 
has been made and all NENC Trusts now have a guardians in place.  Discussions are taking place with NECS.  It is identified as a 
key ICS delivery target to ensure that those appointed to these roles have the appropriate authority and knowledge and that we 
facilitate a network for them.  The ICS H&WB workforce programme continues to support the system in the delivery towards this. 

It is understood that there may not be the same level of consideration within other sectors, so a funding bid is being developed to 
ensure we can create a standardised toolkit around health & wellbeing for primary care, that provides the same level of support 
being driven through secondary care. 

Along with the Mental Health Priority, the NENC ICS launched a Resilience Hub and focus on long term sustainability of services. 
This is a place where all staff, irrelevant of their employer, can access resources online or individual support such as counselling if 
they require it. This is a significant, long term provision which goes a long way in addressing the differences available to our wider 
workforce depending on their employing organisation. We will consider wider utilisation of hubs, ensuring cross sector engagement 
and increasing capacity as we move through 2021.  
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Again, along with the Mental Health Priority, in partnership with Sunderland University, the region has undertaken a Home Working 
impact survey/pilot. This is in recognition of the immediate and long-term impact that this way of working has had on physical, 
emotional, and general wellbeing. The initial pilot has had more than 170 responses, which are being collated for analysis.  The 
project is due to report on Phase 1 pilot findings in July 21 and will be shared with the ICS.  This will inform further steps to develop 
the research aspect and also inform an implementation plan to address recommended areas of action.  Further consideration is 
being given to additional monies and how this can be expanded across the region. 
 

The NENC ICS secured funding for the Enhanced Occupational Health Pilot which will be a provision within 2 of our ICPs as a OH 
service for those in Health and Social Care (H&SC). It will initially work with Trusts based OH providers, to scope and create a world 
class OH clinical system, share resources, and expand into other ICP regions. 

Widespread utilisation of Better Health at Work Awards (BHAWAs) and commit to working towards Ambassador status is a key 
deliverable for our H&W priority. The Better Health at Work Award is an independent means of assessment by the TUC for 
employers. It is widely adopted by H&SC providers as well as independent businesses to assess their provision and practices. It is 
an effective means of audit to independently verify the quality of provision of H&W interventions.  

The 'Safe, Effective, Quality Occupational Health Service' (SEQOHS) Accreditation is also a key deliverable for our H&W priority. It 
is an independent means of assessing the clinical quality of Occupational Health Providers.  

The ICS has committed to working with the North East Ambulance Service to undertake a scoping exercise to gain a position 
statement as to the adherence, across the region to the Violence Prevention and Reduction Standard (2020). Furthermore, 
understand how a pilot of Violence Prevention & Reduction could be developed, to adopt a more detailed, system-wide approach, to 
help tackle violence and aggression incidents within organisations.  
 
Specialised Commissioning: we are working with specialised service providers to understand and support robust provider plans to 
address the health and wellbeing of staff and plans to ensure the sustainability of workforce – specifically in specialised services 
directly impact by the pandemic - neurosurgery, neurology, cardiothoracic, cardiology, vascular surgery and organ transplants. 
 
Retire-return is being used successfully in the nursing and midwifery workforce and to sustain hard to fill roles in Obstetrics and 
Gynaecology (O&G).  However, some subspecialty roles in O&G are still vacant and, generally workforce transformation and 
reconfiguration is considered as a way to improve the sustainability of services while ensuring the quality of patient care. This 
includes flexible working options, such as in Women’s Services, where an option working of 50% on acute services has been 
offered to improve retention.  MH providers are actively promoting retire and return opportunities, including bespoke project 
opportunities and direct care delivery options. 
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The MH programme leads on the Zero Suicide ambition for NENC and there is a robust, clinically led workplan in place that is 
informed by national and international best practice and includes a range of practical interventions, e.g. access to resources and 
training.  A multi-agency network is in place to harness expertise from system partners and support implementation.  The ICS staff 
suicide prevention work is supported by sub regional groups overseeing the locality focused ‘grass roots’ activity to maximise 
community engagement and joint working with Voluntary and Community Sector (CVS) partners. 
 
The region has implemented a pilot counselling service, specifically for nurses who do not speak English as their first language. 
Interpreters will be sourced on a case by case basis by the staff wellbeing team in consultation with commissioners and provider 
organisations. We are aware there are only 20 referrals available through the NEY region however, so consideration needs to be 
given as to how we maximise the benefit or expand the offer. 

 
In considering the current NENC absence rates across providers, (of which stress is a key factor) combined with requests to 
undertake additional hours/sessions and overtime, coupled with ensuring annual leave is taken, is worth specific attention as  will put 
staff recovery at risk, and will need to be continually reviewed.  This is being discussed at and considered by the regional HR 
Directors network and the Social Partnership Forum.  Staff absence has reduced from around 10% in April 2020 (6.4% COVID-19 
related) to 4.8% May 2021 (0.4% COVID-19 related).  Whilst the reduction cannot be wholly attributed to the health and wellbeing 
initiatives, it is certain that without them, levels would not have reduced to current levels. 
 

A2 Belonging 
in the NHS and 
addressing 
inequalities 
 

 
Utilising national tools, including the Workforce Race Equality Standard (WRES) report and the NHS People Plan we have created 
an ICS wide plan for Equality, Diversity and Inclusion (ED&I) which will have widespread benefit and make a tangible difference to 
improve diversity across all levels of workforce, boards and governing bodies (including leadership), underpinned by transparent and 
fair recruitment processes. 

Four NENC Foundation Trusts have volunteered to participate in the national NHS England and NHS Improvement pilot specific 
to overhauling Recruitment & Promotion practices for actual or potential discrimination, to reduce health inequalities in staff H&WB. 
Staff Health needs assessment, analysis of staff absences and cross-checking with demographic data (i.e. deprivation/postcode, 
ethnicity) to influence organisational H&WB strategies. 

Through the establishment of ICS wide staff networks of networks, we are demonstrating strong leadership and actively developing a 
framework which ensures that a strong commitment to listen, understand, support and improve the experience of our staff , 
acknowledging the different needs of protected characteristics.  

Through an audit we know that each of our Foundation Trusts have staff networks for 3 core groups; Black, Asian and minority 
ethnic groups; disability and LBGT+.  
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We also understand the areas of work which would make the greatest collective impact for each of our organisations and will include 
this as part of our programme planning. Initially, as an ICS, we have met with the staff network chairs for Black, Asian and minority 
ethnic groups and appointed a Chief Executive sponsor to make direct links with the ICS leadership. This has made an immediate 
and solid impact in terms of eliminating organisation-based challenges and initiating a cultural shift. 

We have also provided 3 virtual learning sessions led by Cherron Inko-Teriah, nationally renowned and awarded for her work on 
staff networks. These sessions have been extended to staff network chairs, ED&I leads across both Health & Social Care partners. 
They have each been well attended and resulted in both positive energy and collective actions.  

Some positive action has already begun specific to the national areas for action linked to the national pilot for recruitment processes 
mentioned above.   

The ED&I priority will develop a range of metrics and measures across the ICS to assure against the ED&I agenda.  The Plan on a 
Page, that is used to report to board will include performance data to assure developments towards targets. The plan was agreed and 
accepted by the NENC ICS Workforce Board on 10 May 2021 and is included as Appendix 1.    

Additionally, we will utilise the agreed NENC Collective Promise to our staff from Black, Asian and minority ethnic groups as a means 
in which to monitor individual and collective progress, raising concerns via the ICS workforce Board as appropriate.  
 

Exploration of the feasibility of a Fellowship Programme for staff from Black, Asian and ethnic minority groups has begun though a 
pilot involving a number of individuals from a range of NHS organisation and job roles to explore need and parameters.  

The WRES report identifies that BAME staff more likely to be involved in disciplinary process. This is a key target for the ED&I 
priority to address and we will work closely with ED&I colleagues from NHS England /and Improvement to understand the 
parameters and possibilities to remove the disciplinary gap.  

The WRES report identifies that BAME staff are less likely to be shortlisted, appointed and within senior / managerial posts. This is a 
key target for the ED&I priority to address and we will work closely with ED&I colleagues from NHS England and NHS Improvement 
to understand the parameters and possibilities to increase representation. The diversity of the Executive Leadership should be 
reflective of the staff population, which in turn should be reflective of the population in which it serves.   

Working with colleagues from NHS England and NHS Improvement throughout the NE&Y, colleagues in the NENC are members of 
a group looking specifically to address the challenges facing our nursing workforce. Some of the actions are already included in our 
ED&I priority and we are working closely together to ensure that our priorities are aligning and make a meaningful impact.  

We will consider regional plans for developing an approach to ensuring we have increasing board diversity (Non-Executive Directors) 
across organisations.   
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There are some early discussions around how we can develop digitally enabled HR systems and services to avoid exclusion. 

We will work alongside System Development & Leadership to develop talent management & leadership programmes for Black, 
Asian and Minority Ethnic Groups. All offers will be co-produced and be an enhanced offer to supplement existing leadership offers.  

Following the implementation of the Reciprocal Mentoring Programme, we will co-design a Training Management offer for Leaders 
from Black, Asian and Minority Ethnic Groups. 

We will deliver a 'System Leadership' programme for all of those working in leadership throughout the ICS. This acknowledges both 
the complexity of system working as well as the skill set required for system leadership roles which differ to those required  within 
organisation. 

We will deliver a series of Recovery & Reset interventions for ICS leaders to operate by strengthening networks and relationships, 
enhancing leadership in complex and agile environments, managing personal and operational polarities, and setting appropriate 
assurance processes. 

Leadership interventions will enhance and develop the diverse talents within the health and care workforce to fully utilise the skill 
base and adopt aspirational practice for all.  In the development and delivery of a compassionate and inclusive culture, both at 
leadership level and in terms of the offer to all of the workforce, we're making a tangible difference for the NENC 'best place to work' 
in both Health & Social Care. This in turn supports the widespread implementation and adoption of the NHS People Plan. 
 
Within NENC, the Local Maternity System (LMS) is committed to the LMS BAME action plan to assure against the 4 point action 
plan; increasing support for at-risk pregnant women from BAME background; supporting pregnant women from BAME communities 
with tailored communications; minimise risk of vitamin D deficiency; and gather the correct data. 
The LMS and the Maternity Voices Partnership (MVP) is working closely with Multi-Cultural Cumbria, Newcastle HAREF network, 
Refugee and Asylum Seekers North East and other partners to reach out to women from all ethnic backgrounds and this will be a 
key priority for 21/22. 
 

A3 Embed new 
ways of 
working and 
delivering care 
 

NENC ICS are looking to develop a Collaborative Bank Staff System to overarch the whole ICS footprint to be utilised initially by 
FTs, but to further develop a wider system approach with aspiration to link in social care and voluntary sector.  The aim is to be able 
to increase capacity across the system, make provision for necessary surge of resources into pressured organisations or networks 
as and when required, and also provision for backfill, where staff are not able to be released for necessary training. This is aimed at 
facilitating a pool bank arrangement across all professions. 

The digital passport provides a solid legal framework for staff to be deployed into other NHS organisations, building on the work of 

regional Memoranda of Understanding. It takes forward the ambition we outlined in our NHS People Plan, to support staff movement 

between organisations. It standardises and speeds up the sharing of information, allowing staff to temporarily move quickly and 



 

10 

 

easily. It enables staff to hold their own verified record of their digital identity, employment, and clearance information on their own 

smartphones in a secure application.  4 NENC Trusts have volunteered for the Digital Passport trial: Newcastle Hospitals / NEAS / 

Gateshead and North Tees.   Emerging work around Diagnostics and Cancer recovery will required the ability to move staff, further 

reiterating the need to expand this across the region. 

The NENC recognises the need to develop digital workforce strategy and to work closely across workstreams, to recognise and 

develop plans for best utilisation of digital interventions within workforce.  Work is underway to strengthen the links between the 

workstreams, aligning system digital need with workforce delivery.  The region needs to be mindful about addressing  digital 

exclusion for some of our workforce communities, and how we take steps to mitigating any emerging risks.  The digital workfor ce 

plans need to ensure interoperability across systems and organisations, and to enable accurate data to be collected around how well 

systems are integrated.  Additionally, the workforce plan for digital needs to consider how we further expand skills development and 

education for the digital workforce.  The Information Skills Development Network has been launched in the NENC ICS and needs 

further exploration about how we link with communities and higher education institutions (HEIs) to expand and explore education 

opportunities. 

Digital interventions are being considered around the diagnostic programme and community diagnostic hubs, and how the effective 

utilisation of digital solutions could allow us to deliver the recovery of services.  This may allow us to recover services at pace but 

should be considered alongside alternative working models/shift patterns and clinical engagement. 

A further programme of work is being developed in the NENC to support growing the volunteer workforce.  In North Cumbria 19 
volunteers and a project lead have been recruited to enhance support and connectivity for patients and families within 3 acute care 
wards at North Cumbria Integrated Care (NCIC) FT.  The project has been supported by funding from NHSE.  A coordinated 
response by Cumbria CVS, British Red Cross, Rotary, St John’s Ambulance and NCIC to recruit volunteers has been taken to 
support the COVID-19 vaccination programme at a County wide level and within specific PCNs. The response has been successful 
with significant numbers of volunteers recruited over a short period of time. 
 
The step-down falls prevention project has now gone live, across some parts of the region, with Age UK providing holistic 
assessments, face to face and telephone interventions to enhance rehabilitation and increase social connectivity in patients at risk of 
falling. The service is becoming well established despite a slow start due to the impact of COVID-19.  The Mental Health programme 
has an Older Peoples network in place that engages with a range of partners to support the ageing well agenda.  
 
Integrated care communities are supporting new third sector referral coordinators to provide health and welfare telephone support for 
those with cancer and mental health issues; funding has been secured for continuation of the physical health focused coordinator 
posts for 2021-22. These two posts supported over 350 referrals between 1st October 2020 and beginning of March 2021. 
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During the height of recent COVID-19 pressures a number of 3rd sector organisations provided mutual aid to NHS partners which 
included support to West Cumberland Hospital palliative care ward and ICC End of Life Hub in Wigton by providing specialist End of 
Life Care not only in people’s own homes and care homes but in community hospitals and the community nursing teams too. Third  
sector organisations have been active members of two vaccination working groups helping to design and develop suitable 
vaccination interventions and processes for unpaid carers, hard to reach groups and people with learning disabilities. They have also 
been active in PPE working groups in respect of unpaid carers. 
 
The Glenmore Trust & Richmond Fellowship have provided specialist mental health support to Cumbria Northumberland Tyne and 
Wear (CNTW) FT by supporting patients using CRISIS services and patients on discharge. 
 
Within the NENC ICS, ICPs have continued to grow and embed new roles within Primary Care Networks (PCNs) including first 
contact physiotherapists, pharmacists, and mental health workers.  A 12-month recruitment retention post in primary care, funded 
through the GP Forward View, will cover wider recruitment, on boarding and retention in all North Cumbrian practices.   By also 
establishing a productive COVID-19 vaccination programme, this has provided the opportunity for NCIC staff to work flexibly across 
North Cumbria into some GP practices and supporting Newcastle and the planned vaccination centre at Penrith. We are seeking 
ways of sustaining this flexible working on an ongoing basis through MOUs with primary care.   
 
In North ICP there are plans to facilitate discussions with all system partners to develop collaborative competency-based roles that 
can work across the system, beyond primary care to support the development of the workforce. 
 
Within Central ICP, the CCG is supporting PCNs by providing brokerage between PCNs and local providers, and the Workforce Plan  
(currently under development) will include GP / Nurse recruitment and retentions.  The GP and Nurse Career Start programme is  
well established. 

 
In the South ICP, the CCG will continue to offer support to PCNs and work with the Primary Care Training Hub (PCTH) to ensure a 
systems approach to recruitment, retention and training and education, in line with the PCTH 8 core functions, and will focus on; post-
COVID-19 training and development needs analysis; support network for practice managers and clinical staff through monthly training 
and education sessions; and GP mentorship along with other key deliverables.  

 

A4 Grow for 
the future 
 

As part of the recovery workstreams identified in March 2021, the need to develop supply and create capacity within the system 
was evident.  It was noted that as we come through the pandemic, we will face greater challenges across our workforce, which 
were already under great strain before the pandemic hit.  However, the system also recognises the opportunities that emerge from 
the last 12 months.  The health and social care workforce have been under intense scrutiny from national and international media 
but has shone a light on the great work we can do together.  NENC ICS Workforce strategy will capitalise on this, aligned to a boom 
in school leavers over the next 10 years, to look at how we encourage the next generation of health and social care workers, but 
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equally opportunities to engage with a more mature workforce that is now available locally due to the impact of COVID on 
economies. 
 
Development of services will also be aligned to health inequalities.  NENC ICS is working with PHE, HEE and NHSE&I to gather 
data across the ICPs and ICS as a whole to ensure the strategic development of growing our workforce, absolutely aligns with the 
needs of the service.  By thinking differently, strategically and systemically, we will focus attention immediately into supporting 
interventions that can address issues in our communities.  Targeted funding for public health practitioners and working with the 
prevention workstream will allow us to develop programmes of engagement in areas that need it most.   The NENC ICS 
workstreams will  also strengthen links to developing the workforce, to ensure consideration is given to interventions that wil l best 
support the inequalities agendas, such as personalised care, MECC, developing Deep end GP fellows, and closer links to Local 
Authority workforce, as an example. 
 
We acknowledge that growth of the workforce will be modest over the next 6 months, due to various issues mentioned above; 
paused international recruitment, retirement risk, turnover and recruitment to Additional Roles Reimbursement Scheme (ARRS) 
roles in primary care.  The workforce will continue to be supplemented by agency and bank staff, as well as the proposed 
collaboration with independent sector, but we will continue to work across our ICP areas to develop recruitment and retention  
strategies, enabling us to better secure our future supply. 
 
All ICPs have committed to reviewing the apprenticeship framework and understanding how the apprenticeship levy can be best 
utilised across the system, as well as considering a joint pathway across industries and sectors, creating a more diverse experience 
for the workforce.  The ICS is working with HEE, Local education Providers (LEPs) and Skills for Care to understand how we can 
expand work experience placements for school age children, not only within secondary care, but across primary care and social 
care. We will understand the barriers and work together to overcome these as a system.   
 
In conjunction with HEE, the NENC ICS will identify opportunities for using apprenticeship standards for Continuing Professional 
Development and common career progression. This will provide a vehicle for, growing the workforce to meet rising demand, 
recognition of the need to invest in new roles, education reform, expansion of apprenticeships, responding to the impact of the 
change in care settings: reactive to proactive,  hospital to community, and responding significant shift in the way services are 
provided by staff . 
 
The ICS is convening a meeting with the Deans of all regional HEIs initially, to begin to share the ICS Workforce ambitions, 
enhance relationships, develop aligned strategic direction, from student experiences, expectations and opportunities etc, and  work 
together to prepare the future workforce.  There is an ambition to extend to wider educational institutions. 
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The ICS will work with the Find Your Place programme originally aimed at expanding Medical and Dental trainees, but are now also 
developing a campaign around Nursing, and discussions about how this could be expanded to other staff groups are underway. 

The region has continued to commit to nursing and healthcare support worker (HCSW) expansion, and will continue to progress to 
meet the targets, attracting workforce through traditional routes, such as school career fairs, and college engagement, but also 
alternate routes.  In North Cumbria, there has been a significant targeted international recruitment drive, not only to increase 
numbers, but to embed cultural and pastoral interventions, such as an intensive integration programme, to improve retention.  To 
date, North Cumbria have received 87 international nurses with a total of 197 expected by the end of 2021.  We remain committed 
to achieving our target towards 50 thousand nurses, and current data indicates that in NEY we are above target predominantly due 
to improved retention and increased international recruitment.  

In relation to our HCSW targets and the zero vacancies ambition by March 2021, in December 2020 NENC had a vacancy gap of 
407, had recruited 534, and a further 645 were awaiting start dates.  This number continues to flex over time, and we currently have 
309 employed, with 471 in the system awaiting start dates.  Focus on widening skill mix remains across the region.   
 
There are broad discussions across the ICS about how we source our workforce from within our local communities and develop as 
anchor institutions. It is hoped this will support the regeneration of their local economies and providing opportunities for displaced 
workers to engage with a career in health.  Local and regional links to LEPs and Skills for care will strengthen this commitment to 
our local population.  We know that organisations from all sectors, including voluntary and social care across the region are working 
collaboratively across communities and discussions are taking place. 
 

HEE and the Postgraduate Dean for NENC are developing plans with providers, Independent sector, and primary care to ensure 

the recovery of post graduate medical and dental trainees who will have had training impacted by COVID-19. HEE are working 

system wide to ensure rotations align with service delivery need and whilst ensuring there is appropriate high-quality clinical 

supervision.   

An Effective Learning Environment programme has been established in 2021 to support future workforce supply and the 

development of placement capacity particularly for nursing, midwifery, allied health professional, pharmacy, and healthcare science 

programmes. 

Further supporting the region’s commitment to growing our own and expanding career opportunities, are the Lighthouse Lab, 
Innovation Lab and Co-ordination and response Centre, located centrally in the North ICP, but developing pathways and careers in 
health care sciences, and creating a collaborative partnership approach across NHS, public health, local authorities, HEIs and 
industry. 
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The NENC ICS is committed to developing the workforce across all streams and has robust links with primary care, mental health, 
and provider trusts, including the ambulance service.  
 
Within NENC, HEE have developed the Faculty of Advanced Practice, and the deliverables include; 

• Continuing to support 300 trainee Advanced Care Practitioners (ACPs) with over 100 trainees anticipated for 2021/22 training 
including in new specialties such as podiatry, dietetics, ophthalmology, care homes and intermediate care.  

• Work with employers to further develop the Physician Associate (PA) role, including supporting employers to provide 
preceptorships for newly qualif ied PAs. 

• Exploring a Clinical Academic Support Process (CASP) for primary care ACPs.   Developing a curriculum and programme for 
oncology ACPs for national consultation and adoption. 

• Focusing on mental health and learning disabilities trainee ACPS and recruiting dedicated specialty advisor posts. 
 
HEE will work with the ICS, and our partners to identify demand, enabling the commission high quality education and training and 
support the supervisory needs of learners. 

 
Aligned to the Primary Care Workforce Strategy group, that is accountable to the NENC ICS workforce Board, is the development of 
the Additional Role Reimbursement Scheme roles.  PCNs have submitted plans for their intended recruitment to the roles, which 
include clinical pharmacists, first contact physiotherapists, social prescribing link workers & community paramedics, which is 
designed to grow additional capacity and opportunities through Primary Care Networks, understanding the broader roles that sit 
within PCNs.  There is appetite and the system is working together to ensure aligned development of these roles, so as not to 
undermine the stability of workforce in other organisations or networks. 
 
Consideration is being given across the NENC about how we best utilise Medical Support Workers (MSW) in the region.  Early 
discussion with the system suggests there is potential to use MSW within PCNs, but there is concern over the level of clinical 
supervision that is available in the system to support the posts, particularly aligned to the potential of unemployed medical  doctors in 
the system this year.  A proposal was to further develop retire-return in PCNs to provide capacity for clinical supervision, and this will 
be taken forward for further discussion. 
  
Funding has also been provided by HEE for the General Practice Nursing and GP Fellowship programme toolkit, application forms 
and assurance checklists have been developed and circulated to primary care. 
 

Please summarise the key assumptions that underpin the numerical workforce plan submissions listed below, highlighting any key risks and issues. 

Please also set out any system actions that are critical to the delivery of the planned workforce levels where these are not set out above, including 
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recruitment and retention, use of bank and agency, redesign of teams and roles, deployment across sectors and/or organisations and sickness 

absence. 

Primary Care 

Assumptions Across the NENC ICS, Primary Care Networks (PCN) and practices will address recruitment and retention issues through 
workforce planning, alternative recruitment solutions and retention initiatives.  It is acknowledged that due to the size of the 
workforce, the geographical spread, and the significant differences both across localities within ICPs and across ICPs, the 
assumptions, issues and risks  will differ across the patch, and whilst the ICS will aim to address common themes, there will  be 
local variances that must be noted. The ICP workforce group will inform system changes in order to maximise the existing 
workforce, avoid duplication, prevent instability and deliver better patient outcomes for the population.   
 
Across the ICS, all ICPs have based workforce assumptions on the National Workforce Reporting System (NWRS) collection by 
practices.  
 
Establishment and baseline figures are based on NWRS data submitted by practices as at December 2020 for all roles with 
exception of additional roles reimbursement scheme (ARRS) funded posts.  ARRS funded roles are based on submitted 
recruitment plans by PCNs in November 2020 showing expected recruitment in 2021/22, or actual claimed WTE in Dec 2020, to 
align to the NWRS data submission. March 2021 data is not available at time of writing.  CCGs have regular meetings with PCN 
Clinical Directors, which includes understanding the PCNs plans for recruitment, a revised forecast staff plan is expected in August.  
There is a formal process in place regarding utilization of ARRS funding, in which CCGs monitor PCN recruitment against forecast 
and consider plans across the wider CCG area where recruitment is below forecast. Facilitated discussions also take place at 
system level to support the recruitment of ARRS roles such as rotational schemes for Paramedics and Mental Health workers 
 
PCNs are expecting to recruit to the maximum budget allowed for ARRS roles.  There has been little consideration on any ARRS 
numbers not recruited to in 2020/21, and there is a challenge whether this is achievable under the timescales.  There is an 
assumption that recruitment may be impacted by PCN pressure of the COVID-19 vaccine role out, but that 21/22 recruitment will 
be successful, and that PCNs fully understand the ARRS roles and they see the opportunities they present, without destabilising 
other professions/organisations across the ICS and the CCG are clear they are responsible for holding the PCNs to account.  
 
Whilst CCGs recognise the need to grow primary care workforce, there is a broad assumption that there will be no growth for GP, 
nursing, DPC (non ARRS funded) and other staff due to the inclusion of the funded ARRS roles during 2021/22, or growth 
projections are stable based on the previous year.  The zero growth reflects the balance of the aging and leaving workforce with 
reduced numbers of new clinicians into the workforce and therefore strategies such as retention schemes, Fellowship and 
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Mentorship programmes and ARRS roles support would need to be employed in order to deliver the increased activity that is 
required in general practice.   ARRS will bring in the opportunity to recruit new additional roles into primary care and support the 
need for increased appointments.  The ARRS roles recruitment is likely to take place from Q2 and therefore start in Q3 due to  PCN 
pressures and vaccine delivery.  This also reflects that there is a need for additional investment in primary care in order for there to 
be growth in non-ARRS roles to deliver increased activity. 
 
Consideration will need to be given to an increase in GPs and nurses due to the work to be undertaken in the next year to support 
fellowships, and there is an assumption that funding will continue.  There is also an assumption that funding for GP retention will 
continue to be available, and that PCT Hubs, ELE and support from HEE will continue. 
 
Plans are based on WTE, again no growth is assumed due to the aging workforce and the likelihood of loss of sessions being 
worked due to retirements, leavers or reductions in sessions being worked by the current workforce.  
 
We are aware there may be push back on GP/nurse numbers, but this has been influenced by the ability for practices to 
accommodate all the new staff coming into PC purely from an estate point of view.  This maybe something as we work more as 
systems that we can seek to use additional space but for the coming year it is a real issue in bringing in new staff. 
 
Additional Roles Reimbursable Scheme figures have been uplifted to reflect local PCN plans and the increase in available fund ing. 
Trajectories assume PCNs are able to recruit to their full allocation.    
 

Across South ICP, the CCG will work with PCNs, in line with the 2021/22 DES requirements to review workforce plans in August 

2021.  It is anticipated that Mental Health Co-ordinators will be recruited in Q1 

Actions All ICP areas, across the NENC ICS, are working to deliver the ARRS ambition, and CCGs are working with PCNs, to develop 
plans to recruit to all ARRS roles.   
 
There are various ways that ICPs are managing this at the same time as ensuring that all ARRS roles are fully planned and 
embedded, alongside the existing workforce. PCNs are also, in some areas, working together to address induction for ARRS roles 
and plans are in place to encourage sharing of resources to support this.  
 
Some areas are looking at possible joint employment opportunities with system partners to ensure roles are fully embedded and  
supported with professional supervision and development to improve retention.  The ICS/ICPs will continue to support the PCNs to 
understand wider system impact of ARRS roles. 
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Aligned to the ARRS roles, each ICP, with support from ICS will develop GP recruitment and retention plans.  Across the patch , 
PCNs are working with CCGs, ICP workforce leads and PC Training Hubs to deliver various initiatives.  There will be an emphasis 
on Recruitment & Retention. 
 
There will be targeted action on PC recruitment, and ICP leads will develop specific plans, based on demographics and current 
data to recruit to existing PCN vacancies, that will alleviate retention pressures.   
 
Continue to work with NHSE&I, HEE and our local PCTH to ensure we are championing suitable GP recruitment and retention 
initiatives whilst also looking for innovative approaches to create the best opportunities for funding, including: 

- GP and Nurse Fellowship programme  
- Supporting extra GP mentors and coaches to be trained 
- Commissioning four research projects to be undertaken by GPs to look for PC workforce retention 

 
Within West ICP there are plans to develop the preceptorship programme - Fellowship funding is supported by a new Practice 
Nurse Preceptorship post, funded by NHSE&I, facilitated by PC training hub and hosted by NCIC to roll out a fully supported and 
established preceptorship programme for newly qualified nurses in practice nursing roles.  
 
The region will continue to actively promote GP Fellowship via HEE and School of Primary Care to practices. Plans in North 
Cumbria to further promote with GP Trainee cohort, via a new GP Recruitment Facilitator. 
 
Across the ICPs PCNs will use the new Practice Nurse Leadership roles to continue to support each PCN to review GP training 
placements.   
 
They will develop opportunities to provide alternative placement arrangements and encourage PCNs to consider working across 
the PCN footprint with system partners to increase placements.   
 
In North ICP there are plans to facilitate discussions with all system partners to develop collaborative competency-based roles that 
can work across the system, beyond PC to support the development of the workforce. 
 
Building on the place-based workforce plan, work with HEE and local PCTH to develop and implement a comprehensive Training 
Needs Analysis to fully understand the education and training need of the expanding and diversifying workforce. Piloted with 
nursing workforce, and particular emphasis will be place around any identified gaps such as primary care-based training and 
supervision.  An additional piece of work is underway to understand the supervision requirements for the ARRS roles.  
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There is commitment to continue to support the Nurse Associates Programme.  Providers are working collaboratively with practices 
to increase placement capacity to undergraduate nurses in practices, building on the success experienced in nursing homes, 
maintain the existing Practice Nurse career start programme, and continue to provide Advanced Care Practitioners in Care Homes. 
 
The region will commit to reviewing PCN Education provision, and aligned to the training needs analysis, develop programmes, 
including training and education provided by specialist teams from community and acute partners to increase knowledge in primary 
care and improve system working.  
 
In the South ICP, the CCG will continue to offer support to PCNs and work with the Primary Care Training Hub to ensure a systems 
approach to recruitment, retention and training and education, in line with the PCTH 8 core functions, and will focus on  

• Post-COVID training and development needs analysis;  

• Support network for Practice Managers and Clinical staff through monthly training and education sessions;  

• GP mentorship; 

• Engagement with schools, colleges, and universities; 
• Engagement with "due to qualify" and "newly qualif ied" potential staff; 

• Supporting the pathway for recruiting staff from abroad; 

• Reviewing how protected learning time [time-in/time-out sessions] across localities can be reintroduced safely and effectively, 
post-COVID 

 
To promote system wide OH and EDI, as part of a new NHS/ICS funded pilot for 2021, two Workplace Health Improvement 
Specialists have been appointed to support primary care organisations in the North East North Cumbria (NENC) footprint with 
workplace health and wellbeing as part of the Better Health at Work scheme. Information has been sent to practices regarding 
support available and encouraged practices to engage this support.  
 
Delivery and facilitation of extensive health and well-being support for all staff including risk assessments for groups of staff most at 
risk e.g. our BAME staff.  
 
Occupational health team responsiveness to the formation of COVID-19 testing for staff and household members and extended to 
wider system colleagues (LAs, Primary Care, FIRE, POLICE, NEAS, TEWV, NHS Professionals).  Health & Wellbeing and E,D & I 
being managed regionally but need to understand related workforce issues at our ICP level to feed into regional developments. 

 

Risks and 
issues 

There are common themes for risk, across the ICS, but acknowledgement must be given to some areas having greater risk than 
others in certain circumstances. 
 
Concern that PCNs may not be able to attract suitable workforce, in line with their recruitment plans under the additional role 
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reimbursement scheme.   
 
This could result in an inability to transform at pace, meet the requirements of the Network DES or fully utilise the additio nal role 
reimbursement funding available to them, which would be a potential significant loss of ring fenced monies to Primary Care  overall 
for these new roles.   
 
This could be exacerbated by geography and demographics of workforce.   
 
COVID-19 could be a barrier to recruitment. 
 
Risks associated with ARRS: 
Risk that PCNs will recruit staff currently employed by system partners, thereby moving the vacancies elsewhere in the system, and 
potentially destabilising services, professions or organisations (in terms of vacancies and/or reducing skill/experience levels). This 
is being mitigated by encouraging PCNs to work with system partners to consider joint recruitment and also working closely with 
system partners to keep them informed of recruitment intentions. There is a requirement for PCNs to work with partners (i.e.. NEAS 
for paramedics) when recruiting Band 6 First Contact Practitioners as the PCNs cannot directly employ FCPs directly themselves.  
 
Some early collaborative work has taken place with STSFT providing services into Primary Care Networks by expanding its AHP 
workforce and in effect 'sub-contracting' to PCNs, which avoids services working in isolation, both professionally and operationally 
and enables resilience and ongoing professional development etc 
 
There is a retention risk that if PCNs do not provide a full induction for ARRS roles, staff will leave or move between PCNs as is 
already happening. Encourage PCNs to work collaboratively and undertake workforce planning and provide a full induction to 
improve retention. 
 
Concern regarding the ad-hoc nature of how funding becomes available late in the year reducing the possibility to use in a 
strategic way or alternatively, results in areas declining the funding as they are not able to carry it forward into the new year Late 
funding allocations from NHSE which impacts on ability to use strategically 
 
Limited estates opportunities, particularly with the introduction of the new ARRS roles which may require these roles to be less 
building based and more community based and focused.  
 
Risks that the processes around ARRS make it too complicated for PCNs to recruit the staff they want and need rather than what 
the rules say they can have. Number of staff currently hired solely to support vaccination work will reduce but are also currently 
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part of the 21-22 costs so will potentially limit the funding for other roles. As the new DES does not bring new specs in until later in 
the year (if at all) then maybe a perception that the roles aren’t needed.  
 
New roles are being commissioned without reference to what is actually needed within the system (i.e. will recruiting into PCNs 
reduce workload and patient presentation to other healthcare services). This has potential to impact negatively within the system 
and can contradict strategies in place at local level. 
 
Affordability and process for payment is a risk to the PCNs (claiming system is clunky and payments are always in arrears with 
PCNs taking the hit f inancially). Funding does not fully cover real costs of the staff and in some cases doesn’t even cover f ully 
salary costs. Each new staff member also needs supervision and mentoring which adds to the burden of practices / PCNs for 
which there is no funding.  Additionally, there is the issue of independent sector salary competition/incentives/bonuses, which the 
NHS cannot compete with. 
 
Retirement risk - high numbers of Practice Nurses predicted to retire in next 5-10 years which will lead to high vacancy rates and 
will further exacerbate GP pressures. Work being undertaken (as above) to mitigate this. 
 
Recruitment risk - Student nurses do not see Practice Nursing as a first destination of choice and low numbers of student 
placements in primary care results in a lack of student exposure to the role. Work being undertaken (as above) to mitigate th is. 
 
Support infrastructure for Primary Care development is needed to support PCNs bring plans to reality. 
 
Current monies for CPD funding cover registered nursing and AHPs, but the system needs access to funding to support all the 
new roles entering Primary Care. 
 
Place based system conversations could lead to different approaches across the ICP/ICS. 
 
ICP North are planning to develop a workforce across a significant number of independent contractors who are the decision 
makers around employment. While we have tried to instigate a bottom up approach to workforce planning GP practices situations 
and decisions will vary and change.   
 
While some PCNs and practices will have comprehensive workforce plans that take into account the wider workforce and partners  
etc. in reality, across the CCG, we are finding little evidence of that sort of  proactive workforce planning taking place.  
 
Retirement risk within nursing workforce with a significant proportion of our nurses aged 55+. That would, you'd expect, trigger a 
recruitment of younger nurses but the 80+ ARRS roles into Northumberland is likely to have practices holding back on nurse 
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recruitment. We are committed to provide more nurse and AHCP training places but are not guaranteed that the numbers will come 
from HEIs into primary care. 
 
Northumberland CCG have convinced our ICP colleagues to fund some additional management roles in PCNs so that they focus 
on workforce planning at the sort of level we would all like to see, but they are not yet in place. 
 
The Pharmacy workforce with Primary Care experience is limited.  [This could be mitigated through collaborative working with 
other providers e.g. Trust]; 

Risk to data quality as the PC data collection is transferred from NWRS to a new system.  Work will have to be undertaken across 
the system, with individual PCNs to assure accurate transfer of data, consistent application of guidance, time taken to embed and 
understand new system. Interim data quality issues may be evident. 

Acute, Community and Ambulance 

Assumptions It is acknowledged that due to the size of the workforce, the geographical spread, and the significant differences both across 
localities within ICPs and across ICPs, the assumptions, issues and risks will differ across the patch, and whilst the ICS will aim to 
address common themes, there will be local variances that must be noted. Trusts ICP workforce groups and ICS Workstreams will  
collaborate, to inform system changes in order to maximise the existing workforce, avoid duplication, prevent instability and deliver 
better patient outcomes for the population.   
 
North Cumbria ambulance services are supplied by the North West Ambulance Service NHS Trust (NWAS). NWAS will be 
submitting Workforce information relating to their services which will be validated by Blackpool CCG, as the lead commissioners 
for NWAS across the North West CCGs. 
 
Organisations have assumed a scenario of business as usual plus extra activity to achieve pre pandemic service levels, whilst  
recovering services, and reducing the waiting lists across the region.  It is expected that different ways of operating services will be 
retained into the future e.g. virtual appointments, which is expected to alleviate some workforce pressures.  Providers have 
assumed that they will have sufficient workforce to meet demands. 
 
Organisations assume that they will continue to recruit to posts as they become vacant and continue to work on recruitment and 
retention initiatives to increase capacity and reduce turnover. 
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Organisations across the system will continue to review and redesign clinical services to make best use of workforce capacity, 
estates, equipment and technology; providing improved access and greater resilience, whilst providing greater 
career/recruitment/retention opportunities for staff.  
 
Submissions will consider recent restructuring exercises, approved developments including same day emergency care, redesign of 
services, new workforce models and additional recruitment in a number of consultant speciality areas. Specifically, for CDDFT, this 
includes approved developments within the Trust, with workforce impacts: 
 

• Same Day Emergency Care (SDEC) at both UHND and DMH 

• Development of Emergency Departments at both UHND and DMH 
• Redesign of Care of The Elderly service including Frailty front of house 

• Redesigned Therapies workforce model 
 
In addition, there is an approved case to appoint additional 19 FTE consultants across specialties, including medicine and 
Radiology; and substantive nursing establishment on wards has been increased to allow internal cover, and reduce the reliance on 
Bank and Agency staffing.  
 
Workforce data will include all establishment staff who contribute to service provision and aligned to activity forecasting.  This will 
also include staff recruited to wider services, such as Integrated Covid Hub North East (ICHNE). 
 
Workforce plans assume continued low levels of COVID-19 patients and return to work of shielding staff enabling release of 
agency staff and reduction in bank usage. 
 
NEAS workforce submission, that provides services across the patch, and sits across all ICPs, assumes no growth in 
establishment across 111, Unscheduled Care (999) and Scheduled Care (PTS services). 
The establishment for TBYW/111 First has been removed, (c24.56 WTE) as set out in national guidance, and in doing so reduces 
the staffing requirements to the end of the year, these are set out in the table below for information , however poses a financial and 
reputational risk for NEAS as a temporary workforce has been employed to support TBY/111.  
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Recruitment of additional paramedics to support rotational working into Primary Care has not been factored in to the workforce 
assumptions should this be required working with PCN partners.  
 
Paramedic recruitment pipelines are good, and establishment is expected to be maintained. Recruitment plan in place to close the 
Clinical Care Assistant vacancies in-year. 
 

Actions Across the ICS, ICPs and trusts, there is significant work continuing, or in development to meet the needs of the region in respect 
of recovery of service. 
 
The region is continuing with the commitment to International recruitment.  In Cumbria, the ambition is to recruit 197 international 
nurses by end of Dec 2021.  CDDFT have approved the appointment of a further 100 international nurses in 2021/22. (*caveated 
by emerging risk stated below). Other organisations are also developing international recruitment plans.  
 
The region continues to develop the HCSW, after successfully achieving a zero-vacancy ambition providing additional capacity, 
including mental health, for this workforce, considering natural attrition. 
 
Providers across the region are continuing to undertake establishment reviews for all ward areas to ensure accurate and meet 
current needs and continuing to look at the support necessary to allow shielding staff to return to work.   
 
Continuing to review opportunities for available funding to enhance existing or create and develop new services or develop new 
workforce models.  For example, STSFT are introducing new roles such as the 'Advanced Clinical Professional' and 'Physician’s  
Associate' to mitigate national shortages in some medical specialties.   
 
Collaboration with the School of Radiography has enabled NUTH to reduce vacancies in Breast and Interventional radiography.  In 
Breast Surgery approval is in place to over-recruit to ensure against any impact on 2-week cancer waits from the retirement of 2 
consultants. 
 
Providers, working with the ICS and ICP leads are looking to further develop the apprenticeship career pathways, to encourage  
widening participation and develop greater opportunities to expand and encourage health and care workforce.  The system is 
looking at various development, including joint roles between health and social care, to create more diverse roles and Nursing 
Associates in 21/22 for internal Health Care Assistants, which will further support qualified nursing roles, with a number of these 
progressing to be student nurses.   
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Plans are in place to expand placement numbers from traditional pre-registration programmes and utilising several complementary 
routes including apprenticeships and master’s programmes to train more people into these roles.  It is intended that this will 
partially address some of issues around medical shortages.  
 
ICPs have undertaken work to attract people from within their communities, who may have been impacted by widening health 
inequalities, into health and social care employment, encouraging people from a range of backgrounds into employment and 
developing career pathways to enable them to progress into more senior roles including pre-registration roles.  STSFT are 
undertaking a Health Needs Assessment with their workforce, with support from Sunderland University.  The outcome will help the 
trust to understand the health inequalities within their workforce and the impact on absenteeism, presenteeism, and the utilisation 
of Occupational health services.  The trust will share learning from the assessment with other FTs. 
 
Retire-return is being used successfully in the nursing and midwifery workforce and to sustain hard to fill roles in Obstetrics and 
Gynaecology.  However, some subspecialty roles in O&G are still vacant and, generally workforce transformation and 
reconfiguration is considered as a way to improve the sustainability of services while ensuring the quality of patient care. This 
includes flexible working options, such as in Women’s Services, where an option working of 50% on acute services has been 
offered to improve retention.   
 
In Radiology, a proposed programme to link up imaging and reporting electronically using newly available technology offers huge 
potential to address workforce pressures in this area. 
 
In April, the NUTH welcomed 83 staff (70.03 WTE) Tupe’d across from the integration of Cancer Services in Cumbria, associated  
with the development of the Northern Centre for Cancer Care. 
 
Planned significant additional investment in specialty medical training from August 21: including internal medicine, radiology and 
oncology. NUTH will progress implementation of the new pay structure for SAS doctors.  
 
NEAS continues to work with CCGs and PCNs to discuss and develop rotational working models for paramedics in Primary Care. 
This will help to mitigate the risks involved with first contact practitioners/paramedics being directly employed by GP Practices 
which could in turn de-stabilise urgent and emergency care service provision across the ICP/ICS. 
 
Digital interventions will be key to allowing service recovery.  Information Systems at STSFT are being revised so that care can 
operate more seamlessly throughout South Tyneside and Sunderland – thus creating efficiency within currently available clinical 
and medical time, as staff will not be hampered by information blocks between providers and geographical locations (a historical 
consequence of the merger).  
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Specialised Commissioning:  Working with specialised service providers to understand and support robust provider plans to 
address the health and wellbeing of staff and plans to ensure the sustainability of workforce – specifically in specialised services 
directly impact by the pandemic - neurosurgery, neurology, cardiothoracic, cardiology, vascular surgery and organ transplants. 
 
A range of actions has been taken to include workforce from diverse backgrounds to become involved in decision making and 
providing views about their employment. Staff Networks have been established for BAME, LGBTQ and those with health issues, 
and work is commencing on a shared governance programme with Nurses, Midwives, and Allied Health Professionals; one of a 
small number of pilots across the country.  
 
The objective of this work is to improve job satisfaction and retention rates amongst the workforce, this will ensure that fu ture 
service plans are not disrupted by unplanned or unmitigated workforce gaps.  
 
Underpinning all of this work across the ICS, remains the continued delivery of a comprehensive health and wellbeing offer to staff, 
including psychological support services, and a commitment to working collaboratively, making use of initiatives such as the digital 
staff passport to ensure the needs of local people and the services they receive can be met. 
 

Risks and 
issues 

 
A recognised risk for the NENC ICS is the challenge of filling vacancies, across providers, and many professions.  The issues are 
varied, from lack of candidates applying to substandard calibre of candidate required for the post. 
 
This causes significant issues for organisations and networks, and review and redesign of services and systems, in the short term 
will be necessary to ensure the risk is minimised.  There is added cost to short term solutions. 
 
Provider trusts have collectively highlighted a risk in relation to the availability of staff to deliver efficiency plans and the recovery 
programme.  Whilst substantial recruitment and retention plans exist across all trusts, ICPs and ICS, the concern is that this will 
not be enough to sustain the workforce, more-so if vacancies remain unfilled. 
 
Retirement Risk is noteworthy in NENC ICS.  A significant proportion of the workforce is aged 55 or over, and this is expected to 
put pressure on recruitment and succession over the next 5 years.  Additionally, the system is unsure as to the impact of the  
pandemic and the risk of staff potentially bringing forward retirement plans due to burnout from the last year ’s work. 
 
The changes to the NHS Pension scheme may impact capacity, where the ageing workforce may be reluctant to undertake 
additional shifts or do additional sessions. 
 



 

26 

 

The potential for some of the ARRS roles to destabilise services by recruiting into the new roles from within existing services, 
creating workforce gaps in existing services and potentially creating waiting lists and longer waiting times in those services.   
 
Significant risk relating to the ongoing impact of COVID-19 on International recruitment, where India is currently our biggest source 
of international workforce supply. 
 
Workforce submissions and forecasts have been based on ESR data, and there is a risk that the data held in ESR has quality 
issues, which may impact on the accuracy of current workforce, leading to inaccurate future projections, financial risk etc.  
 
An issue has been identified where discrepancies have been noted in ESR and work is underway to align the organisations ledger 
and ESR to reflect accurate workforce numbers. It is acknowledged the workforce data across primary care and Trusts which 
spans multiple ICPs is a challenge. 
 
COVID-19 pandemic.  We do not fully understand the extent to which the system will be impacted by COVID-19 and the future 
needs of our population, as a result of widening health inequalities.   
 
The system should be aware of the risk of potential future waves, and the impact this will have on existing capacity and future 
supply. 
 
EU exit - Potential impact on the NHS is currently unknown.  This could significantly impact on all areas, not least workforce supply 
and capacity.  
 
National financial allocations for 111First have reduced for H1 2021/22, the original allocation received in 2019/20 supported 
increased staffing for Health Advisors and clinicians within NEAS. Operationally these staffing levels have been maintained, 
however they have been excluded from the workforce submission as per national guidance.  
 
This has created a financial risk for NEAS which is not sustainable long-term along with a further performance pressure with the 
risk that call answer and clinical KPIs will deteriorate further. 
 
The recommended increase in emergency care staffing following the latest ORH review within Ambulance Services has not been 
built into workforce plans, in line with finance plans (unless additional funding is received) , this creates a performance pressure 
with emergency care national standards not expected to be achieved for the year. Commissioners are working with NEAS on a 
range of transformational initiatives that will take capacity and staffing into account. 
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Significant risk of organisational competition and impact of pay gaps across sectors, including independent sector bonuses and 
incentives to encourage workforce  
 
The system must acknowledge the impact of changes in response to NHS restructure and ICS Statutory role.  Where CCGs have 
been referenced in respect of managing future workforce, a change to commissioning must not impact the delivery of service.  
 

 

Mental Health 

Assumptions;   
 
It is acknowledged that due to the size of the workforce, the geographical spread, and the significant differences both across 
localities within ICPs and across ICPs, the assumptions, issues and risks  differ across the patch, and whilst the ICS will aim to 
address common themes, there will be local variances that must be noted.  
 
Trusts, ICP workforce groups and ICS Work streams will collaborate, to inform system changes in order to maximise the existing 
workforce, avoid duplication, prevent instability and deliver better patient outcomes for the population.   
 
Due to the complexity of the provision of MH across the organisations within NENC (and across other ICSs), further detail wil l 
continue to be collated as part of the work force planning process. CNTW spans 4 ICP areas, and TEWV submission spans 
various ICPs as well as 2 ICS, therefore the submission is reflective of the diverse populations across the region.  
 
The submissions include regional and national commissioned services. We understand that this is a MH submission, but it does 
not enable us to reflect the diversity of our Learning Disability and Autism services, and in some cases the template does no t 
allow for the capture of certain details to fully illustrate provision. 
 
As an ICS, we are working as a system to achieve the ambition of the LTP for MH.  We will work collaboratively to deliver 
Community Mental Health Transformation and enable workforce expansion, and acknowledge that the service spans a diverse 
population, across multiple providers, including charitable and voluntary sectors. 
 
There are emerging structures to progress collaborative planning at place, ICP and ICS that aligns with the key mental health  
provider Trusts.  
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The ICS will work collaboratively with providers and local government. A Mental Health and Learning Disabilities Partnership 
(MHLDP) is already in place with TEWV to facilitate a whole systems approach to commissioning to address local needs and the 
implications of national LTP priorities.  
 
It is fully expected that there will be additional community prevalence of mental ill health due to the impact of COVID-19 and the 
system has tried to match this alongside plans under the LTP 
 
This is linked to: 

• Direct impact of COVID-19 (e.g. bereavement, Long COVID, impact on NHS and social care staff who treated people with 
COVID19 

• Social isolation caused by the social distancing regulations, especially “lockdowns” and school closures 

• Economic impact 
 
Initial predictions were completed in June and suggested that demand for TEWV services (“the surge”) would increase by around  

• 20% for older people 

• 40% for working age people 

• 60% for children and young people 
 
We expect this higher level of demand to start manifesting itself in late 20/21 and to continue for 3-4 years. 
 
Secondary Care referral data indicates that after an initial fall in demand during the first wave of COVID-19, demand has been 
rising.  Eating Disorder service demand is already significantly above pre-COVID levels.  Demand for inpatient beds is also very 
high. 
 
In December 2020 and January 2021, the MHLPD started to identify local areas of need to support planning and investment for 
the 2021/22 financial year. This identification was based on local intelligence via data and knowledge via provider management 
and contracts the MHLPD oversees;  
 
A wide range of proposals were suggested covering the full portfolio of work. In January 2021 commissioners, using the Mental  
Health Implementation Plan 2019/2020 – 2023/24 as a key document, were able to identify the key areas into national planning 
guidance and establish some focus areas for the proposals. 
 
Demand modelling activity is occurring to further inform the trends across the wider NENC ICS geography.  
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There will be additional recruitment planned in relation of mental health practitioner roles in PCNs as part of PCN development 
work across the ICP, this will be done in conjunction with local partners via the ongoing work across the system supported by the 
'Community Mental Health Transformation Fund' (CMHTF) which is being developed at place. 
 
There is anticipated growth in capacity associated with the delivery of IAPT services which is subject to the agreement of a 
business case to implement additional capacity, supporting an increase in referrals to meet national expectations and the 
complexity of presentations as a result of COVID-19. 
 
There is an expectation that workforce within local IAPT services will increase in recognition of increased demand and complexity 
of patients presenting following COVID-19 and that local recruitment will begin to support national drivers in Primary Care Mental 
Health provision.   
 
Workforce expansion at place is constrained due to local competing priorities i.e. inpatient staffing and skills mix review within 
TEWV.  

Actions  
Enabling process for funding to flow quickly to right place to enable delivery for intended purpose; Shared principles and jo int 
working framework, ‘open book’ approach and ability to flex funding to be responsive to need 
 
There are a range of new roles which will need to be embedded into future service delivery, as per the LTP.  
 
The NWRS template does not enable us to capture these roles but discussions have taken place internally about how we recruit.  
For example, there are well known workforce supply issues associated with nursing and psychiatry. Therefore, we will be explo ring 
how we move our resources around, better understand our skills, consider agile working and consider alternatives to recruitment 
such as digital enablers.  
 
Recruitment to the established NHS professions offset by opportunities for provision within the VCS and community organisations 
as part of community transformation.   
 
Further developments with VCS including, for example, new peer support roles, social prescribers.  
 

Understanding of numbers of unemployed, and groups affected by the pandemic, and harnessing the opportunity to have an 
economic and health impact by progressing new and innovative roles. 
 
Continue to focus on the ‘grow our own’ route for some of our nursing pathways and develop our apprenticeship opportunities 
across nursing and admin in the first instance.  
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Alongside this work, continue to develop our talent management approach (to support all staff to reach their potential) in support of 
the retention of our workforce. In time, we want this approach to reach across place and system. 
 
We recognise the HWBE of our staff is a key priority. This will feature is our future workforce plans as we begin to understand the 
impact of COVID-19 and potential for some of our staff to work differently. We will also take a generational approach to some of 
this work and tailor our offers accordingly. 
 
ED&I is also a key workforce priority. We strive for a representative workforce, reflective of our health population. Future work will 
be focused on a community-based approach.  
 
Initiatives, for example, include; 
 

• Supporting PCNs in developing the mental health practitioner model including recruitment.  

• Implementation of the IAPT model for example, (SPoC) in Sunderland (subject to agreement of a business case).    
• Continued development and implementation of the CMHTF model at place 

• Developing new workforce roles, for example, TEWV has procured a social enterprise to deliver increased peer support in 
some key services and agreed a model of internal peer workers on AMH wards.  

• Investing in advanced clinical practice roles, physician’s associates (both anticipated to help with the increasing physical 
health needs of the people we work with), and multi professional approved clinicians.  

• Strengthening workforce with neuropsychological and systemic skills in order to support individuals and families with 
increasingly complex needs as a result of COVID-19 

• Increasing our AHP and psychological workforce professions to meet the needs of both the LTP and COVID-19 related 
demand. 

• A strengthened governance and support structure including new roles for social work so that we can maximise the benefits 
of being so heavily involved in the ThinkAhead training programme. 

• Increased the number of chaplains to meet the spiritual needs of service users and staff.  

• Strengthening inpatient staffing with practice development teams, activity coordinators and peer workers and improved 
admin support. 

 
The CCGs agreed investment plans with local authorities into community resilience services in 20/21, which has increased 
voluntary sector capacity during 21/22.   
 
Current priorities include: 
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Children and Young People 
 
Neurodevelopmental 
Children’s Eating Disorder service 
CAMHS service transformation 
 
Adults, older adults and all age 
 
Safe staffing - AMH Inpatient  
Perinatal 
EIP 
Individual Placement Support 
Autism and ADHD 
Enhanced GP/PCN (alignment in Darlington) 
PCN based mental health clinicians 
ADHD/ASD services 
Care home wellbeing service & MDT roles 
PCN based mental health clinicians 

 
Risks and 
issues 

 
Oversight and governance 
Unable to correlate and review detail behind workforce and finance plans due to separate submissions required by NHSEI and 
tight turnaround time. 
 
Information collated was subject to high level review at extraordinary ICS mental health steering group 4/5/21 with identified need 
for flexible management of plans throughout year and ability to flex funding to be responsive to need 
 
Non-recurring funding and financial risks; finance plans completed on basis that funding is made recurrent: ICS expectation to 
enable longer term commitments to progress workforce expansion 
 
Feedback from initial submission 
The feedback from the initial f inance and workforce submissions identified key areas for further action.  
 
The actions include a review of the finance submission to address areas of investment that are not in line with national 
expectations.  
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This includes: 
 

• Data quality checks and rebasing from previous years to address community investment deficit. This is being addressed by the 
finance leads.  

• Review of ambulance investment by finance leads, this will include NEAS and NWAS and further enquiry by ICS leads to 
inform narrative on how this aligns to crisis and alternatives to crisis plans; work is underway with the mental health provider 
trusts and ambulance service to implement pathway improvements for people presenting with mental health needs.  

• Review of CYP and CYP ED investment by finance leads and assessment of how this has been recorded in the initial 
submission; overall investment is in line with national expectation.  

• Reported underinvestment in Perinatal services in initial f inance submission; focused piece of work has been initiated by the 
ICS NHSEI Delivery and Assurance Manager with the Perinatal Mental Health Network to review recovery plans and fully 
inform actions. 

 
Information collection 
Acute Trusts which provide mental health services have been required to submit workforce numbers in both the mental health 
workforce submission and their Trust submission. This could potentially lead to double counting of staff. We are aware that NHSE 
colleagues know of this, but we have, nevertheless, flagged it in this section.  
 
The submission requires us to align staff to services as per the LTP. Some of our services such as Pharmacy, SALT and Dietetics 
are centrally resourced to enable flex and movement to meet demand. Therefore, whilst we have had to apportion these, to meet 
the requirements of the template, it isn’t reflective of these services. 
 
Regional activity also incorporates specialist services and addictions. There isn’t an obvious area of the template to capture these 
and therefore we haven’t been able to account for our full workforce in the submission and this may impact on capacity.  
 
Workforce data from Northumbria Healthcare NHS FT is not included in the numerical mental health workforce submission for the  
following services: Community LD team, Older People’s Mental Health team and the CYP team.  This data continues to be 
collected to inform the wider ICS workforce strategy and will be added to locally held numerical databases for the mental health 
workforce.   
 
Workforce availability 
The potential for some of the ARRS roles to destabilise services by recruiting into the new roles from within existing services, 
creating workforce gaps in existing services and potentially creating waiting lists and longer waiting times in those serv ices.  
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There is also the real risk around overall ability to recruit to established professions from a workforce pool that is already stretched. 
Although we have created new and innovative posts we are very much relying on internal movement at the moment rather than 
additional capacity. 
 
Significant risk relating to the ongoing impact of COVID-19 on International recruitment, where India is currently our biggest source 
of international workforce supply. 
 
Significant risk of organisational competition and impact of pay gaps across sectors, including Impact of pay review: Scotland 4% 
increase may attract staff from NENC ICS region, private sector providers incentivising staff resulting in competition for limited 
number of staff  
 
Demand and capacity 
The future demand is uncertain, as the full impact of COVID-19, this will not be understood for some time.  Demand projection will 
potentially be widened by greater health inequalities. 
 
‘Great unknown’ – future demand still unclear and need recognition that there is further work to do and there may be changes 
throughout the year that will need a response and therefore flexibility is required. 
 
Workforce plans must reflect demand.  The demand on mental health services are directly impacted by wider determinants, e.g. 
impact of COVID-19 on communities; employment/poverty etc. can exacerbate pressures on mental health requiring local variation 
to population health management.   
 
Post-Covid19 mental health demand rises significantly in line with available forecasts:  
‘System can’t go as fast as we are being driven’; Infrastructure not in place to deliver at pace  
ICS and place-based delivery arrangements still forming  
 
The forecast increase from the pre-COVID level of referrals to the post-COVID surge level is anticipated to be around 20% for 
Adult and Older People services and 60% for CAMHS.  
  
As a system we recognise the competing recruitment demands across sectors e.g., acute primary care and MH within the ICS will  
need strategic management and there is a potential to destabilise other ICSs particularly in CAMHs.  
 
In order to mitigate this a mental health workforce plan has been developed with HEE and wider system partners. 4 areas of ac tion 
are being progressed to address workforce expansion, upskilling of staff and developmental pathways, integration of physical and 
mental health needs and exploring opportunities for new and innovative roles. A senior leadership group will oversee the work  plan 
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implementation and consider the interdependencies between services to minimise the risk of destabilisation. One provider Trust 
spans 2 ICS regions and this further informs the cross region management of the workforce.  
 
A number of innovations are being progressed including;  
 
• Developmental psychological therapy JDs so that people can develop into those roles with support – increasing retention, 

reducing drain on other services, and supporting shift in profile of workforce skill.  

• Increasing numbers of nurse associates.  

• Developing ACP roles in nursing and AHPs 
• Increased use of chaplaincy to support services and communities 

• This is aligned to national work on increasing the numbers of psychological professions that have a standard regulatory/ 
accreditation process to increase the pool and improve governance.  

• Work on easy movement between health and social care  
• CAMHS – increasing family therapy skills capacity  

• Increasing internal transfer options beyond our current scope 

• Working with Princes Trust and other organisations to recruit e.g. into activity coordinator roles to increase pool and expand 
diversity of opportunity 

• Building up internship offer with a number of organisations 
 
There is a developing ICS strategic recruitment plan to mitigate risks. The ICS Mental Health Programme has an identified wor k 
stream focusing on CAMHS, this extends to a wide network of partners working collaboratively to address recruitment and retention 
and aligns to the areas of action outlined in the workforce plans.  
 
*Clear retention plans will be identified for high risk groups and increased career pathways options will be explored   for CAMHs.; 
this will be provider led with an opportunity, via the mental health workforce leadership group, to share positive practice, lessons 
learned and where relevant scale up opportunities for system solutions. 
 
ICS progress to increase the number of school-based mental health support teams is supported and recent MHST bids have been 
successful.  
  
System change 
Impact of change in response to NHS restructure and statutory role of ICS. 
 
CMHTF changes are in development, which will impact on how current services are delivered in the future.  There is an inherent 
risk of trying to manage transformation and expansion at the same time. 
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Place based integration will be varied; changes will need to be monitored. 
 
This risk has been partially mitigated by additional provider recruitment in 20/21, investment into VCS preventive / early 
intervention services, provider use of technology such as Silvercloud, and utilising the additional funds made available through the 
government’s Spending Review.   
 
The system must acknowledge the impact of changes in response to NHS restructure and ICS Statutory role.   Where CCGs have 
been referenced in respect of managing future workforce, a change to commissioning must not impact the delivery of service.  
 
The workforce numerical submission from Tees and County Durham includes all relevant staff from the independent sector 
inpatient facilities.  However, all of the activity in these facilities is from outside the NENC ICS footprint.  We have included the 
information because the location of the facilities in the CCG area bring additional workforce and systemic pressures for the area by 
way of competition for staff and contractual/quality assurance of these facilities.   
 
Funding  
As yet, investment by CCGs has yet to be agreed. Therefore, submission will reflect our baseline at the present time. It is hoped 
that investment will be agreed in time for the final submission. We will feed this caveat into the ICS workforce programme.  
 
The investments agreed use the non-recurrent spending review money to enable most LTP targets to be achieved.  This creates 
financial risk for 22/23. 
 
CCGs are aware of the consequences of not meeting the mental health Investment standard and of the requirements of the Long 
Term Plan and are working to agree the investment for 2021/22. 
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A. B.  Continuing to meet the needs of patients with Covid-19 

Please set out the specific actions that, as a system, you will prioritise over the next 6 months to address the objectives below 

Preparations for any 
future potential surge 
requirements for 
Covid patients  

 
All ICPs have access to a COVID-19 virtual ward which is ready to stand up quickly if surge is identified. 
 
ICPs are now looking at home oximetry in other LTCs for admission avoidance and early supported discharge, for example 
COPD, but also in other areas such as mental health or learning disabilities. Supported Self-management to enable people to 
better manage their own health using remote equipment. Shared decision making to give people choice and control over how 
they manage their health at home. Personalised Care and Support Planning at centre of NHS@Home of fer. Improve 
awareness and uptake in use of ARRS roles such as Social Prescribing Link Workers and Health Coaches to support people 
in the community.  
 
PHM approaches to identify vulnerable / at risk groups and proactively target. 

 

Provision of timely 
and equitable access 
to Post Covid 
Syndrome (‘Long 
Covid’) assessment 
services. 

 

• Formalise ICS Post-COVID-19 subgroup by the end of Q1. 
 

• Involving patients and carers in developing services through identification of a patient representative to participate in the  
subgroup by the end of Q1.  

 

• In line with national direction, develop CYP COVID-19 pathway with access regionally and locally by the end of Q1. 

 

• Investigate and progress opportunities (such as regional webinars or patient resources) in education and training for 
patients and staff. Including training via the Personalised Care Institute. 

 

• Investigate whether regional MDT or place-based MDTs would support services to discuss complex and difficult cases for 

peer support and extended learning by the end of Q1 and grow these MDTs by the end of Q2.  
 

• Increase knowledge and awareness of the Post-COVID-19 clinics, working with primary care to improve referrals 

pathways and ensure that awareness and access to Long COVID-19 clinics is equitable and outcomes are consistent, 
utilising regional and national data and insight. 
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• Ensure Personalised Care approaches are embedded throughout the pathway, including ensuring people are prepared to 
attend their appointment through provision of information and opportunity to highlight what is important to them.   Use 

Shared Decision Making to support people to make the right choices for them in their recovery.  Build the use of 

Personalised Care and Support Plans into Long COVID-19 pathways to ensure the person is at the centre and plans are 
built around what works for them – ‘What Matters to You?’.  Access to community-based support such as Social 

Prescribing Link Workers, Health Coaches and Care Co-ordinators based in PCNS. 

 

 

B. C1.  Maximise elective activity, taking full advantage of the opportunities to transform the delivery of service 

Please summarise the key assumptions that underpin the activity plan submission, highlighting any key risks and issues. Please also set out any 

system actions that are critical to the delivery of the planned activity levels. 

Elective Spells 

Assumptions The NENC ICS have worked collaboratively to ensure they maximise elective activity (in particular over the summer period) taking full 
advantage of the opportunities to transform the delivery of service both within individual providers and across the ICS.  
Each provider trust has committed to deliver the elective recovery thresholds as described in the 2020/21 Operational Planning 
Guidance and where possible to go beyond. However, in order to deliver this plan providers have made several key assumptions to 
ensure that activity levels are recovered.  
 
These assumptions include:  
 

• No 4th COVID-19 wave across the NENC; 

• Planning and finance arrangements continue as per ‘2021/22 priorities and operational planning guidance’; 
• Those Trusts delivering over trajectories (at increased cost) to support ICS delivery will not be disadvantaged financially i f ICS 

trajectories are not met; 

• That there is sufficient access to diagnostic capacity, operating theatres and clinic space to deliver additional activity; 

• That there is the workforce available to deliver the additional activity that is required to meet the recovery trajectories ; 
• That where necessary patients are willing to move providers;  



 

38 

 

• That relevant gateway criteria, as outlined in the operating framework are met, and where appropriate the approach and best 
practice are shared amongst providers eg inequalities mapping approach. 
 

Actions ICS planned delivery of total acute elective spells (E.M.10) over the 6 month period April to September 2021 is 90% of the 
same period in the 19/20 baseline.     

 
NENC ICS is one of 13 Accelerator sites nationally.  The NENC Accelerator is a  collaborative scheme that has a dual purpose: 

1. 1) To change the shape of the waiting list (reduce 52ww and P2s waiting over one month) and improve RTT performance using  

collaboration and innovation across the ICS to achieve a sustainable waiting list going into winter and beyond.  

2. 2) To maximise elective activity across the ICS, delivering the ERF thresholds consistently with the aspiration to achieve 100% of 

baseline activity at system level.   

 

Delivery is supported by the system actions outlined below: 

• Shared PTL - Trusts have agreed to offer capacity to other providers where clinically appropriate and where the patient is in full 
agreement with the transfer of care.  A shared PTL in terms of pooling patients will centre on thresholds and new capacity.  The 
initial focus will be on the high-volume specialities, ophthalmology and orthopaedics, that currently account for the largest 
numbers of patients waiting over 52 weeks.  

• Maximum 40 week wait ambition - Trusts are seeking to get to maximum 40 week wait in sub-specialties (where appropriate 
e.g. orthopaedics) across the ICS as soon as possible, there will be opportunities for trusts to support each other and treat 
patients more quickly than they would have been treated otherwise. Our principle is that in doing so, patients should be 
transferred and treated by the new surgeon/diagnostic consultant with minimum rework and wherever possible without need for 
an additional outpatient appointment. The majority of pathway delivery will be provided locally and there will be maximal 
utilisation of the virtual offer. All Trusts have committed to not levelling down performance and activity. 

• Focus on long waiters - Patients will be transferred from the back of the waiting list (eg long waiters) as this will have quickest 
impact on waiting time reductions overall, however, in order to ensure maximum flexibility this may vary by sub specialty where 
it may be appropriate to move patients from the front of the pathway especially in context of the Independent Sector,  thereby 
also creating capacity to allow trusts to focus on long waiters. Patients may be asked to move from the beginning or end of the 
pathway – whichever is most appropriate. The Accelerator ambition aims to reduce the number of people waiting over 52 weeks 
from 18,410 (March 21) to 11,487 (July 21) and then to 5,382 by March 2022.  

• Zero P2 waits ambition - Commitment to move to zero P2 waits (where this standard is one month). The Accelerator ambition 
aims to reduce the number of people prioritised as P2, waiting over a month from 2,165 (March 21) to 1,095 (July 21) and then 
to 392 by March 2022.  The Provider Collaborative will closely monitor the movement of P2s across the system and support 
where possible to ensure patients have a treatment date within one month.  
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• Proactive management of P5 and P6 patients -  all P5 and P6 patients will be contacted and asked whether they would like to 
proceed or be discharged. Those who wish to proceed will be re-categorised and managed actively according to this 
categorisation. Those who do not wish to proceed will be appropriately discharged back to the care of their referrer. The aim will 
be to ‘stand down’ the categories of P5 and P6 by the end of Q1. 

• Personalised Care approaches where appropriate will support long waiters and the proactive management of P5 and P6 
patients – Shared Decision Making, Supported Self-Management, Personalised Care and Support Plans and use of the PCN 
based ARRS roles: Social Prescribing Link Workers, Health Coaches and Care Co-ordinators to enable people to manage their 
own health while waiting.  Also need to link with the NENC Waiting Well project.  There is an opportunity for staff in elective 
services to access a free training offer from the Personalised Care Institute.   

• Best use of IS across the system – including ensuring that IS contracts are managed in conjunction with the requirements of 
provider trusts.  

• Focus on improvement - benchmarking across trusts to identify variation and sharing good practice – using model hospital 
and GIRFT data to drive efficiency and outcome improvements. 

The Ophthalmology and Orthopaedic Alliances will support delivery of these actions as appropriate to the speciality.  
 
Specialised Commissioning:   

• Through the National Elective Recovery Programme specialised commissioning will focus on the recovery of specialised 
services most affected by COVID-19  pandemic: neurosurgery, neurology, cardiothoracic, cardiology, vascular surgery and 
organ transplants.   

• There will be a focus on specific specialised services that have had significant numbers of Priority 2 cancellations during the 
recent wave COVID-19 surge (neurosurgery and cardiothoracic surgery) to ensure that these are rescheduled in a timely way. 
For tertiary services this will include exploring region wide or national wide solutions to ensure timely access to services and 
minimise harm. 

• During H1 and H2 it is a specialised commissioning priority to work with providers to develop strategies for reducing patients 
waiting over 52 week. For Newcastle Upon Tyne Hospitals FT there will be a focus on Complex Spinal Surgery Waits. The 
newly established regional Spinal Surgery Networks will be key to helping develop solutions.  South Tees FT and Newcastle 
upon Tyne Hospitals FT will be working together and with commissioners to help address pressures in spinal services.  

• The Personalised Care approaches noted in the section above can also be used in specialised services.  There is significant 
opportunity to implement Shared Decision Making, Supported Self-Management, Personalised Care and Support Plans 
throughout these patient pathways. 

• There will be a nationally lead review of Adult Critical Care services to include Capacity, Workforce, Estate, Data and Finance.  
Funding has also been made available to fully establish regional ACC transfer services. 
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Risks and 
issues 

Risks and issues described here are relevant for outpatient and diagnostics: 

• Occurrence of a further surge in COVID-19 cases that impacts on bed, critical care and workforce capacity; 

• Ensuring availability of workforce whilst balancing health and well-being of staff;  

• Independent sector;   
• Appropriate reimbursement for additional activity that reimburses at potential higher cost; 

• Growth in demand – higher than pre COVID-19  levels; 

• Availability of diagnostics in a timely manner;  

• Laminar flow and overall estate for increased activity; 
• Financial risks to individual providers if delivery is not met at ICS level – need to be clear how this risk can be mitigated as will 

have an impact on how additional capacity will be delivered. 

Outpatients  

Assumptions The outpatient transformation programme across the ICS and individual providers is based on an approach that uses face to face and 
non-face to face consultations, making every contact count and empowering patients to initiate their own appointments where 
appropriate. As with the elective programme there is agreement to share good practice between providers. 
The impact of the outpatient transformation programme needs to be taken into account when comparing progress against the 2019/20 
baseline.   
Other assumptions as per elective spells above e.g. 4th wave of COVID-19, Planning and finance arrangements continue as per 
‘2021/22 priorities and operational planning guidance’. 
 

Actions ICS planned delivery of total outpatients activity (E.M. 32) over the 6 month period April to September 2021 is 91% of the 
same period in the 19/20 baseline.     
 

Accelerator information – as previous section.  
 

• Each provider Trust has committed to delivering the standards outlined in the operational guidance. This includes both the ac tivity 
and the transformational changes.  

• The digital offer will be maximised considering potential inequalities and will potentially allow support across the NE&NC geography 
between providers. 

• Providers will bring proposals where innovation is threatened so that we continue to incentivise new and improved models of care. 

• We will ensure Face to Face care will always be provided where clinical care dictates the need. 
• We will work with system partners to manage demand in a clinically appropriate manner.   
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• Shared decision making,  Supported Self-Management, Personalised Care and Support Plans can be implemented within 
outpatient services.  There is a major role for Social Prescribing Link Workers, Health Coaches and Care Co-ordinators to support 
recovery and enable people to have control over their own health. PIFU as appropriate to enable people to have more control 
over when they need an appointment. Same waiting well approach as above where needed to help manage demand. 

Risks and 
issues 

As per elective spells section. 

Diagnostic Activity 

Assumptions • Relevant validation of those waiting for diagnostic tests is completed. 

• Community diagnostic hub funding is available subject to a successful bid (capital and revenue) to increase diagnostic capacity 
and relevant workforce and equipment is available. 

• Diagnostic digital capability funding is available for LIMS, digital pathology and imaging networks. 
• Staff are willing to undertake additional work to clear backlog. 

 

Actions ICS planned delivery of diagnostics activity over the 6 month period April to September 2021as compared with the same 
period in the baseline year 19/20: magnetic imaging (98%);  computed tomography (95%); non-obstetric ultrasound (94%); 
colonoscopy (96%); Flexi sigmoidoscopy (61%); Gastroscopy (87%); Echocardiology (83%).  

 

• Providers will focus initially on diagnostic pressures that are the most pressing, such as imaging, endoscopy and echo. 

• We will work together to ensure additional capacity, including establishing community diagnostic hubs which will be targeted at 
reducing inequalities, are used to support ICS level recovery. This will include sharing of diagnostic waiting lists and resource. 

• We will develop diagnostic pathways that separate acute and non-urgent testing, promote virtual consultations, and reduce 
hospital visits to a minimum.  

• We will develop our diagnostic workforce working with HEE and local FE institutions, we will establish a training academy for  
endoscopy and will train more specialist practitioners and endoscopy nurses. 

• We will harness digital innovation and the use of artif icial intelligence, improving connectivity and digitisation across all aspects of 
diagnostics to drive efficiency, deliver seamless care across traditional boundaries and facilitate remote reporting.  

• We will develop our imaging and pathology networks building on the strength of collaborative working throughout the COVID-19 
pandemic. 

• We will ensure that duplication and unwarranted variation is driven out of pathways. 

• We will work with system partners to manage demand and implement standardised, evidence based clinical pathways, exploiting 
any GIRFT opportunities. 
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Risks and 
issues 

• Occurrence of a further surge in COVID-19 cases that impacts on bed, critical care and workforce capacity; 

• Ensuring availability of workforce whilst balancing health and well-being of staff;  

• There is limited  additional capacity to support additional diagnostic activity, the risk that IS recruit staff from NHS to boost mobile 
CT and MRI capacity. 

• Appropriate reimbursement for additional activity that reimburses at potential higher cost; 

• Growth in demand – higher than pre COVID-19  levels; 

• Availability of diagnostics in a timely manner;  

• Laminar flow and overall estate for increased activity; 

• Financial risks to individual providers if delivery is not met at ICS level – need to be clear how this risk can be mitigated as will 

have an impact on how additional capacity will be delivered. 
 

 

C2.  Restore full operation of all cancer services 

Please note that the trajectories that sit alongside this cancer narrative are based on 19/20 levels of activity, as levels of growth and recovery  are still 
unclear. The backlog trajectory is cautious given know capacity issues with diagnostics. Actions to address capacity in diagnostics are outlined in the 
plans below. Northern Cancer Alliance will use the milestone built in at end of Q2 to review and revise plans.  

Urgent cancer referrals 

Assumptions Northern Cancer Alliance (NCA) uses national and local data on referrals and inequalities to inform its focus on recovery of referrals. 
Latest data shows that referrals have recovered to pre-pandemic levels, although the shortfall in referrals over the last year is close to 
20,000 in real terms and even greater when factoring in normal growth in demand. We assume that referrals will exceed pre 
pandemic levels in some pathways and will not achieve those levels in others based on pathway changes.  

 

Actions  

• We aim to triangulate the data on referrals against those of 1st treatments, then overlay this with COVID-19 equity pack data to 
set priorities to recover the shortfall which equates to about 3,000 treatments. E.g. breast has high referrals but lower 1st  
treatments- this may mean we are seeing 'worried well', overlaying this with inequalities we can see the need for targeted work to 
improve referrals from BAME and deprived communities (possibly amplified change to open invites to screening).  

• We also use local data intelligence relating to late presentation for specific tumour sites (including urological/ head and neck 
cancers) to support prioritisation. 
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• We will develop a targeted communications plan including mapping areas / communities across the ICS , including for BAME 
communities, people with a learning disability and communities/people in digital poverty or deprivation. 

• We will work with communities, building on partnerships/community assets using social marketing and co design to produce 
effective Help Us Help You (HUHY) interventions.   

• Support community cancer awareness posts working with local communities promoting signs and symptoms and improving 
access to services for those targeted communities.  

• Refresh the cancer champion project in practices working to increase uptake screening and audits of patients who have had 
cancer diagnoses. 

• We will refine best practice referral management, including standard referral forms and decision support tools, in place in p rimary 
and secondary care ensuring processes are in place for the evolving rapid diagnostic pathways including the combined UGI/LGI 
pathway.  

• We will develop self-referral for breast cancer as part of the managed clinical network (MCN) for breast services and standardise 
this pathway across the NCA. 

• We will work with PCNs, supported by CRUK team, targeting specific practices based on referral data /demographics to 
standardise investigations in primary care, minimising unnecessary hospital visits and enabling equitable prioritisation. We will 
improve access to, and quality of, advice and guidance available to primary care pre-referral and work in partnership with PCNs 
to deliver HUHY communication activities into vaccine centres. 

• We will standardise the use of teledermatology in the skin pathway to mitigate the impact of social distancing/cleaning on this 
pathway. 

• In Newcastle and Gateshead we will rollout Targeted Lung Health Checks to all practices, with a focus on maximising uptake in 
our most deprived communities through targeted comms and engagement. This will include ensuring that the mobile scanner van 
is located in community settings which are easy to access via public transport. Additional support will be offered to patients with 
special requirements to ensure that they can actively engage in the process (e.g. for people with a learning disability, they  will 
have the option to receive support from their local Community Learning Disability Teams at their appointment and will also be  
offered support to understand their results). Stop smoking support will be offered to every current smoker as part of their Lung 
Health Check. 

• NCA is a keen partner of the Grail study, we have engaged well with the study team and supported the development of the 
rollout with clinical leadership and GP time to maximise take up of the study in NCA, including in our rural areas. We plan to 
include recruitment to the study in the objectives of our cancer community awareness workers to ensure recruitment to the study 
is supported in the deprived communities that they support. 
 

Risks and 
issues 

• High levels of deprivation are evident across the NENC and inequalities affect the cancer outcomes of the population.  

• Earlier presentation, screening and faster diagnostics lead to improved outcomes. All these factors were impacted by COVID-19, 
and although plans are in place to mitigate this, the negative impact will still be seen on the ambition for stage shift in diagnosis 
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• We are concerned that people will still not want to use health services due to the pandemic either through fear or altruism.  

• An increase in 2WW referrals will increase pressure on diagnostic capacity potentially increasing demand by up to 25,000 tests 
over and above normal growth in demand and mitigating plans are required in order to support the services and staff to be 
resilient. This resilience plan must also be cognisant of the impact on diagnostics services of the bowel screening age extension 
and the overall impact of COVID-19 on the workforce. 

• Improvements to 2ww referral information are required as part of this work. Primary Care education and communications will be 
supported by secondary care to improve the quality of 2ww referrals (e.g. ensure NG12 guidelines are met, ensure pre-referral 
tests are completed) 

 

Cancer treatment volumes 

Assumptions • Increased numbers of 2WW referrals will increase pressure on treatment capacity which also has reduced throughput. 
• Activity is increasing; however, backlogs and current performance are impacted by reduced throughput and particular tumour 

groups are not yet recovered (head and neck, urology and breast) 

• Staff absences due to COVID-19  are decreasing but social distancing and increased settle time is impacting capacity.  
 

• NCA is reviewing non-surgical oncology services as the current workforce is insufficient to sustain the existing model due to the 
expected retirements and current vacancies, compounded by increasing regional treatment activity and the advent of new 
treatments e.g. immunotherapies. 

Actions • NCA is supporting the development of a digital PTL (based on the local data developed to inform the cancer hub) in one ICP. We 
will use this development as a 'proof of concept' to improve oversight and allow us to take a system first approach to 
capacity/demand (with certain geographical limitations) and help services to more efficiently plan capacity based on (close to) 
real time local data. We will model capacity at all stages from pathway including available stage shift data (rapid registry) as this 
is likely to impact services through higher demand on SACT and radiotherapy. 

• We will maintain current good performance on the Faster Diagnosis standard:  

• NCA has four pathway boards in place for lung, urology, upper GI and lower GI. These boards have a broad membership 
including a designated lay rep for each and come together to work on national and regional recommendations. All of these 
boards have a task and finish group in place addressing inequalities in that pathway.  

• We will implement the regionally agreed optimal pathways for ovarian cancer and head and neck cancer.  

• 4 cancer ICP groups are well established to review recovery, delivery of rapid diagnostics and pressured specialties  We are 
supporting navigation in cancer pathways primarily through the development of rapid diagnostic approaches but also through the 
work of the ICP cancer facilitation posts. 

• Following recommendations from the 4 GIRFT lung cancer visits, the lung pathway board agreed that in Q1/2 each FT will 
perform an audit of lung cancer patients diagnosed from 1st July until end of December 2019 Stage I/II PS0-2 NSCLC that did 
not have surgery. Outcomes from this audit to be reported back to the pathway board for assessment of unwarranted variation.  
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• We will address the reduction in performance in the breast pathway through the introduction of the managed clinical network and 
improved diagnostic capacity gained by shared workforce. Membership of the group who lead this work includes an NCA lay 
representative who brings the perspective of someone with lived experience along with a wider understanding of the patient 
experience through her work with Breast Cancer Now service pledge project. 

• We have dedicated ICP facilitation support to the urology pathway which has long standing issues in late stage presentation in 
one ICP (areas of greatest deprivation) and coordination of the pathway in another ICP. We have supported a shared post 
across three trusts to improve navigation for these patients. 

• The actions from the review of non-surgical oncology including the potential development of a Managed Clinical Network (MCN) 
that is patient focussed, clinically led and adheres to agreed principles. This is in response to recognised vulnerabilities in the 
current model and should improve the equitable and timely delivery of chemotherapy and radiotherapy across the ICS.  

• Active and engaged radiotherapy ODN is in place, with workplan developed and shared for 21/22. The ODN will continue to align 
radiotherapy services at NCCC (Carlisle) to NCCC (Newcastle) and JCUH and will review delivery of lung SABR at NCCC 
(Carlisle) to enable access to advanced and innovative treatments for patients closer to home. 

 

Specialised Commissioning will support access to optimal treatment via Radiotherapy and Children’s and Teenage and Young 
Adult Operational Delivery Networks.  We will work with the relevant Tertiary and Quaternary centres to ensure regional and supra-

regional pathways are restored, reflecting any positive changes implemented during the pandemic. 

Risks and 
issues 

 

• Robust forecasts and trajectories are required for capacity planning – however, the full impact of the pandemic has not yet fully 
been understood, particularly in relation to the impact on population health and subsequent risk of cancer. 

•  Stage migration -Preliminary analysis in trusts suggest a reduction in patients diagnosed at stages 1-2 due to the pandemic.  

• We need to develop work on genomics to complete implementation of NICE DG27 and start work on DG42. Turnaround times at 
the labs need to be improved, we will address this with the ICS pathology group. 

 

Patients waiting 63 or more days 

Assumptions NCA backlogs include upper and lower GI, gynae, urology and skin. Pre-COVID-19 backlogs have increased during the pandemic 
and Trusts are reducing long waiters, prioritising by clinical need and length of wait. There is variation and trusts with higher backlogs 
are being supported with action planning to reduce, latest data is that some have reduced backlogs to below 2019 levels, but work 
continues to focus on those most pressured. 

Actions • UGI/LGI - there is significant variation in endoscopy capacity/backlogs between trusts. Improvement is supported by introduction 
of the combined abdominal symptoms pathway, increased CTC capacity, introduction of Colon Capsule Endoscopy across NCA, 
targeting of cytosponge.  
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• We are actively engaged with outliers to ensure that the developing action plans are robust and consistent (e.g looking at 
backlogs in both screening and symptomatic, ensuring all patients in a waiting list are clinically prioritised to the same standards).  

• We are actively engaged in the NEY initiative working on training for endoscopy.  
• We have a well-established ICS programme of work on endoscopy looking at working patterns, additional lists/ worklist sharing 

and scoping innovation in the pathway (e.g Olympus system to reduce DNAs). 

• We are supporting the deployment of navigation across cancer pathways, Using local data and the CADEAS equity data pack we 
have identified the following priority pathways for the ICP posts to focus on : lung, skin, urology and gynae.  

• We will work across the ICS to understand the level of patients waiting 33-62 days to determine an optimal PTL size to then 
achieve this level equitably. 

• 104 day waits risk assessments are in place but will need to be refreshed until backlogs are reduced. 

• Although nationally Feb 20 is baseline, working with trusts, we aim for a backlog level that facilitates improved delivery of CWT 
standards 

Risks and 
issues 

• Diagnostic capacity is improving but the reduction to the backlog is slow. 
• Stage migration may mean that patients have less treatment options available to them at decision to treat.  

 

 

C. C3a. Expand and improve mental health services  

Incorporated in Section A 
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C3b.  Expand and improve services for people with a learning disability and/or autism 

In January 2021 the Learning Disability and Autism National Programme Board asked Regions to produce a 3 Year Plan that would  enable them to 
access transformation funding by outlining delivery of the Long-Term Plan Commitments and identify gaps and / or challenges in systems. NENC ICS 
have produced their plan with final submission at the end of May 2021. As well as inpatient and annual health check trajector ies to meet the LTP 
commitments, the plan includes delivery around seven key areas as follows: 

1. Moving people into the community and reducing reliance on inpatient care 

2. Autism Diagnosis for Children and Young People and Adults 

3. Better Start in Life for Children and Young People 

4. Improving Health Inequalities 

5. Improving Quality of Services 

6. Workforce 

7. Employment 

The plan will be reviewed annually as part of future years use of transformational funding. The plan includes the areas where transformational funding 
will be used in 21/22, including what this is for, who will do this, the outcomes and what element of the LTP will be delivered (there is a clear 
expectation that these funds where appropriate should pass to NHS Trusts and / or 3rd Sector organisations). Alongside this, the Community Service 
baseline information has been produced to support identified spend in the delivery of community services in order to support discharges to the 
community.  

The 3 Year Plan states examples where Personalised Care is embedded within the relevant sections and describes different components of 
Personalised Care approaches, including Personal Health Budgets and those to support people with preparing for annual health checks.  

In order to facilitate discharge from the inpatient environment back to the community and enable individuals to stay safely in the community and avoid 
future admissions, we will also maximise use of PHBs and IPBs for those in the s.117 cohort who have the legal right to have a PHB.  

Personalised care is embedded within pathways and services, with personalised care and support planning to ensure outcomes are based on ‘what 
matters to me’ conversations to develop personal health budget offers which recognises the family and carer needs. The recently revised and updated 
Priority areas for the Workstream area as follows: 

Priority 1: Best start in life – We believe in opportunities and possibilities for all children and young people to reach their potential through early 
help and inclusive communities. 

Priority 2: Valued families – Work with and support families to use their valuable insight to inform and shape the workforce, commissioning and 
provision of services. 
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Priority 3: Living well with good support – People will have the same life chances and opportunities of work, love, family, home and support as 
the rest of the population. 

Priority 4: Good health for longer lives – Good information and good access for early help, to make sure good health is enjoyed by all and people 
stop dying too soon. 

Priority 5: Good care and treatment in specialist hospitals -people in hospital will have good quality care, which is timely, safe and right for the 
person.  

Personal Health Budgets and Personalised Care and Support Plans are also utilised to improve community capacity and to access non-traditional 
services e.g. 20/21 Short Break projects that are innovative and aim to provide non-traditional support to the families.   

Explicit throughout the plan is the underpinning ethos of coproduction, during the length of the plan we will build leadership capacity with people who 
have lived experience and those who are experts by experience across the system and through the Working Together Strategy we will deliver the 
Citizenship Partnership.   

Please set out the specific actions that, as a system, you will prioritise over the next 12 months to address the objectives below 

Make progress 

on the delivery 

of annual health 

checks and 

improve the 

accuracy of GP 

Learning 

Disability 

Registers 

 

Co-designing Learning Disability Primary Care Diamond Standards, with associated workforce education, for roll out across every 
PCN in the ICS by Q4. Through design of a pathway, toolkit/resources and workforce education, focus will include supporting primary 
care to further develop ‘inclusive registers’ utilising ‘inclusion tools’ and removing need for register validation. Pathways  between 
secondary and primary care will be designed and embedded to ensure notification for GP register, especially important for increasing 
the CYP learning disability primary care register. 

In addition to increasing the QOF GP learning disability register, the Diamond Standards will include tools, resources and workforce 
education to support PCNs/GP practices with proactively engage people with learning disability to participate in their health  check. 
This will be achieved through collaboration with wider stakeholders including CVS sector, wider ICS partners e.g. Prevention Board, 
social prescribers, social care providers and a major comms campaign to widely promote importance of health checks. 

The co-designed Diamond Standards will also include tools to significantly improve quality of health checks and Health Action Plans 
(HAP), for example, it is likely that every HAP will include automatic referral to social prescribing to ensure all opportunities to support 
health and wellbeing/personalisation are made available to people with learning disability in their community. 

Health Quality Checkers led by experts with lived experience will be further rolled out across ICS to reduce variation and ensure ‘gold’ 
standardised health checks and HAPs. 

The Diamond Standards will include toolkits to support primary care, social prescribers, CVS sector ensure high quality, meaningful 
health checks and HAPs. 
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Primary Care Diamond Standards will be implemented across the ICS (similarly to the acute Diamond Standards) and will support  
PCNs/GP practices to achieve ‘Diamond Standard’ kite mark providing assurance to people with learning disability and their carers of 
high-quality support and care. 

The Learning Disability network will lead on a major AHC promotional campaign aimed at people with learning disability, family and 
paid carers. 

The campaign will focus on the importance and benefits of yearly health checks and importance of being on the GP Learning 
Disability Register and aim to increase the number of people on the register and the number of people who have an Annual Health 
Check. 

Reduce reliance 

on inpatient 

care for both 

adults and 

children with a 

learning 

disability 

Reducing reliance on inpatient care; Development and investment in community infrastructure and services in line with the Building 

the Right Support Service models for adult and CYP to increase capacity and support up to 24/7. NENC will prioritise the use of 

community transformational funding in the development of future community enhanced services. Having completed a baseline audit 

on the function of enhanced community services, has supported CCGs to understand maturity, identify gaps, and opportunities for 

development and or expansion and plan developments for the next 3 years. These include;  

• Workforce Development including the caring workforce and parent carers. 

• Autism – Diagnosis times and post diagnostic support. 

• Intensive support/ crisis provision – including haven models/ alternatives to hospital. 

• Care provider market and housing development.  

CETR Training programme has trained 600+ staff across mental health and learning disability services (health, social care and  

education) in 2020/21, supporting earlier intervention and preventing unnecessary admissions, this programme of work will continue 

in 2022/ 23. 

Adult enhanced community services have developed across the region to increase capacity and support up to 24/7. Being delivered 

sub regionally and at place, some developed and delivered in partnership with Voluntary Sector; these will continue to be expanded 

where required 

• Secure Outreach Transitions Teams  

• Transitions Teams 

• Intensive support teams 

• Positive behaviour support teams 

• Forensic support teams 
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• Pre and Post diagnostic Autism support, including Voluntary Sector as part of pathway 

• Keeping connected / early prevention support offers 

• Autism hubs  

• Safe place / step up provision   

Children and young people enhanced community services include and continue to be developed  

• Intensive Positive Behaviour Support Team   

• FCAMHS 

• Crisis and intensive support 

• Pre and Post diagnostic Autism support, (needs focused) including Voluntary Sector as part of pathway 

• Family support roles / peer support 

• Early intervention and support by Voluntary Sector 

• Early support and interventions in schools 

• Autism hubs 

Children and Young People 

Over the last three years, NENC has seen a significant reduction in the number of children in hospital inpatient beds, as at 8 January 

2021, there were 8 children in inpatient services in NENC which can be compared to the same point in previous years as follows: 

• January 2020; 10 

• January 2019; 13 

• January 2018; 19 

 

There are a number of contributing factors to this reduction, not least the work undertaken through the Accelerator Schools 

Programme which has helped to form partnerships with schools and Parent Carer Forums and has promoted the uptake of CETRs 

and identification of CYP on Dynamic Support Registers (DSR).  Along with a rolling programme of training for all professionals on 

CETR delivered by the Transformation Hub and CCGs jointly with Local Authorities showing commitment to the development of the  

DSR, working with key stakeholders, to embed a multiagency approach. We have also seen the development of FCAMHS and the 

Intensive Behaviour Support Team which significantly work with children, families and services to keep children at home.  

The number of young people on the DSR in hospital and “at risk of admission” (RED RAG) at any one time is approx. 20. 
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With the development of enhanced community services and ensuring CETR we continue to reduce inappropriate admissions. We 

have ensured interface with Special Education Needs and Disability (SEND) program of work, and developed joint projects, such as 

family support. 

We have a good understanding of the changing profile of inpatients, from children and young people and adults having a Learning 

Disability to children and young people now more commonly being Autistic and recognise the need to develop autism friendly 

services. 

For children and young people Neurodevelopmental pathways have been developed or are in development (at place) across our 

region. 

Successful Keyworker Bid below outlines the NENC plan for ensuring that all children and young people at risk of admission on the 

Dynamic Support Register (DSR) or who are in mental health inpatient care settings will have an allocated keyworker by the end of Q2 

2021/22 

Improving Quality of Services through the delivery of: 

• Learning Disability Standards 

• Host Commissioner 

• Oversight visits 

 

As a region we have learnt a lot from Whortlon Hall and have embedded the regional approach to share information / concerns about 

health and social care providers with both LAs and CCGs. 

CCG Commissioners are embedding HOST and Oversight visits, and regionally we are developing a quality and improvement 

approach (Quality Hub) to share learning, and link intelligence from CETR, HOST, and oversight visits, with Ask Listen Do. We are 

looking to extend an emerging preventative approach; Closed Cultures which aims to support positive cultures. We are co-developing 

training for Experts by Experience, to support Experts by Experience to be part of quality checking, post COVID-19 restrictions.     

We actively support the ICETR approach, and look to reduce restrictive practice, whilst also ensure safe and effective services, 

working with our providers we will be looking to streamline information sharing, in line with AT reporting requirements.  

We are also looking to align this work to support Trusts to achieve the NHS learning disability standards   

MM Judgment  
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We are reviewing the people who cannot be legally discharged  due to “MM” ruling, and have scoped out a project to support 
development of the best possible accommodation and care for the patients who will be required to remain in hospital, improving their 

quality of care and support, working with the Provider Collaborative. We have a number of people who are impacted by MM / PJ 

ruling and some people who could be impacted, which we need to work through a process to understand  and support the best 

possible outcome for these people, and we also have a few people already impacted supported in the community on section 17 

leave. A project has been agreed and will be undertaken over the next 6 months. 

 

Specialised Mental Health: The Learning Disabilities and Autism programme will transfer to provider collaboratives to ensure 

population need and targets are met. The mental health specialised commissioning team will work closely with  the 

Provider Collaborative to ensure they are able meet targets. This will include the development of Funding Pathway Panels who 

membership will include local commissioners and the Local Authorities.  

Implement 

100% of the 

actions coming 

out of LeDeR 

reviews within 6 

months of 

notification 

 

The model for NENC ICS LeDeR is currently under development that will include governance arrangements. The model likely to 
include an ICS LeDeR Governance Board and 3 ‘area’ based LeDeR panels/systems (North and North Cumbria, Central and South, 
spanning the entire ICS) Each ‘area based LeDeR panel/system’ that includes representation from the Stop People Dying Too 
Young Confirm & Challenge Group, will agree SMART actions, monitor implementation and report outcome quarterly to the NENC 
ICS LeDeR Governance Board. 

The NENC ICS LeDeR Governance Board that includes representation from the Stop People Dying Too Young Confirm and 
Challenge Group, will have ICS oversight, accountability to the ICS Board, hold Area Based Panels/Systems to account and provide 
assurance to NHSE. 

Improving Health Inequalities through the delivery of: 

• Better GP registers 

• Annual health checks for those on the register and 14+ 
• Turning learning into action; LeDeR reviews- led by the Learning Disability Network 

 
There is a plan in place for the transition period, reviewers are on standby for notification mid-June of training availability. The 
training will be staggered so as not to overload the system and will take place over a maximum of seven days. As soon as the 
training is complete, reviews will begin.  
 
There are no outstanding reviews prior to the new system being implemented. A workforce planning template has been shared in 
order for local areas to plan the resource commitment required which is overseen by the LeDeR Steering Group.   
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Please summarise any additional key assumptions that underpin the activity and performance plan submission, highlighting any key risks and issues.  

AHCs delivered 
by GPs for 
patients on the 
Learning 
Disability 
Register 

Despite the COVID-19 restrictions and the implications for individuals attending for their health check in person, delivery of Annual 

Health Check (AHC) across NENC was 77% for 20/21. Planned trajectories for 21-24 can be achieved with the continuation of 

investment initiated in 20/21, with CCG level AHC 21/22 trajectories set to achieve between 70 and 75% of people on the Register 

being offered an AHC. The data is provided monthly and is monitored by the Learning Disability and Autism ICS Workstream 

Executive Strategy Group (ESG). An overview is also provided monthly to the ICS Management Group.   

 

All CCGs have amazingly increased uptake of AHC during pandemic by working differently with community teams, the voluntary 

sector and primary care networks. As a region we have learnt a lot from the pandemic and found ways to work differently like the 

introduction of a pre-check questionnaire and introduction of physical health care initiatives / teams. We ambitiously plan to ensure 

delivery of 70% plus of annual health checks and year on year increase 75% over the following 3 years, while ensure all individuals 

are appropriately identified and included on GP learning disability registers. 

 

Other factors will influence the ability to reach CCG AHC targets e.g. the continuation of the Learn ing Disability Network support to 

Primary Care through the continued update and provision of the Resource Pack, the focus on improving the quality of GP registers 

and the development of a Learning Disability Dashboard that can be used at local and ICS level to monitor real time progress across 

a number of areas. There will also be a continued focus on the 14+ age group to encourage the take up of AHCs.  

 

The dashboard will link to all screening, diabetes and weight management information as well as immunisat ion data including 

COVID-19 vaccine.  Analysis at this level will make it possible to direct resource to particular area e.g. those at highest risk due to 

being on a number of Primary Care registers and regional communications will target those areas. The dashboard will also enable 

PCN level target setting for AHCs by the Learning Disability Network and GP Practice level targets by CCGs. 

Reliance on 
Inpatient Care 
for Adults with 
a learning 
disability, 
autism or both 

CCGs have robust DSR and CETR processes in place and continue to develop capacity to meet the demand for community CTRs to 
prevent inappropriate admissions, working closely with Community Health and Social Care and care providers and families.   

CETR have been delivered virtual via Teams meetings throughout the Pandemic, face to face and a blended model will be 
introduced as restrictions are reduced.  

Monthly data demonstrates that community CETR reduce the number of appropriate admissions, and we have established good 
consistent compliance to policy. 

Improvement in Autism diagnosis will ensure appropriate support in community/ post diagnostic support  and early help and prevent 
crisis  
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During 21-22, the introduction of Regional Project Team to support discharge planning and work differently across the region, with an 
aim to get trajectories back on track 

The following work is being undertaken to improve pathways of care working with Provider Collaboratives: 

• 12-point discharge planning  

• Rehabilitation review 
• Pathway project 

• Focus on Autism 

• We will see a reduction in lengths of stay, have robust understanding and evidenced why some patients require to remain in 
hospital. We aim to invest in new ways of working, accommodation and workforce over the next two years. 

 
In order to deliver the ambitious Learning Disability and Autism 3 Year Plans, the individual projects will be delivered by various 
stakeholders, including the Parent Carer Forum, the Provider Collaborative, NHS Providers and CCGs themselves and will be 
coordinated by the Workstream PMO who will report directly to ESG. There is enough capacity and capability in the system to deliver 
the Plan.    

 

Reliance on 
Inpatient Care 
for Children 
with a learning 
disability, 
autism or both 

Impact of Keyworker; will reduce children and young people in hospital, this is reliant on robust developed Dynamic Support 

Registers, which identify children and young people in hospital and at risk of admission RED on Dynamic Support Registers.  

Development of neurodevelopmental pathways; to meet increase in diagnosis of children with Autism, capacity to reduce waiting list, 

provide post diagnostic support, provide earlier intervention and prevent need for admission, aim to work with Voluntary Sector to 

ensure capacity.   

 

C4 Deliver improvements in maternity care, including responding to the recommendations of the Ockenden review 

Please set out the specific actions that, as a system, you will prioritise over the next 6 months to address the objectives below 

Pandemic 
recovery - 
recovering the 
full maternity 
care pathway  

 
Reopen any services that have been suspended as a result of COVID-19. 

• System wide COVID-19 group met fortnightly represented by each provider for support and sharing risks and ideas – Currently 

suspended from 09/04/21 with the option of restart as and when required. 
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• Each trust has reopened suspended services taking into consideration footprint and ability to maintain the safety of staff and 

patients especially regarding maintaining the 2-meter social distancing rule and effective use of PPE. 

• Continue publishing the visiting matrix to inform the public of any ongoing restrictions across the system and share to the LMS 

website www.northernlms.org   

• The services are open to birth partners at every point of contact along the maternity pathway. The sit/rep is completed each 

week to the regional team updating regarding service provision.  

• Other areas that are still being reviewed is CO2 monitoring which in some units is currently suspended due to this being an 

aerosol generated procedure, again this is due to physical space in some rooms.  This will be reintroduced in line with 

Government guidance. 

 

Remove restrictions on women’s access of support on a basis of a risk assessment and in line with supporting pregnant 

women using Maternity services during coronavirus pandemic; actions for NHS providers 

• By 12 April 2021 Maternity services were tasked with opening the pregnancy pathways at all points of contact to support 

partners and the LMS will monitor this closely 

• Provider Trusts have used the ‘Framework to assist NHS trusts to reintroduce access for partners, visitors and other supporters 
of pregnant women in English maternity services’, published 8 September 2020 remove any restrictions that were introduced as 

part of the coronavirus pandemic.  Trusts meet the current guidance and will work to implement any future changes.  

• Trusts are implementing lateral flow testing and are providing women with relevant information so that they may follow the 

nationally recognised process for LFT, others introduced their own process of twice weekly swabbing to reduce spread across 

the region. 

 

Take active steps to help maternity staff recover from the pressures of the pandemic 

• Working with Mat/Neo safety collaborative, LMS and Neonates to develop the culture survey work and support the providers. 

This includes: 

o Using the finding from the last SCORE surveys within Provider Trusts to develop a culture programme 

o Commissioning Steve Head, Motivational Speaker and Coach to deliver two programmes.  A bespoke programme for the 

Heads of Midwifery and a session called “taking care of yourself and your future’ - open to all staff working in maternity 

services 

 

http://www.northernlms.org/
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• Collaborate with the MVP to support each provider Trust to deliver feedback from women (thank you messages) to boost staff 

morale 

 

Whilst COVID-19 remains a risk to pregnant women and their babies, the NHS in England must continue to implement the 4 

actions to minimise additional risk of COVID-19 for Black, Asian and Minority Ethnic (BAME) women and their babies; 

• The LMS BAME action plan is submitted to the regional team on a quarterly basis to provide assurance that we are compliant 

across the system to these 4 actions. The LMS has as a “perinatal support for Black, Asian and Minority Ethnic women during 

COVID-19 pandemic” action plan and will be continuing to be implemented during 21/22.  The action plan covers the four 
actions: 

o Increase support for at-risk pregnant women from a Black, Asian and Minority Ethnic background 

o Reach out and assure pregnant Black, Asian and Minority Ethnic women with tailored communications 

o Minimise the risk of Vitamin D insufficiency 

o Gather the correct data 

• The LMS and the MVP is working closely with Multi-Cultural Cumbria, Newcastle HAREF network, Refugee and Asylum 

Seekers North East and other partners to reach out to women from all ethnic backgrounds and this will be a key priority for 

21/22 

• LMS BAME action plan provides ongoing assurance they are compliant with all 4 actions.  Working closely with the relevant 

VCSE community groups and Spice FM comms strategy allows the LMS to communicate across the NENC any urgent 

messages or guidance to their 30,000 listeners. This platform will continue to be utilised to reach out to the BAME community , 

public health messages are planned throughout the year. 
 

Confirmation 
that Local 
Maternity 
Systems have 
a plan in place, 
agreed with 
their ICS to 
deliver the 
maternity 
transformation 
priorities for 

 
Up until the 31 March 2021 there are have been three local maternity systems across the NENC which were based on the previous 

STP footprints. These are: 

• Darlington, Teesside, Hambleton, Richmondshire and Whitby LMS 

• Northumberland, Tyne and Wear and Durham LMS 

• West North East Cumbria LMS 

 

In 2020/21, the three LMS have been led by a Senior Responsible Officer, received their own financial allocation and held Board 

meetings in their own right.  We have received notification from the national maternity transformation team that we will now be funded 
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2021/22 in line 
with the 
timings set out 
in section 5 of 
the 
implementation 
guidance 
 

as one LMS across the NENC ICS for 2021/22.  The three LMS Boards will continue as we navigate to becoming one LMS Board. This 

will allow the LMS to take on the Quality Assurance role required following the publication of the Ockenden report in December 2020. 

This includes: 

• The LMS work plan is complete and will be approved at the LMS Board and by the ICS in July. 

• The work plan will include the following maternity transformation priorities: 

o Ensure every woman is offered a Personalised Care and Support Plan, underpinned by a risk assessment and in line 

with national guidance, by March 2022. The LMS will work in collaboration with the ICS workstream, stakeholders and 

MVP to benchmark the quality of current Personalised care plans across the system. Badger net provides a personalised 

care plan which can be audited in its use. Providers have pledged to move towards Badger net as their IT system 

contract renew. Meantime paper care plans based upon the content within Badger net are available to download via the 

Birth Choices App. Also, maternity records across the system have a care plan embedded. We will continue to work with 

the MVP to raise awareness of the importance of care plans and we are considering facilitating training for midwives and 

MSW to provide timely and unbiased information, so women are able to make choices about their care. 

 

o Implement the five elements of the Saving Babies’ Lives care bundle, and in particular ensure that: every un it has a pre-

term birth clinic and at least 85% of women who are expected to give birth at less than 27 weeks’ gestation are able to 
do so in a hospital with appropriate on-site neonatal care. We continue to review the implementation of SBLCBv2, all 

trusts are working towards full implementation. The LMS will continue to support Uterine Artery Doppler training as this 

has been identified as a need across the system. Preterm birth task and finish group continues to share guidance and 

has provided key intelligence about gaps in preterm birth clinic provision across the region (and the necessary 

requirements to ensure equitable preterm birth services across all providers). We are working with the CCG to ensure 

the allocated funding is utilised system wide for best and efficient use of funds. The ODN reports quarterly to the LMS 

board providing audit information ensuring right place of birth for premature infants. The LMS is an ODN Board member 

and is working to support the neonatal critical care review document.  

 

o New NHS smoke free pregnancy pathways available for up to 40% of maternal smokers by March 2022. The LMS and 

ICS prevention workstream work together regarding public health issues and are sighted on providing the Smoke free 

pathways and other initiatives to continue to reduce the smoking in pregnancy stats. Continuity of Carer (CoC) teams are 

already demonstrating improved outcomes regarding a decrease in smoking at time of delivery outcomes due to the 

advice and support they can provide on a 1 to 1 basis, within a trusting relationship. The LMS continues to work with 

Trusts to roll out CoC teams which will continue to improve the provision of safer maternity care. 
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o Embed the maternal medicine network so that women with acute and chronic medical problems have timely access to 

specialist advice and care at all stages of pregnancy from the start of the 2021/22. The maternal medicine network is 

ready to launch, Newcastle Upon Tyne Hospitals are the agreed centre, pathways are already embedded. The LMS and 

maternity clinical networks are working with the CCG to ensure the allocated funding is transferred over via allocation 

transfer. The national team is aware that we require the service specification and training information to roll the process 

out.  

 

o Embed the offer to all women with type 1 diabetes of continuous glucose monitoring fully during 2021/22. The LMS is 

working with the diabetes in pregnancy steering group to continue to offer support regarding the roll out of CGM. An 

audit tool has been developed and shared across the system to monitor progress, identify any barriers to implementation 

and support the teams accordingly. The first report is expected to be presented at the next LMS Board July 2021. The 

LMS is working with the CCG to ensure the allocation of monies in this regard is appropriately utilised.  

 

o  Work with neonatal Operational Delivery Networks to implement local neonatal improvement plans 

 

o Implement the Core Competency Framework and ensure all maternity staff receive multi-disciplinary training – in line 

with the Ockenden report this must be validated by the LMS three times over the course of the year The LMS will work 

with each provider trust to receive a report to monitor compliance at LMS Board 

 

o Put in place the building blocks, by March 2022, so that Continuity of Carer (CoC) is the default model of care offered to 

all women by March 2023. Assurance visits across the region with Chief midwife and National CoC lead have been 

rolled out. Each trust has an approved plan to meet CoC roll out. The assurance visits were attended by each Trusts 

executive team and support was generally achieved. There remain some challenges regarding staff confidence that the 

LMS will continue to support and facilitate teaching etc. HEE CoC training has been afforded to the providers with 

colleagues being rostered to attend. The PMAs across the system have been approached to support their individual unit 

plans as part of their quality improvement remit. Initial outcomes from the teams in place are documenting a positive 

impact upon women’s outcomes, such as improved Breastfeeding rates and improved smoking cessation rates. 

 

o Following the publication of a national Perinatal Equity Strategy, the LMS will produce an Equity analysis (covering 

health outcomes, community assets and staff experience) and a coproduction plan by 30 September 2021 and 

Coproduce Equity Action Plans by 31 December 2021  
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o Access funding, where appropriate, that will be provided on a targeted basis for two new service models included in the 

NHS Long Term Plan which are still at the pilot stage Maternal Mental Health Services (through the Mental Health 

Programme) and Postnatal Pelvic Health. The LMS has identified funding allocation and will ensure any budget 

allocation is appropriately used and presented for assurance via LMS Board and ICS Board oversight. A regional pelvic 

health physiotherapy team has been established to review services across the region and share lessons. This group will 

be vital to develop these services further. 

 

Specialised Commissioning: Working with each LMS and our two Neonatal ODNs across NEY to implement the recommendations 

of the National Neonatal Critical Care Review at an ICS level, reporting through the Regional Maternity Transformation Board into the 

National Maternity Transformation Programme Board. 

Public Health Commissioning: Working with each maternity provider to ensure that all pregnant women are offered and receive, by 
trained maternity staff, appropriate vaccinations including pertussis and flu vaccinations. 

 
How Local 

Maternity 

Systems will 

improve their 

governance and 

how ICSs will 

strengthen their 

oversight of 

Local Maternity 

Systems 

 
The LMS is working to take on full and ongoing oversight of quality, ensuring that an understanding of the quality of maternity and 

neonatal services informs transformation.  This includes:  

• The LMS Board Terms of Reference (ToR) have been updated and reviewed to ensure that the LMS purpose specifically includes 

all the following:  

 

• The ToR now include the implementation of the Perinatal Quality and Oversight model. The LMS board agenda began the process 

to develop a steering group/panel whereby each provider Trust is represented to share their SI, CQC, HSIB etc so that we may 

learn from each other and share good practice. This will allow greater scrutiny in a safe and supportive manner. This group will 

then report any risks exceptions trends etc, to the LMS Board who will then report into local QSG and regional QSG as 

appropriate. The LMS is in discussions with the NHSE/I Quality and Safety team requesting membership of LQSG in line with 

Ockendon. The LMS is also sighted upon the PSIRF Framework and will ensure the model is shared and implications considered. 

 

• Oversee quality in line with implementing a revised perinatal quality surveillance model, as per flow charts below;  
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• Share information and learning in a structured and systematic way, working with partners to turn learning into service 

improvement. 

• Oversee local Trust actions to implement the seven immediate and essential actions from the Ockenden report. 

• Ensure action is taken to improve the culture of maternity and neonatal services as a building block for safe, personal and more 

equitable care. 

• Co-design and implement a vision for local maternity and neonatal services with local women through Maternity Voices 

Partnerships. 

• Implement shared solutions wherever possible through shared clinical and operational governance. 

 

This will also include working with the ICS to take on formal, structured and systematic oversight of how their LMS delivers its 

functions, set out a plan by 3 June 2021 outlining how this will be delivered with implementation no later than 1 April 2022.   
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• The LMS has been asked by the ICS to lead on the LMS structure moving forward and how we will integrate into the ICS. The 

ICS is also developing and a shadow board planned September 2021.  

• To date the LMS continues to report into the ICS via the Optimising Health Services (OHS) board. The OHS board will monitor 

financial responsibilities of the LMS have final sign off of budget plan which will be presented at the OHS board. Once the ICS is 

established direct oversight will be undertaken by the ICS Board. 

• The LMS is working on a stakeholder communication strategy with support from the regional chief midwife which will ensure that 

all stakeholders are aware of the transformation and that our role and responsibility is clear.  

• We continue to work closely with our CCG colleagues as they remain statutorily responsible for the oversight of the safety and 

quality agenda as they move into the new model 

 

 

D1 Restoring and increasing access to primary care services 

Please set out the specific actions that, as a system, you will prioritise over the next 6 months to address the LTP objectives below  

Getting practice 
appointment 
levels to 
appropriate pre-
pandemic levels 

Across the ICS there has been significant investment in Primary Care throughout 2020/21 and into 2021/22, especially in relat ion to 
Primary Medical Care.  
 
In 2020/21 the ICS received £8.2m of the £150m, Supporting General Practice Fund, this has enabled CCGs/ICPs to concentrate on 
ensuring capacity was maintained and increased throughout the pandemic, in addition to focussing on the seven priority areas.  This 
funding has been continued in the first half year of 2021/22, to enable the momentum to continue, with £6.5m awarded to the ICS. 
CCGs/ICPs are also utilising the funding to support the restoration of Long-Term Conditions and vaccinations and immunisations. 
Strategic oversight of the funding is maintained by the Primary Care Strategy Group, alongside the System Development Funds, to 
ensure the most appropriate use of the funding.  
 
In order to maintain a safe COVID-19 environment within the parameters of the SOP, throughout the pandemic, General practice has 
responded to the challenge by adapting and changing the historical way of consulting. Using Digital First technology, all practices 
have employed the use of telephone/remote triage and video consultations. In North Tyneside, this has also led to the 
implementation of the LIVI project, the LIVI project provides video conferencing by a GP workforce available for North Tyneside 
residents, 7 days a week. Practices have also adopted online consultations via eConsult. In South Tyneside, the GP Care and 
Advice Line runs every weekend until the end of Sept 21, to support Care Homes, paramedics and pharmacists working during the 
out of hours weekend period and provides remote GP consultation as appropriate to support care delivery in primary care setting and 
avoid potential admissions.  
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The ICS is encouraging CCGs/PCNs and practices to ensure that in the recovery phase in 2021/22 that the innovative ways of 
working are maintained, making use of examples of best practice across the ICS, whilst also ensuring there are no barriers and 
equitable access for all patients. This includes; PCNs working with informatic teams on how to best use technology and not miss 
those who are not able to use or don’t like using digital technology; CCGs working with practices and patient groups to review access 
and understand where the blockages and inefficiencies are and provide support to make the changes needed; CCGs and Practices 
continue to reach out to clinically vulnerable patients and will adapt and revise local schemes e.g. Better Outcomes Scheme (BOS) 
to ensure and support access for vulnerable adults; Practices in Northumberland have secured Access funding to carry out patient 
survey to better understand the needs of patients and Newcastle Gateshead have secured access funding to review ethnicity cod ing 
to improve communication with patients and understand how those patients access health services.  

 
However, it is important as a system to understand what has worked well for some and why it has led to inefficiencies and 
unintended consequences for others. Some practices are providing as many appointments as prior to the COVID-19 pandemic but 
seeing less patients as a result of multiple contacts due to triage processes. Anecdotally, some patients are now struggling to access 
their practice to get an appointment. This will encourage CCGs/ICPs to work with practices and patient groups to review access and 
understand where the blockages and inefficiencies are and support those practices to make the changes needed to maximise the 
number of patients, they are able to help. The Improving Access Fund that will shortly be made available regionally will help and 
support this vital work.  
 
Recently, the GP Appointment Data Tool (GPAD) has been released, this will enable oversight of appointment availability across the 
ICS, although there are some concerns locally about the accuracy and completeness of the data. CCGs have made a commitment to  
work alongside practices, PCNs and NHSE/I to ensure the data is an accurate reflection of the work in general practice, in tu rn 
NHSE/I are flagging any concerns raised with the national GPAD project team. It is important to recognise that the reduction in  
secondary care services and longer waiting times for treatment/operations has also led to unintended consequences in primary care, 
increasing demand for services, this needs to be monitored to ensure patients receive care in the most appropriate setting. However, 
the ICS trajectory for planned GP appointments for the first six months of 2021/22 shows an increase in appointment availability 
across all CCGs.  The additional appointments will be achieved through different models of delivery and targeted improvements 
focused on specific health campaigns including; in South Tyneside, the CCGs and PCNs are exploring delivery of diagnostic 
spirometry / commissioning of new diagnostic services e.g. FeNo testing to provide more options to access/provide services; and in 
the North ICP, access funding has been secured to provide additional access to appointments and increase cervical screening 
uptake which is in conjunction with the Cancer Network.  
 
CCGs/ICPs are considering the steps that need to be taken to restore general practice to their pre-pandemic levels, with many local 
initiatives, e.g. SMI healthchecks (Newcastle Gateshead CCG), Improving Access and Patient experience (North Tyneside CCG). 
LIAISE scheme (County Durham CCG) and in South Tyneside, the South Tyneside LTC Alliance offering support to practices to 
achieve the required level of QOF achievement to address backlog. The reinstating of QOF in full, based on indicator set already 
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agreed in 2020/21, will support the recovery of long-term condition management and ensure patients obtain their regular reviews. 
Work is continuing to identify Health Inequalities and opportunities.  County Durham CCG is continuing to deliver vaccinations to 
hard-to-reach groups working in collaboration with CDDFT/Local Authority, the vaccine inequalities project is commencing in May 
2021, inclusive of a roving team of vaccinators and co-ordinator. 
 
In order to support capacity in primary care the PCN Additional Roles Reimbursement Scheme (ARRS) continues to expand, with 
CCGs/ICPs, supporting their PCNs to ensure recruitment plans in place to maximise use of funding. However, there remains a 
specific risk relating to the recruitment of specific roles, e.g. Paramedics. Across the ICS, NHSE/I is working alongside CCGs/ICPs, 
HEE and NEAS to ensure risks are mitigated for both PCNs and NEAS, this includes a system approach rotational model and offer 
of recruitment support for practices wishing to directly recruit Paramedics who may need assistance in determining applicants 
eligibility etc.  In examining the CCG trajectories submitted by ICPs, the non-ARRS role reflect zero growth, whilst CCGs recognise 
the need to grow primary care workforce, the zero growth reflects the balance of the aging and leaving workforce with reduced 
numbers of new clinicians into the workforce and therefore strategies such as retention schemes, Fellowship and Mentorship 
programmes and ARRS roles support would need to be employed in order to deliver the increased activity in appointments that is 
required in general practice.    
 
GP recruitment and retention remains a key priority, with regional funding to support GP fellowships, Supporting Mentorship scheme 
and local schemes, such as Golden Hellos/GP Career Start programmes in place (Sunderland CCG), GP/Nurse Career Start 
(County Durham). Retention and Resilience funding was also distributed to CCGs in 2020/21 to develop schemes appropriate for 
their local area. Funding in 2021/22 is still to be discussed at the Primary Care Strategy Group in May 21.  
 
Throughout 2020/21 the ICS has continued to participate in the roll out of Electronic Repeat Dispensing (eRD)  and the utilisation of 
eRD throughout the NENC has continued to grow, with all 8 CCGs achieving above, or in line the national average and 7/8 of CCGs 
achieving well in excess of the regional average. In 2021/22 we will continue to build on the good examples of implementing the 
programme. 
 
NENC ICS was also part of the national Aspirant Population Health Management (PHM) programme, with 3 of our PCNs 
participating and Northumberland CCG taking part in the ‘system’ wide piece of work and the finance and contracting piece. The 
PHM Aspirant programme sits within the PHM programme for which a PHM Roadmap has been produced. It is now essential that we 
build and learn from the PHM work in order to embed PHM across the ICS.  
 
The Community Pharmacy Consultation Service (CPCS) has been extended, as part of the existing advanced service, from a 
successful service where the patient is referred from the 111 service for minor illness and conditions, to a service that inc ludes the 
ability to receive referrals from General Practice and support the management of low acuity patients in alternative settings, 
supporting workload pressures (GP CPCS). Local pharmacy contractors, CCGs, PCNs and GP practices are currently working with 
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their local LPCs, LMCs and regional commissioning teams to implement the extended service locally across NENC ICS area with the 
aim of maximising patient referrals from GP practices. 
 
Regionally, North East & Yorkshire, has secured funding to support the mobilisation of GP CPCS providing practices with access to 
an electronic referral solution, either Patient Access or PharmRefer, dependent on which prescribing system is used, NENC 
practices have benefitted from this resource. We continue to work with pract ices and PCNs but a significant number of ‘early adopter’ 
PCNs have already come forward with the aim of supporting GP practices to go live and make patient referrals. However, it is 
recognised that any roll out will need to dovetail with any existing local services.  
 

Maximising 
clinically 
appropriate 
dental activity 

 
Background and current position 
The contractual arrangements for dentistry throughout the pandemic have reflected the need to prioritise patient safety, patient 
access and practice sustainability. During the first wave of the pandemic, in the interest of patient and dental staff safety, routine 
dental services were paused and urgent dental centres (UDCs) were established to provide access to urgent services.  
 
In the second phase of the response, as infection rates dropped, all practices started to reopen from June 2020 for provision of face 
to face care and have steadily increased activity. Practices were required to meet a set of limited conditions in return for income 
protection, including a requirement that they deliver at least 20% of normal activity volumes for the period of July to December 2020 
and 45% for the period of January to end of March 2021. These arrangements allowed practices to focus on the safe reopening o f 
services and to embed appropriate pandemic operating models. Activity has increased month on month since services reopened.  
 
A revised set of contractual targets have been introduced from April 2021 with a requirement to deliver at least 60% of normal activity 
volumes in return for income protection, which will help ensure that restoration of NHS dental activity continues. However, it wi ll be 
some months before dental services return to providing care in a similar manner and to the activity levels that patients prev iously 
experienced.  It will also be dependent on the further easing of COVID-19 control measures.  Practices are therefore having to 
continue to prioritise patients with the greatest need into their available NHS treatment capacity.  

 
Key issues/risks: 
 
Managing patient expectation/demand both in terms of urgent and routine dental care: 
• There has been a significant drop in access to dental treatment within primary and community care during 2020-21 due to the 

closure of practices late March 2020, followed by national SOP, which significantly reduced the levels of face to face treatment 
that could be safely provided. National targets have, and continue to be seen, as a maximum expectation (by some providers) 
rather than minimum threshold to secure income protection with no real incentives to go beyond this.  
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• Data shows that demand for urgent care continues to be above that for 2019-20. Local initiatives have been introduced to 
increase urgent care capacity to cope with the demand generated from the lockdown and remote management, and to incentivise 
practices to prioritise urgent care patients. Initiatives will need to be extended/enhanced into 2021-22 whilst targets remain below 
full commissioned capacity.  

• Demand for routine dental services is likely to increase significantly once lockdown is lifted - ability to meet the demand and 
address backlog will be severely impacted unless dental activity targets are significantly increased to as near as possible to the 
full contracted activity. 
 

General Anaesthetics (GAs), and in particular GAs for children, is a national concern which is mirrored in the region. 

• Access to theatre lists for dental patients continues to be a challenge resulting in increasing waiting lists/times for adult  special 
care dentistry and paediatrics – puts increasing pressure on primary and community care dental providers in the management of 
patients awaiting GA. 

 
Key priorities 21/22: 
 
• Q1 and 2 – support practices to optimise clinical treatment capacity, the national contractual framework expectations (60% during 

Q1/2).  Aim to maximise face to face clinical treatment capacity that can be delivered safely, within the constraints of the SOP 
and IPC measures to facilitate increasing access to routine and preventative care as close as possible to pre-COVID-19 
contracted levels and addressing the backlog.  

• Review the impact of the local initiatives already in place which incentivises practices to increase capacity and target avai lable 
treatment capacity to those in greatest clinical need and at highest risk of oral disease (i.e. address health inequalities by seeing 
irregular attenders as well usual patients, and ensuring that best practice prevention advice is given to patients). Use learning 
from review to inform whether they need to be expanded/enhanced to improve access for patients, whilst noting the impact the 
reduced treatment has had on Patient Charge Revenue (accounts for approx. 28% of the overall NENC primary care dental 
budget) and therefore available resources 

• Explore opportunities to address historic gaps in provision identified from the North Cumbria access review subject to the 
availability of the required funding. 

• Once commissioned capacity for dental access is restored to pre-COVID-19 levels, explore opportunities to develop/implement 
initiatives to address inequalities and target areas of highest need 

• The opportunities around flexible commissioning will be reviewed, and local plans re-introduced, alongside the option of using 
enablers like the national commissioning framework.  

• Work with Trusts to support their resumption of secondary and community care dental services to pre-COVID-19 levels including 
increasing access to theatre space for GAs. 
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• Progress service/pathway reviews to inform the re-procurement of community dental, domiciliary care, sedation/anxiety 
management, and intermediate minor oral surgery contracts to ensuring continuity of service provision when the current contracts 
end on 31 March 2022. 

• Explore opportunities to progress the implementation of referral management systems and access to the Great North Care 
Record (SCR) for dental practices (funding implications). 
Work with key partners to progress where possible water fluoridation in those areas of NE&NC that are not already covered.  
(NB: Newcastle, Gateshead, Derwentside, Tyne Valley (parts of Northumberland) & North Tyneside have community water 
supplies which have artif icially adjusted fluoride levels, Hartlepool and part of the Durham coast have supplies where there is a 
natural level of fluoride, which is protective of oral health from environmental sources). 
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D2 Implementing population health management and personalised care approaches to improve health outcomes and 
address health inequalities 

Please set out the specific actions that, as a system, you will prioritise over the next 6 months to address the LTP objectives below  

Expansion of 
smoking 
cessation 
services 

The NENC ICS will start a three-year programme to deliver Tobacco Treatment Services (including opt out provision of behavioural 
support and pharmacotherapy) for Inpatients (acute & Mental Health) and Maternity in line with the NHS Long Term Plan 
commitments, utilising funding from the SDF transformation allocation. This builds upon the Smokefree NHS Pledge which all 
Trusts in NENC achieved by April 2020. Provision will be guided by national recommendations and learning from early implementer 
sites including the QUIT programme in North East and Yorkshire. 
 
The NE & NC ICS has identified treating tobacco dependency as one of its key prevention priorities to reduce health inequalit ies 
and has a strong governance structure through the Population Health Management and Prevention board and its strategic delivery 
group, the Smokefree NHS / Treating Tobacco Dependency taskforce.  This meets regularly and has a small operational delivery 
group to support it, meeting fortnightly. 

 
The NE & NC ICS has invested and will continue to invest in a dedicated clinical lead for tobacco dependency and a regional 
Smokefree NHS Strategic Manager role to drive forward and implement the new NHS funded Tobacco Treatment Services across 
the region.  A lead Director of Public Health provides the governance and accountability link with the Population Health and 
Prevention board. 
 
Acknowledging the tangible opportunity that supporting people to stop smoking provides to both reduce health inequalities and  as 
an effective demand management measure, the NE&NC ICS aims to go further, faster by embedding treatment of tobacco 
addiction into routine NHS care, with an initial proposal to roll out tobacco treatment services for all maternity & in -patients at scale 
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in Year 1, utilising the learning and working towards implementing 40% High risk outpatients including Mental Health and Learning 
disability services by March 2024.   
 
However a structured prioritisation approach has been developed based on need and inequality which would see the prioritisation 
of maternity and mental health in-patients at 40% & 100% respective coverage  and lower levels of Acute activity (30%) by the end 
of year 1, if funding for at scale roll out cannot be secured this year.  In which case the headline trajectory for year 2 would be 75% 
maternity and 75% acute inpatient, with aims of achieving 100% coverage in maternity & acute inpatients and 40% High Risk 
outpatient by March 2024. 
 
The Smokefree NHS / Treating Tobacco Dependency taskforce will develop and implement a three year implementation plan, 
incorporating a whole system approach and tobacco treatment services for each element of the LTP.  This plan will include 
timelines, milestones, budget, data, with tackling inequalities at its heart.  
 
Work has already progressed as part of the implementation plan at a regional level building upon momentum achieved in the last 2 
years; 
 

• All Trusts within the NE & NC ICS have committed to undertake a CLeaR deep dive assessment, as a gap analysis and 

evidence-based improvement tool to inform local delivery plans.  This is being coordinated at a regional level with support from 

PHE. 

• Trusts have committed and developed local action plans to support the data collection and submission to the NE& NC ICS 

Smokefree NHS Dashboard.  Dedicated support f rom NECS has been secured to work towards patient level data submissions. 

• An evaluation proposal has been developed with NENC ARC to evaluate the implementation of NHS Tobacco Treatment 

Services  

Milestone Description Deadline 

Senior leadership within Trusts All Trusts to nominate dedicated Clinical Leads and Executive sponsor 30 Apr 21  

CLeaR Deep dive assessment Completion of CLeaR deep dive assessments within all Hospital Trusts 31 May 21 

Inpatient Medication Protocols All Trusts to have protocols in place for provision of stop smoking 
medication during admission and minimum of 1 week supply on 
discharge 

31 May 21 

Trust Smokefree Steering 
Group  

All Trusts to have a Smokefree Steering group 30 June 21 

Trust level implementation plans All Trusts to have developed a local implementation plan for delivery of 
tobacco treatment services for inpatients and / or maternity services 

30 June 21 
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Maternity Medication protocols Maternity Services delivering phase 1 roll out to have protocols in place 
to enable provision of NRT in the community by maternity services 

31 July 21 

Phase 1a Recruitment of 
dedicated Maternity Care 
Assistants trained as Tobacco 
Treatment Advisors 

Recruitment of phase 1 Maternity Care Assistants trained as Tobacco 
Treatment Advisors 

31 July 21 

Training Plans All Trusts to have developed a Training plan, including VBA, Smokefree 
Champion and Tobacco Treatment Advisor 

31 July 21 

Maternity Care Assistants 
training 

Training of Phase 1 Maternity Care assistants as Tobacco Treatment 
Advisors, including local Trust protocols such as medication pathways 
& recording systems  

31 Aug 21 

Communications & Engagement 
Plan 

All Trusts to have updated Communications and engagement plan 31 Aug 21 

Phase 1a Maternity pathway 
delivery 

Initiate Phase 1 of Maternity tobacco treatment services 1 Oct 21 

Phase 1b Recruitment of 
Tobacco Treatment Specialists 
& Advisors 

Recruitment of phase 1 Tobacco Treatment Advisors / Specialists in 
Mental Health & Acute Trusts 

1 Oct 21 

Inpatient Tobacco Treatment 
Specialists & Advisors training 

Training of Phase 1 Inpatient Tobacco Treatment Specialists & 
Advisors, including local Trust protocols such as medication pathways 
& recording systems 

30 Nov 21 

Phase 1b Inpatient pathway 
delivery 

Initiate Phase 1 of inpatient tobacco treatment services in prioritised 
Acute & Mental Health Trusts 

1 Dec 21 

   

 
The NE & NC ICS also commit in the upcoming 6 months to reviewing the regional wider Tobacco control strategy to achieve the 
ambition of achieving less than 5% smoking prevalence by 2030, and tackle health inequalities.  The ICS aims to explore a 
compact agreement to fund a consistent whole system tobacco control strategy.    
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The wider tobacco control strategy would include ensuring availability of evidence based Very Brief Advice and stop smoking 
pharmacotherapy in Primary Care, regional training & resources, standards for Community Stop Smoking Services, and regional 
leadership with tobacco control & media. 
 

 
 
The vision for the Tobacco Dependency Treatment landscape within the NENC is that every smoker will make at least one 
significant quit attempt per year, with Tobacco dependency being discussed by every Health Care Professional they meet.  
Smokers will have a choice as to how to quit and can access support and medication anywhere in the region, including Specialist 
Support, Brief Advice and Treatment or Self -Support.   
 

Improved 
uptake of the 
NHS diabetes 
prevention 
programme 

 
Increase the number of primary care referrals to the nationally funded Healthier You Diabetes Prevention Programme, in line with 
system Long Term Plan profiles working with provider. (To note: due to COVID-19 regulations no firm date has been agreed for 
when face to face interventions will return – digital intervention only offered currently). Further work is required to understand the 
possible impact on widening Health Inequalities due to digital intervention only. Subsequent plans will include assessment of 
access, experience and outcomes through an inequality lens to inform actions required to improve uptake/outcomes of deprived 
and ethnic minority groups. 
 
Ensure Personalised Care approaches are embedded throughout pathways, including ensuring people are prepared to attend their 
appointments through provision of information and opportunity to highlight what is important to them.  Use Shared Decision Making 
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to support people to make the right choices for them in their recovery.  Build the use of Personalised Care and Support Plans into 
appropriate pathways to ensure the person is at the centre and plans are built around what works for them – ‘What Matters to 
You?’.  
 

Progress on 
CVD 
prevention 

 

• Align CVD Prevention programme activity with emerging CVD Prevention sub regional Board and clarify governance 
arrangements, by end of Q1. 

• Re-energise North East and North Cumbria CVD Prevention Network programme focussing on Atrial Fibrillation, high blood 
pressure, raised cholesterol (including FH) by the end of Q1. Address barriers to CVD prevention for communities through a 
network approach working with public sector and voluntary organisations, including those in difficult to reach and vulnerable  
groups. 

• Finalise CVD Prevention Call to Action for NENC ICS by end of Q1 

• Launch ICS Lipid Management guidelines, by end of Q1. 
• Promotion of the National AAA Screening Programme across NENC to encourage high take up of the programme, particularly 

by those in highly deprived areas. 

• Develop sub-groups focusing on particular vascular areas such as lower limb amputations and carotid endarterectomy. 

• Beneficial Changes Network funding AHSN/ARC to work with Deep End GPs to improve Lipid Management and support 
development of tools for other GP practices to use with deprived groups.  

 
Ensure Personalised Care approaches are embedded throughout pathways, including ensuring people are prepared to attend their 
appointments through provision of information and opportunity to highlight what is important to them.  Use Shared Decision Making 
to support people to make the right choices for them in their recovery.  Build the use of Personalised Care and Support Plans into 
appropriate pathways to ensure the person is at the centre and plans are built around what works for them – ‘What Matters to 
You?’.  

Progress 
against the 
LTP high 
impact actions 
to support 
stroke, cardiac 
and 
respiratory 
care 

 
Ensure all programmes apply Health Inequalities lens to data and ensure there is a targeted proportionate offer to improve access, 

experience and outcomes from these actions. Inequalities are identified and embedded within all the network planning process, 

governance, oversight, reporting systems and processes 

 

Ensure Personalised Care approaches are embedded throughout pathways, including ensuring people are prepared to attend their 

appointments through provision of information and opportunity to highlight what is important to them.  Use Shared Decision Making 

to support people to make the right choices for them in their recovery.  Build the use of Personalised Care and Support Plans into 

appropriate pathways to ensure the person is at the centre and plans are built around what works for them – ‘What Matters to 
You?’.   
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Respiratory care: 

 

Early and Accurate Diagnosis:   

• Develop the plan and pathways for the community and local level diagnostic hubs. The network has agreed minimum standards 

which is in line with the national recommendations and each locality will develop a model to match workforce and demand 

requirements. Timeline: Q2-Q4 

• Create an integrated MDT and identify Clinical Lead to support development of this group. Timeline: Q1-Q2 

• Recognise personalised care and patient choice by inviting a patient representative to the regional subgroup.   Timeline: Q1 

 

Pulmonary Rehabilitation: 

• Adopt and adapt a regional approach to addressing current backlog in services. (Please note on-going discussions as to where 

COVID-19 rehab fits in; if absorbed into PR, the waiting lists will increase exponentially.) Timeline: Q1-Q3 

• Increase awareness and referrals to PR services from Primary Care Timeline: Q1-Q2 

• To explore opportunities for digital solutions for mild COPD rehabilitation. Timeline: Q1-Q3 

• Increase support for Trusts undertaking COPD Discharge Bundle as part of the NACAP COPD Audit, which will improve 

referrals to pulmonary rehabilitation and general COPD care. Timeline: Q1-Q4 

• Develop a Pulmonary and Cardiac Rehabilitation Sub-Group. Timeline: Q1-Q2 

• Recognise personalised care and patient choice by inviting a patient representative to the regional subgroup. Timeline: Q1 

 

Stroke care: 

• Begin scoping work to undertake and progress a systemwide review of the stroke patient pathway from seeking help to receiving 

mechanical thrombectomy treatment. Timeline: Q1-Q2 

• Working towards better ICSS pathways across region.  Work towards undertaking a comprehensive GAP analysis of 

rehabilitation services across the region including an analysis of 6-month reviews.  Timeline: Q1-4 

• Understand the current process of the 6/52 & 6/12 reviews. Conduct a GAP analysis and review of SSNAP data to identify 

variance in unmet needs.  Timeline: Q1-4 

• Increase data submissions from community teams. Identify what are current barriers to submission. Encourage participation in 

the SSNAP post-acute organisational audit (one-off). Explore the outcome of the results with the teams. Timeline: Q1 

• Work in collaboration with national and regional teams to develop local dashboards that can be used as a measure of success. 

Timeline: Q1-4 



 

73 

 

• Work in collaboration/partnership with CVD Prevention network and ICS Regional Health Inequalities network and other 

regional/national partners. ISDN will act as advocate and conduit of messaging from these networks and groups across the 

wider network.  Timeline: continual work to review and embed 

 

Cardiac: 

The National Clinical Policy unit are publishing the Cardiac Network plan in the coming weeks. We have received an indication on 

resources with direction to establish a managed cardiac clinical network across our ICS. 

The NE&NC have a small but well-established clinical Cardiac Network and already have identified several locally driven priority 

areas. These priority areas include work within the following areas; 

• Continued focus on restoration and recovery, 

• Complex Device implantation, 

• Cardiac Diagnostics,  

• Rehabilitation, 

• Heart Failure.  

 

Quarter 1, Regroup and review current workstreams and patient pathways in light of the publication of the National Cardiac network 

Plan document. We will then prioritise and plan against key deliverables and whole patient pathways.   

These work programmes are expected to expand over the next 6/12 months. We will work towards having agreed delivery plans 

which meet both national aims and reflect local development needs in place by the end of 21/22. 

 

Expansion of 
NHS digital 
weight 
management 
services 

The NE&NC ICS Population Health and Prevention Board are establishing a healthier weight workstream as a key priority.   A heathier 
Weight Strategy Group will be developed (learning from the similar successful approaches that have been developed by tobacco and 
alcohol workstreams).  Options will be explored to secure funding to appoint a Clinical Lead and Strategic Manager to take forward 
this work. 

  The principles of a NENC ICS Healthier Weight approach have been agreed: 

• Recognising whole system approaches that are being developed at place 
• Regional approach focusing on supporting action in the NHS – acknowledging this is just one piece of the system jigsaw 
• Clearly articulating the role of the NHS in supporting healthier weight.  Being clear where the NHS will lead; collaborate; 

advocate 

The workstream will support the roll out of the NHS digital Weight management programme (DWMP).  
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To support the implementation of the NHS DWMP, a cross system time limited group is being established.  This will include 
representatives from all NENC CCGs, LA public health representatives from NE ADPH Healthy Weight Network, Clinical Networks, 
PHE, rep from the NE&NC NDPP operational group, NHSE LTP Prevention Lead and a rep from the Gateshead GP practice, which 
was one of the 6 national test sites. The group will develop a plan for the implementation of the DWMP in NENC; recognising the 
immediate pressures on general practice, and in line with NHSE/I expectations, we are aiming to make the programme available to 
all practices which have capacity to support referrals by the end of the financial year 2021-22.  The plan will recognise the additional 
government funding that local authorities have received to commission Tier 2 Weight Management Services and the NDPP which is 
currently available to ensure a joined up approach which enables primary care referrals to be made to the most appropriate we ight 
management offer for their patients. 

The workstream will adopt a population health management approach to ensure roll out of DWM services does not indirectly impact 
on health inequalities and targeted at populations who need this the most.   

We will work with the NENC ARC who are evaluating the implementation of the DWMP nationally. 

 

Please summarise the key assumptions that underpin the personalised care activity plan submission (personal health budgets, personalised care and 

support planning, social prescribing unique patient referrals), highlighting any key risks and issues. Please also set out any system actions that are 

critical to the delivery of the planned activity levels. 

Assumptions  

• National trajectories for recruitment of, and referral to, Social Prescribing Link Workers in PCNs, Personalised Care and Support 

Plans and the offer of Personal Health Budgets continue to form part of the Foundation MOU for ICPs in 2021/22.  

• The PCN DES for 2021/22 continues to provide funding for ARRS roles in PCNs to support Personalised Care (Social Prescribing 

Link Workers, Health Coaches and Care Co-ordinators) 

• Funding will be available via the Foundation MOU from Month 1 and Month 4 to support delivery of Personalised Care priorities . 

• ICP structure and operations across NENC is variable with working at place well established and scope to develop ICP working 

further.  Personalised Care work is emerging / developing, and most areas are at the beginning of this work.  

Actions  

• Establish and consolidate leadership and governance structure for Personalised Care at ICS level. 

• Establish and maintain full engagement from ICPs in the NENC Personalised Care programme, including increased 

representation from local authorities. 
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• Support development of clear deliverables at ICP level, linked to ICS Personalised Care priorities, trajectories and specific 

outcomes identified in planning guidance. 

• Establish a NENC Personalised Care network to support whole system delivery of priorities, sharing and learning across the 

piece. 

• Develop use of relevant outcome measures to measure the impact of Personalised Care.  Consider full range of measures 

available at both system and patient level.  Implement, test and evaluate measures (using the national Health System Support 

Framework). 

• Develop process for regular local data flows between ICS and IPC / CCG / place level for information to maintain oversight of 

trajectories. 

• Support the response to low level mental health needs, particularly linked with pandemic recovery.   A training offer previously 

commissioned for NENC from Bromley by Bow Centre has received good uptake. This was targeted at those in Social Prescribing 

Link Worker roles, Health and Wellbeing Coaching roles and other frontline health and social care workers.  Commissioning of any 

future training will be responsive to need across NENC and in line with available funding. 

• Support investment and development of the ARRS roles, such as Social Prescribing Link Workers, Health and Wellbeing Coaches 

and Care Co-ordinators.  Continue to support the development of supervision / training / networking offer for these staff. Work with 

Primary Care colleagues in PCNs, CCGs and GP Transformation Team at ICS, ICP and place levels as appropriate to continue to 

build this support infrastructure. 

• Work in a proactive, multi-disciplinary, integrated way, to ensure Personalised Care runs through all programmes as an enabler to 

reduce health inequalities. Personalised care is particularly beneficial to address health inequalities as it gives people choice and 

control over the way their care is planned and delivered based on ‘what matters’ to them and their individual strengths, needs and 

preferences.  Empowering people and increasing knowledge, skills, confidence helps people engage with their health and with 

services on a more equitable footing. Personalised care is the approach that balances out the disbenefits of  standardisation, 

which can increase inequality and reduce access for more vulnerable groups. 

• Wider workforce – work alongside ICS Workforce workstream to ensure Personalised Care training and approaches are 

embedded across all sectors. Continue to promote training opportunities such as free PCI online training and any locally 

commissioned training based on identified need and available funding.  At ICP / place level, plan for how to embed Personalised 

Care training into staff inductions, as well as maximising any other training opportunities.  

• Establish links with elective care / outpatients work at ICS / ICP / place levels.  Aim to embed Patient Initiated Follow Up (PIFU), 

learning from successful models. Opportunity to use ARRS roles and Supported Self -Management to improve knowledge, skills 

and confidence, linked with validation of waiting lists and waiting well initiatives.  
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• Work with the Ageing Well programme, to ensure Personalised Care approaches are fully embedded to support healthy ageing 

across the life course, as well as within the programme specific workstreams (Anticipatory Care, Urgent Community Response 

and Enhanced Health in Care Homes) and workforce competencies. 

• Work with models such as NHS@Home to embed Personalised Care approaches to how people can be supported to manage 

their own health at home using remote equipment.  Support discharge planning activity to increase the use of Supported Self -

Management, Social Prescribing, Personalised Care and Support Planning and Personal Health Budgets (where appropriate) to 

enable a more personalised experience of hospital discharge and recovery in the community. 

• Support all ICPs / places to develop co-production throughout services and implement the Peer Leadership programme to fully 

embed lived experience. 

• Establish links with maternity services at ICS / ICP and place levels to continue to embed shared decision making and 

personalised care and support planning for every woman, in line with recommendations of the Ockenden report.  

• Continuing to deliver on the Personalised Care MOU and Long-Term Plan Commitments, linked to recruitment of, and referral to, 

ARRS roles, embedding of Personalised Care and Support Planning and increased use of Personal Health Budgets in line with 

MOU trajectories.  

Risks and 
issues 

• Leadership and governance to be confirmed. 

• Competing priorities for ICPs and perceived level of importance of Personalised Care across systems. 

• Funding to support both leadership at ICS level and delivery of local projects and training. 

• Place based systems are currently at different starting positions which may impact on ICS / ICP working and joint plans / priorities. 

• Data collection for national trajectories – including definitions and reporting mechanisms.  Reporting is currently limited and 

immature for the programme. 

• Any requirement to increase support to specific workstreams, such as elective pathways, along with further possible surges in  
COVID-19 is a key risk to building on current activity for personalised care. 
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D. E1 Transforming community services and improve discharge 

Please set out the specific actions that, as a system, you will prioritise over the next 6 months to address the objective below  

Deliver an 
improvement 
in average 
length of stay 
with a 
particular 
focus on stays 
of more than 
14 and 21 
days 

  

The introduction of new Hospital Discharge Operational Guidance in March 2020 (updated August 2020) has led to revised and re -
energised discharge arrangements across NENC ICS. There has been a shift from previous processes which included limited 
surveillance of all hospital discharges, a  focus on the notification process (which brought multi agency discussions much later in the 
process) and the previous formal reporting that focussed on DTOCs which challenged integration by way of the data reporting 
definitions. The shift to a ‘Home First’ approach means that discharge planning starts on admission with daily clinically led review that 
uses the criteria to reside ensuring that anyone remaining in an acute bed meets one of these 11 criteria and where they no longer 
meet the criteria they are discharged as soon as possible the same day or the following day. The introduction of ‘live’ discharge 
patient tracking has ensured that each of the pathways 0 to 3 are managed by teams with the right skills and expertise with c lose 
working with Integrated Single Point of Access and other key partners.  Implementation of effective Discharge to Assess processes 
has also supported prompt discharge and reduced LLOS. 
 
Community services will continue to be reviewed and evaluated across the ICS both in terms of the volume and range of services to 

ensure the right level of reablement is in place to support people at home and also that there is sufficient community clinical capacity 

to enable dedicated rapid response discharge and admission prevention services, 8am to 8pm, 7 days a week to meet  the new 2 

hour and 2 day standards. 

Regular review of data for delayed discharges will be continued and a key priority in 2021/22 will be to continue to embed the 
collaborative ‘Home First’ approach with community partners using every opportunity to ensure data quality and reporting wh ich can 
in turn support system decisions and help to unblock any pressure points in the community.  All four ICPs have established surge 
meetings which are flexed (stood up/down) based on pressures and need. Meetings have been closely linked with place based 
discharge groups to ensure patients were discharged and placed on the next stage of their pathway of care, maintain flow throughout 
the hospital and promote rapid and supported discharge from hospital to the most appropriate place for recovery in a planned 
manner rather than an extended length of stay in an acute hospital bed 

 
2021/22 will also see transfer of care hubs continue to be developed across the ICS to ensure a system response in minimising 

delays and improving flow, whilst ensuring that high quality care is maintained. 
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The following initiatives are some of those in place across the ICS aimed at reducing length of stay: 

• Discharge to Assess becoming fully embedded to support prompt discharge and reduce LLOS 

• A home first mind set for rehabilitation and reablement 

• Continue to develop a standardised ICS offer of an integrated health and social function to manage cr isis management and 

discharge, through transfer of care hubs with the ability to access the full suite of available health and social care teams at an ICP 

and locality level  

• Review provision and management of the community health funded bed base for adult residents across NENC ICS to inform 

commissioning intentions and to ensure equity of access, efficiency and effectiveness 

• Build on digital solution such as the Capacity Tracker to support understanding of capacity and manage demand and to 

standardise collection across the ICS. 

• Ongoing monitoring of Home First Models of care to ensure improved outcomes  

• Ongoing performance monitoring of the 14+ and 21+ LoS  

An Executive and an Operational Lead for the ICS input into the NEY Discharge and Out of Hospital meetings and ensure 

engagement with the four ICPs who have also identified clinical and operational leads for hospital discharge.  

 

Please summarise the key assumptions that underpin the 2-hour crisis community health 12 month activity plan submission highlighting any key risks 

and issues. Please also set out any system actions that are critical to the delivery of the planned activity levels. 

Assumptions  

The vision to deliver on the 2 hour crisis community response across the ICS is already established with a number of services already 
acting as the co-ordinated first point of contacts for all crisis response community health issues including intermediate care, crisis 
response, step up and step down residential or nursing care. Clinical triage will continue to be embedded in transfer of care hubs and 
iSPAs to support a ‘Home First’ approach in assessment, prioritization and allocation of all urgent/crisis referrals and ensu re access to 
the right clinician within the 2 hour timeframe 
 

Health and social care system partners will continue to assess the trends in data to understand the delays in discharging pat ients with 
a long length of stay however the challenges in creating automated data collection for these services should be noted and in some 
cases baseline data for this metric still needs to be established.  
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The ICS is committed to promoting equality and targeting support to vulnerable populations and ensures that all services including 
discharge, admissions avoidance and urgent community response given regard to the need to reduce inequalities between patients in 
access to, and outcomes from healthcare services and to ensure services are provided in an integrated way where this might reduce 
health inequalities. This is detailed later in the plan. 
 

Other assumptions include the following 

• LOS reductions for longer stay patients >14 and >21 days are sustained 

• Ongoing use of current and new transport solutions 

• Incremental improvements to sustain improved discharge performance 

• Ongoing access to designated beds should they be required 

• Responsive hospital liaison psychiatry services  

• Weekend pharmacy services  

• Capacity Tracker kept up to date on nursing/home care beds availability  

• System oversight / LADB oversight of discharge arrangements and best practice 

• Responsive CHC assessments 

• Access to ‘Transformational funding’ or the ‘community uplift’ as per to the national planning guidance 
 

 

Actions  

Validation of these services against the UCR standard definition has been undertaken acknowledging that other community health 
services may provide an urgent response, but not as part of a multi-skilled team as described in the definition. This includes district 
nursing or community nursing services and whilst monitoring waiting times for these services is very much encouraged, they are not in 
scope of the urgent community response standards. The validation exercise also included a status update for reporting via CSDS to 
ensure that all data is captured, and data quality can be improved during 2021/22. Work is ongoing to ensure that services not yet 
reporting via CSDS are brought online so that all services are reporting by the end of Q4. 
 
There is work to progress around ‘no wrong door’ referral pathways so that referrals are accepted from all routes in (including self -
referrals, NHS111 and 999 etc.) 
 
Many of the services providing 2hr UCR are already on the DOS with services accessible across the ICS geography. Work that has 
already started (via the validated list) to ensure that the DOS is complete and shows the full range of providers by Q4.  
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In NENC ICS the Ageing Well core team are also working with Ageing Well ICP leads to support delivery of the 2hr standards given 
that it is one of the priorities in the Ageing Well Programme. Clinical Leads for Ageing Well act as ‘checkers and challenges’ to support 
the ICP and ICS. Progress updates are reported to the NEY Ageing Well Board and NEY Discharge Cell  
 

The following initiatives are in place across the ICS aimed at underpinning the 2 hour crisis community target:  

• Embedding a true community SDEC to provide 24/7 care in response to urgent and unplanned activity.  

• Evaluation of the home oximetry service and virtual ward approaches 

• Continuation and review of Discharge to Assess, Trusted Assessment Model pilots, Recovery at Home approaches etc.  

• Review real time discharge intelligence as per the national SitRep and update discharge reporting in line with system changes 

• Review and embedding any pathway changes which are proved to improve outcomes such as transfer of care hubs, integrated 

discharge management teams, further D2A pathway changes and any additional therapy and social work support as required 

and as financially viable for the system  

• Continued integrated of health and social care teams to improve the community response 

• Review of discharge transport options 

• Workforce review 

• Options for access to advice and guidance 
 

Risks and 
issues 

A key risk to transforming community services and improving discharge is that additional D2A funding is not secured beyond Q2 

2021/22 

Other risks include the following: 

• Current data collections systems not able to capture and report appropriately 

• The scale of change: a wide range of services need to be standardised and integrated across community and social care 
which needs a system approach in order to fully realise the community vision and to maximise use of existing resources  

• Potential to source investment across the system to support new ways of working 

• Ability to access national funding to support developments where available 

• Resource within the Information team and IT team to develop recording and reporting processes and undertake analysis of 
data for 2-hour response services 

• Resource to project manage the review of UCR services.  

• Any reduction in transport would present a risk. 
 
Understanding the costs in delivering the 2 hour Urgent Community Response standard will be refined during Q2 
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E2 Ensuring the use of NHS111 as the primary route to access urgent care and the timely admission of patients to 
hospital who require it from emergency departments 

Please set out the specific actions that, as a system, you will prioritise over the next 6 months to address the objective below  

Continue to 
progress the 
work already 
underway 
through the 
NHS 111 First 
and Same Day 
Emergency 
Care 
programmes 

  
Following NHS Think 111 First launch 2020 the system will: 
 

• Evaluate the full data set with recommendations and next steps scheduled 11 May 2021. 

• Continue to develop the intra-operability of provider systems to allow for direct booking into Primary Care, ED, SDEC and 
onward referral currently via EDDI and WASP. 

• Continue to work with the regional DOS team  to ensure services are profiling and representative of local services   
• Develop a protocol for ED, 111 DNAs (DNA within 2 hours, for extremely clinically vulnerable or safeguarding)  

• Ensure systems are in place to move  from EDDI to Care Connect 31 March 2021 

• Development and expansion of Same Day Emergency Care services across the ICS, work to progress standardisation of 
operational and clinical model.  

• Work to progress pre booking into SDECs  
 

Roll out of the 
Emergency 
Care Data Set 
(ECDS) to all 
services 

 
• ICS will continue to roll-out implementation of ECDS to EDs and UTC services in line with national expectation working in 

collaboration with NHS Digital, NHS England and Improvement, IT system suppliers and neighbouring Integrated Care 
Systems where common IT systems exist.  Where technology allows, we will capture new data items including ‘Ready to 
Proceed’, ‘Time to initial Assessment’ and ‘Time in Department’, as detailed in section E2 of the planning guidance. 

• Concurrently, with the implementation of ECDS, the ICS will reinforce the need to improve data quality and completeness of 
the required fields within ECDS which will ultimately improve patient care through better and more consistent information; 
allow better planning of healthcare services;  improve the communication between healthcare professionals;  allow us to 
commissioning services more appropriately and help to reduce pressure on our staff. 
 

Please summarise the key assumptions that underpin the UEC activity plan submission highlighting any key risks and issues. Please also set out any 

system actions that are critical to the delivery of the planned activity levels. 
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A&E attendances excluding planned follow ups 

Assumptions  

• Assumptions that underpin the activity for A&E attendances are that activity levels are expected to increase back to pre-
COVID-19, 19/20 levels, following the same seasonal changes with no further significant impact of COVID-19.  

• There is the potential as enhanced SDEC models go live may have some effect on ED footfall. Place based changes to 
paediatric ED may also have some effect ED footfall.  
 

Actions  

• Continued communications with the community as part of regional campaign to reduce unnecessary attendances to A&E.  

• Continued focus on the 111 First model and utilisation of booked slots 
• Improved NHS 111 triage to avoid attendance 

• Continue to increase the volume of clinical revalidation of calls reaching an ED disposition within CAS, along with enhanced 
clinical skill mix to support improved outcomes. 

• Ambulance continued focus on see and treat / hear and treat to avoid attendances at A&E 

• Rapid triage, ensuring the earliest possible review by a senior clinical decision maker. 
• Effective streaming for presenting Patients with illness to more appropriate services, which may be a booked telephone 

assessment with a primary care clinician working within the UEC service.  

• Ongoing implementation and development of SDEC models, Review and revision of SDEC pathways to provide direct access 
pathways from ambulance and GPs into SDEC 

• Ensure the Clinically Ready to Proceed standard can be recorded and reported within the Type 1 facility. 

• 2-hour crisis response / admissions avoidance community. 
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Risks and 
issues 

• Operational pressures exist where sites have different levels of activity across the ICS  

• Anticipated SURGE in Mental Health Demand 

• NHS 111 call answering performance due to staff sickness, and increasing complexity in call triage processes, along with the  
requirement to provide contingency to other NHS 111 providers.  

• There is a risk that referrals to 111 increase so much that it outstrips capacity reducing the opportunity to signpost and he rald 
patients to the appropriate service. This risk will be further compounded in the event that 111 resourcing is reduced as a 
result of reduced 111First allocations.  

Workforce:  

• Recommended increase in emergency care staffing following the latest ORH review, has not been built into workforce 
plans. 

• Competing demand for paramedics PCN ambulance services /NEAS. 

NHS 111 referrals to SDEC 

Assumptions  

• Initial analysis of referrals via NHS 111 First has indicated that the number of referrals to SDEC will be fairly low, particularly 
as alternative pathway options are being identified as well. 

Actions  

• Development and expansion of Same Day Emergency Care services across the ICS, work to progress standardisation of 
operational and clinical model.  

• Work to progress pre booking into SDECs  

• The ICS will continue to work with each Trust to refine and develop their SDEC model to provide consultant assessment and 
diagnosis, rapid treatment and early facilitated discharge.  

• This work will include ensuring that General Practitioners and other community-based services (e.g. community nursing and 
Mental health services) are able to access a senior clinician who is immediately available to provide support and advice in 
order that patients quickly enter appropriate clinical pathways. This will also include NHS 111 being able to book 
appointments into other specialities.  

Risks and 
issues 

 

• Overall hospital capacity.  If f low is insufficient into wards due to lack of bed capacity (e.g. Too few discharges) then SDEC 
and other front of house services will f ill and admissions will have to be into A&E. 

• Need to continue to monitor the usage of the slots currently accessed via the NHS 111 process.  

• Need to carry out patients’ satisfaction surveys and feedback to ensure that the service is fit for purpose and the benefits  
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Elective Recovery Framework:  Gateway Criteria 

To qualify for ERF funding, systems are required to demonstrate their elective recovery plan supports the requirements in sec tions C1 and C2 of the 
planning guidance and the five objectives listed in the accompanying implementation guidance. Please set out the specific actions that, as a system, 
you will take to meet the ‘gateway criteria’ below: 

Addressing 

health 

inequalities  

 
This section on health inequalities focuses specifically on elective recovery and this work sits within in the context the health 
inequalities work described in the next section of this document and broader inequalities work with Local Authorities.   
 
All providers are restoring NHS services with a greatly increased focus on addressing health inequalities, l inking particularly closely 
with place-based partners whose role is crucial in addressing the social determinants of health inequalities. There are executive 
leads for health inequalities on all acute trust Boards and public health capacity has been strengthened within all acute trusts. ICS 
wide governance arrangements are in place to improve prevention and coordination across the system and to drive action that is 
best done at that level.  
 
A North East North Cumbria Health Inequalities Advisory Group has been established to provide strategic support across the 
Integrated Care System (ICS) to embed a health inequalities approach into all planning and decision making.  The Chair and SRO of 
the NENC Health Inequalities Advisory Group is Julie Gillon, Chief Executive, North Tees and Hartlepool NHS Foundation Trust. 
 
Robust analysis has been undertaken by business intelligence teams to understand change in referral levels for elective and cancer 
services from different population groups linked to ethnicity, deprivation and wherever possible by learning disability and other 
inclusion groups. Overall referral levels are down from pre-COVID-19, with the gradient in reduction most noticeable in deprived 
communities. Cancer and urgent referral rates have recovered the fastest of all services. Being mindful that cancer two week wait 
referral rates have consistently been higher from more affluent communities, targeted action with primary care, cancer alliance and 
others continue to ensure early identification of potential cancer cases particularly in deprived communities, through educat ion, 
screening, the introduction of lung health check pilots and other pathway changes. 
Going beyond the minimum criteria in the ERF which are largely around referrals, work is being undertaken to identify any health 
inequalities implications of clinical prioritisation of patients already on NHS waiting lists. Trusts are at differing levels of development 
on this ranging from analytical reviews, to ‘live’ waiting list dashboards with inequalities information for use by clinical and operational 
teams, through to early work to redesign pathways where this may address health inequalities – such as health optimisation of 
patients from specific communities whilst on the waiting list. 
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All acute providers prioritise patients for treatment based on clinical acuity. Through the use of data  we anticipate that p lace based 
partnerships including trusts will increasingly differentiate support to patients and transform pathways in ways which reduce pre-
pandemic/pandemic-related health inequalities making use of system-wide NHS and IS capacity.  The monitoring of patient 
experience and outcomes by ethnicity and deprivation is an area for further development.  
 
As set out in the following section, all acute providers are optimising use of Advice and Guidance, digital consultations and  Patient 
Initiated Follow Up as a means of restoring NHS services as quickly as possible and of improving patient experience. Further 
information on the approach to transforming outpatients is set out in the next section. It is recognised that usage and uptake of these 
arrangements may be impacted by factors such as deprivation, protected characteristics, primary language etc and that services and 
support arrangements will need to be designed to ensure that they don’t widen health inequalities and ideally narrow them.  There 
are some good examples of collaborative work with Local Authorities to bring technology into communities or people’s homes that 
can be used for healthcare.  
 
Each trust has already begun or will do shortly, collecting activity data on Advice & Guidance, Patient Initiated Follow Up and digital 
consultations uptake by age, disability status, ethnic minority groupings and IMD deprivation.  This data will be analysed for given 
specialties and considered by each Trust’s outpatient transformation governance arrangements and appropriate action taken to 
address areas of concern. It is recognised that completeness of data on ethnicity and disability status may not yet be as high and 
may have been impacted by move to digital appointments without the outpatient reception processes where these items are routinely 
checked. Opportunities to compare and contrast benchmarking data between trusts on uptake by age, disability status, ethnic 
minority groupings and IMD deprivation will be coordinated through the fortnightly Chief Operating Officer meetings and through 
linking leads from each trust’s outpatient transformation programme. 
 
The Critical Services Recovery Tool will be helpful in relation to health inequalities work going forward.  

 

Transforming 

outpatient 

services 

 

Planned levels for H1: 

• NENC ICS outpatient attendances are planned to be delivered 72% face to face and 28% telephone/virtual.  

• NENC advice and guidance trajectory shows growing utilisation over the 6 months: 

 April 2021 May 2021 June 2021 July 2021 August 2021 Sept 2021 

NENC 8027 7877 8120 8499 8102 8396 
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• Advice and guidance volumes are 9.4% of 1st OP attendances.  

• Trajectories for patient initiated follow up (PIFU) – 3 providers have submitted trajectories for PIFU, other providers continue to work 

to develop a mechanism for recording and counting this activity.   

 

All four ICPs plan to continue transforming outpatient services building on pre-COVID-19 work that has accelerated as part of 
elective recovery.  Specific actions and plans being progressed include: 
Increasing uptake of Advice and Guidance – all Trusts now offer this service and plans are in place to increase the coverage across 
more specialties; engage with primary care to more firmly embed this approach; and improve data capture systems.  This will add to 
and build on pre-existing arrangements that are already in place in many Trusts in NENC, that is, Referral Assessment 
Service(RAS); service-specific referral management and triage services.    
 
Implementing Patient Initiated Follow-up (PIFU) -  all the Trusts already offer PIFU in a selected number of specialties and each 
Trust plans to extend this further alongside refining and improving data capture to accurately account for the volume of activity that is 
already being delivered through this modality and also to demonstrate the expected increase.  All Trusts will be able to capture PIFU 
activity from Q1 onwards. 
 
Each Trust to date has a different selection of specialties where PIFU has been introduced.  Examples of specialties where PIFU can 
be seen in the ICS include: ENT, breast, MSK, gastroenterology, rheumatology, respiratory, diabetes, general surgery, dermatology, 
gynaecology and dermatology with the exact combination and number of specialties being specific and tailored to each individual 
Trust. Further expansion of this modality to include more specialties is planned in all Trusts with additional services coming on 
stream to include the above specialties plus cardiology, ophthalmology, vascular, endocrinology and haematology.  Again, the exact 
combination of specialties within each Trust dependant on building on the range of current provision which varies by Trust. 
 
Developing virtual appointments and alternatives to traditional OPs – all Trusts have made access to virtual appointments a priority 
through launching, rolling out and using video consultations (largely Attend Anywhere) alongside increased use of telephone 
consultations to maintain as much outpatient activity as possible.  The aim during the year will be to build on the work done  in this 
area as part of elective recovery in order to maximise the amount of activity that is delivered remotely with a view to all Trusts 
reaching at least the 25% minimum.  
 
Implementing a clinical stratif ication methodology for patient follow-up to reduce unnecessary attendances – all Trusts through their 
outpatient service improvement programmes are taking the opportunity to review patient pathways alongside the mechanics of 
providing a more efficient outpatient consultation process.  The aim of this is to streamline clinical pathways to ensure that 
consultations only take place when absolutely necessary and when no other way of managing the patient and their condition is 
possible.  This will be achieved through a combination of reviewing pathways to ensure clear guidelines on condition management 
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coupled with a focus on personalised care that recognises the needs of the individual and allows patients to take a greater role in 
managing their own health and improving health outcomes as well as contributing to reducing inequalities.  
 
All Trusts along with their local primary and social care systems are aware of the risk of digital exclusion and exacerbation of 
inequalities in access to health care which could be inherent in the approaches to outpatient transformation as summarised above.  
To this end, specific actions are being developed across all ICPs to mitigate these risks as well as tackle any equalities and 
challenges for minority ethnic groups, people with learning disabilities and autism and people living in the most deprived areas.  
These include: utilising public health expertise in the wider system, but also from the relatively recent development of Trusts having 
consultants in public health medicine employed as integrated members of the Trust medical workforce, to undertake a deep dive  of 
both waiting lists and referral patterns to understand the demographics and develop plans to ensure more equitable access and 
speed of treatment; ensuring that whilst digital options are available for those able to use them, that other options continue to be as 
readily available for those unable to either use or access the technology; explore the option of technology provision plus human 
assistance being made available in appropriate community hubs for patient consultation usage; personalised care, as referred to 
above, is a key factor in responsive service provision appropriate to the needs of all patients that goes a long way to addressing 
inequalities in access and outcome from whatever cause. 

 

System led 

recovery 

 
All acute providers within the NENC are working collectively to achieve system led recovery in line with requirements outlined in the 
operating framework 21/22. Each organisation has agreed to deliver on the operating framework requirements to meet at least 
minimum standards of recovery against their 19/20 baseline. 
 
System recovery is being led through the provider collaborative (meets monthly) with the chief operating group (meets twice a month) 
supporting the operationalisation of the plans for delivery. Recovery data is pulled together by performance and information leads, 
supported by NENC NHSE/I colleagues, to ensure that weekly activity returns can highlight any deviation from improvement 
trajectories and any corresponding actions required can be implemented. 
Recovery plans have been developed by all Trusts across all specialties in line with clinical prioritisation criteria. The ICS management 
group and provider collaborative have, as part of their recovery plans, focussed on recovery of orthopaedics and ophthalmology, 
given the proportionate size these specialties hold on the collective ICS waiting list.  
 
To support the working of the COO group, an ICS wide orthopaedic alliance group has been established to supporting the sharing of 
good practice based on GIRFT and model hospital data. In addition, the clinical alliance has agreed pathways of how and when 
patients can and should move between Trusts (subject to their agreement) to support delivery of care in a timely manner and to 
support overall reduction of long waits across the ICS. The ICS has had experience of working in this manner during COVID-19 where 
cancer patients were moved between providers to ensure that patients were operated on in a timely manner. Movement of patients 
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and offers of movement are collected as part of the key data set supporting the ICS recovery plans. Other key measures include 
reduction in overall 52 week waiters and P2 classified patients. 
 
To facilitate the movement of patients there is agreement to share the relevant information between Trusts. It should  be noted that 
patients may move from one trust to another after being on the waiting list for a significant period of time or at the very s tart of their 
pathway at the point of referral, for example for the orthopaedic pathway at the point of the orthopaedic referral management triage 
service.  The system is working differently to make best use of the independent sector for ophthalmology as one of the most pressured 
specialities.  
 
Commissioner involvement is available to support patients to exercise choice. 
 
Plans to ensure that local Independent Sector (IS) capacity contracted is fully utilised and aligned to contribute to wider 

system plans to meet the prioritised needs of the ICS: 

Throughout the pandemic and the subsequent recovery, IS capacity has been utilised where appropriate and in -line with 

expectations under the national contract.  As the system transitioned to local commissioning of the IS the four ICPs agreed to 

continue working as a system and the CCGs agreed to fund NHS transfers to ensure no disruption to elective recovery.  

Operational teams within both NHS and IS providers continue to work collaboratively to ensure that clinical prioritisation and 

transfer takes place for those patients who can be treated in the IS. This is supplemented by a monthly strategic meeting with IS 

providers to understand any issues that require a system discussion.  Commissioning IS leads collaborate via a regular ICS IS 

meeting.    

This approach to maximising capacity within the system allows the continuation and protection of NHS capacity for cancer and 

priority two cases, which will continue in 2021/22.   

 
Named responsible Director for system-led recovery in the ICS:  

The Provider Collaborative leads on elective recovery and is chaired by Dame Jackie Daniels, CEO of Newcastle upon Tyne 

Hospitals FT and Lyn Simpson, CEO of North Cumbria Integrated Care FT.      

Also relevant is the NENC Accelerator Proposal led by Sir James MacKey, CEO of Northumbria Healthcare FT and Ken Bremner, 

CEO of South Tyneside and Sunderland FT on behalf of and in collaboration with the  Provider Collaborative.  

 

Monthly system-wide governance and oversight process including all NHS and IS providers to monitor waiting lists and 

priorities: 

• The ICS Management Group with senior representation from all trusts and CCGs along with the ICS Executive Team oversee 

recovery in its broadest sense.   
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• The Provider Collaborative leads on system wide acute elective recovery, meets regularly and reports progress to the ICS 

Management Group monthly.   

• The elective recovery work is delivered through the NENC COO Group that meets weekly.     

• There is an ICS wide group that brings together IS leads to monitor delivery and ensure best use of the IS capacity across the 

system as a whole.  

• Northern Cancer Alliance has a key role in supporting system wide oversight and delivery of cancer services.  

• ICS Alliances are in place for orthopaedics and ophthalmology to support transformation in those specialities with the greatest 

number of long waiters.   

 

Clinical 

validation, 

waiting list data 

quality and 

reducing long 

waits 

 
Our hospitals need to “think big” to address our growing waiting lists. Following the national requirement to suspend routine activity in 
wave 1 providers had to  cancel many outpatient appointments and elective activity due to the focus on COVID-19 and providing 
emergency care. The NENC system has a collective ambition and commitment to do everything we can to help work through our 
waiting list as quickly as possible and ensure patients receive care based on clinical prioritisation. 
All acute providers within the NENC have followed and applied the national guidance in relation to the clinical prioritisation of patients 
to ensure a standard approach and allow all patients the opportunity to discuss their treatment with the clinical team responsible for 
their care.  
 
The national clinical priority, below, provided a structure for clinical prioritisation and supported a consistent approach across 
providers. 
P2 <1 month 
P3 <3 months 
P4 >3 months 
P5 Patient wishes to postpone surgery because of COVID-19 concerns 
P6 Patient wishes to postpone surgery due to non-COVID-19 concerns 
 
Patients on the elective admitted pathway, waiting for treatment, have been contacted to identify their preferred next steps, based on 
a number of options: 
  
• Patient no longer wishes to have the procedure.  

• Patient is no longer symptomatic and therefore does not wish to have the procedure.  

• Patient wishes to have their procedure as soon as possible.  

• Patient wishes to have their procedure delayed until after the coronavirus pandemic.  
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• Patient wishes to have their procedure delayed for personal/social reasons.  

• Patient declined as has had procedure (either as a non-elective admission or outside of the NHS)  
 
Patients who identified themselves as wishing to proceed with their surgery were clinically reviewed to understand the most up to 
date clinical status of patients waiting for treatment. This enabled the prioritisation of treatment for the most clinically urgent patients. 
Where appropriate this would include dialogue with colleagues in primary care regarding the ongoing clinical management of care 
and potential alternative clinical pathways. This is an iterative process which providers have embedded into their existing waiting list 
management systems. 
 
Patients deemed ‘most urgent conditions’ were reviewed first, based on the information available (such as urgency indicated at 
referral, procedure type, specialty, and length of time that the patient has been waiting for treatment). This review also included 
clinically led conversations with patients to understand any deterioration in presentation  
 
On clinical review, patients were allocated a priority category (National Guidance above and in agreement with the patient). 
Categories P2-P4 relating to the period of time within which it would be clinically appropriate for a patient to wait for their procedure. 
For patients in P5 and P6 category, it is clearly documented when the patient makes themselves available for admission, or if  this 
was not possible, a future date by which the patient should be re-reviewed (a maximum of 6 months). Confirmation letters sent to 
both the patient and the referrer. 
The patients’ priority categories are captured on local Patient Tracking Lists (PTL) for ongoing operational management of  waiting 
lists, ensuring urgent need is prioritised and longest waiters addressed. The new Waiting List Minimum Dataset (WLMDS) is 
submitted weekly via NECS.   
All providers continue to follow and adhere to this process and guidance. There has been an encouraging change in the willingness 
of patients to attend hospital as the national prevalence of COVID-19 in the community has reduced. This has allowed providers to 
increase the percentage of patients with tci dates and support the delivery of trajectories to reduce >52 week waits within the NENC. 
 
Oversight and governance structures   
After the first wave of the COVID-19 pandemic, NHS England and NHS Improvement (NHSEI) required NHS trusts to carry out a 
programme of clinical validation for inpatient waiting lists. Trusts were asked to embed the Royal College of Surgeons’ shared 
decision-making model methodology across all inpatient specialties. 
 
This method actively involved both patients and clinicians in clinical prioritisation. Patients were put at the centre of decision making 
and informed of the timeframes, while GPs were also notified of the outcome. This was a significant task for trusts who had to 
contact thousands of patients within the ambitious timescales set by NHSEI nationally, as well as develop efficient and effective 
ways to implement, record and report on the outcomes of the clinical reviews. Providers are now moving on to the next phase of the 
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programme – diagnostics. Collaboration with referrers in primary care will be required to support diagnostic waiting list validation in 
order to limit clinician time spent reviewing lists versus capacity for undertaking diagnostic activity. 
 
All providers had an existing governance structure for waiting list management which would typically include weekly PTL review 
processes which support a rapid escalation process when clinically indicated, monitoring of the percentage of patients with a TCI 
date; forward planning of theatre schedules and identification of demand and capacity issues. These processes have been fully 
reinstated across all providers with assurance provided through weekly discussion at Executive Teams and monthly Board of 
Directors meetings. 
 
Waiting list minimum data set:   
The requirement for waiting list submissions through NECS has presented significant challenges in terms of clarifying robust 
information governance processes. This has largely been addressed and all providers have committed to supporting the required  
submissions. Not all trusts are able to submit the P categorisation but are working to resolve this as soon as possible. This supports 
the weekly activity reports from NHSEI although some further work is underway to address variations between the WAR and JAR 
(SUS) submissions.  
 
Balancing the size of the waiting list 
The Chief Operating Officers meet on a weekly basis to review progress with recovery across all POD and have collaboratively 
developed processes cross the ICS to support the delivery of recovery including processes for clinical validation, waiting list 
management , addressing long waits and data quality issues. A complementary work stream to support the weekly monitoring of 
data has been supported by Directors of Planning and Performance across the ICS. Both of these forums directly support the 
provider Chief Executives, through the Provider Collaborative, in terms of assurance and risk identification and mitigation.  

 

People 

recovery 

 
This section focusses on acute trusts in the context of the specific Gateway Criteria for the Elective Recovery Fund however links to 
the main People element of this plan in section (A).  
 
All acute trusts are focused on delivery of the People Plan priorities, alongside local people strategies. People Plan chapter themes 
have informed the ICS workforce programmes of work with established work streams on health and wellbeing (HWB), equality dive rsity 
and inclusion (EDI), workforce redesign, leadership and supply.   
 
The ICS Workforce Board is responsible for overseeing delivery of plans within a robust programme management approach. The ICS 
HWB programme comprises 6 deliverables which include the  delivery of  wellbeing conversations and appointment of Guardians.  
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In addition, each trust has significant focus on HWB; work has included new strategies, expansion of OH/psychological support, and 
self-help materials. Details of the launch can be seen at: Staff Wellbeing Hub - Join Our Journey (nhsjoinourjourney.org.uk) 
HRDs have discussed a wellbeing warning system based on;  
1. Staff availability  
2. Annual leave 
3. Monthly People Pulse survey  
4. Focus on inequalities 
5. Occupational health /mental health referrals 
6. Staff turnover/retention 
 
HWB discussions have been a regular feature at Trust Boards and are part of regular workforce metrics along with vacancies / turnover 
rates, sickness/absence by staff group, causes of sickness, themes, patterns, trends.   
Data, (notably the regional Workforce Insights Report) provide sources of intelligence to focus on identifying retention risks. The WIR 
has provided valuable information, leading to refreshed discussions on retention, careers and collective management  of the local 
retirement risk. 
 
The ICS EDI programme comprises 7 key deliverables including 2 areas which respond to the collective position on WRES, and a 
priority to support the development of strong/effective networks.  In 2020 providers signed up to the ICS Collective Promise, to commit 
to better supporting individuals from BAME groups.   
 
With the support of the MOUs Leadership Academy, 3 masterclasses have been held for network chairs, led by Cherron Inko-Tariah, 
a leading expert in her field.  Each provider is undertaking work within each organisation, including a range of induction, training and 
communication materials and initiatives. 
 
All trusts are committed to active engagement with networks and have recently enjoyed celebrations as part of Staf f Networks Day 
within EDHR week. Trusts are opening up and sharing their EDI work, (webinars and events). An ICS network of networks will continue 
to be developed. 
Staff experience and ‘belonging in the NHS’ is another core element of people work across NENC and every organisation participates 
in the staff survey.  Across providers there are some exemplary staff survey results and an ICS overview has been reviewed by the 
Workforce Board and will be further considered by the HRD network for continued sharing of best practice.   
Some trusts have engaged with Pulse surveys / ran local engagement initiatives.  A number of leadership teams responded quickly to 
maintain visibility and engagement, using virtual ways of working to connect with teams.   
 

https://nhsjoinourjourney.org.uk/what-we-are-doing/staff-wellbeing-hub/
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There are many examples of recognition; hampers/gifts, personal thank you letters, badges of recognition and for some, and the 
opportunity to buy back leave.  There was no standard approach to this across NENC with instead, local arrangements and monitoring 
systems in place.   
 

 

 

Health Inequalities: 5 priority areas 

Please set out the specific actions that, as a system, you will prioritise over the next 6 months to address the priorities below  

Restore NHS 

services 

inclusively 

 

Areas Outstanding for 2021-22 
 

Addressing health inequalities and the adoption of a Population Health Management approach is a key priority across our ICS.  Specific 

actions to address health inequalities have been included within each section of our plan.   
The actions below compliment the Elective Recovery Framework, Cancer and Workforce sections of our plan.  

 
Areas Outstanding for 2021-22 

 

A number of key actions for the remainder of 2021-22 have been identified with coordination of response through the developing ICS 
approach to tackling Health Inequalities: 

 

• We have excellent examples where Trusts are starting to include the Index of Multiple Deprivation (IMD) quintile in several 

key data sets and reports, including the inpatient and outpatient waiting lists examples included within the elective recovery 
section.  This approach needs to be rolled out across the ICS.   

• As an ICS system we are supporting opportunities and frameworks using examples of best practice to support the rapid roll out  of 

a standardised approach (where applicable) as services are restored for example the piloting of a Trust Health Inequalities toolkit 
and development of a Primary Care toolkit 

• Development and implementation of additional indicators to monitor inclusiveness of restoration plans using indicators 
of vulnerability and or disadvantage (PIs being developed for monthly NHS reporting to include deprivation (patients from the 

20% most deprived neighbourhoods) and ethnicity  

• Sharing of good practice across the ICS and beyond – linking locally, regionally and nationally through networks for example 
AHSN roundtable, ADPHs to understand promising  practice 
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• Addressing backlog of services including CHC and ensure an increased proportion of patients managed through advice and 
guidance in certain specialties 

• Completion of all patient ethnicity datasets to be used to inform prioritisation and planning 

• Continue to monitor the effectiveness of arrangements in place for what – access to services?.  Specifically, the balance 

between face to face and virtual appointments with a key focus on increasing appropriate access appointments.  For example 
Involve North East have been commissioned to engage with and listen to patients at a local level to understand their digital 

experience.  Findings from the project will be used to help inform the future development of digital services.   

• Through our developing NE&NC ICS Health Inequalities approach ensure join up for NHS restoration plans with wider NHS 
system and partner plans e.g. Health & Wellbeing Strategies 

 
Plans for delivering outstanding commitments 

• Across the NE&NC we have now successfully recruited 5 Consultants in Public Health who are working into FTs with the 
overall aim to increase PH capacity within the NHS and the wider system.  The CPHs are supporting their respective FTs to 
implement approaches to support reduction in Health Inequalities.   A full evaluation of this approach has been carried out by 
Newcastle University.  Further recruitment of CPHs to take place 2021/22 in remaining Trusts. 

• Implement the recommendations from the NE Health Inequality Impact Assessment -  to understand the direct and non-direct 
health impact of COVID-19 on the population in the North East whilst addressing wider social determinants 

• Development of a NE&NC ICS Health Inequality Advisory Board to provide expertise to support to the ICS in the development 
of their approaches 

• NECs are implementing routine monitoring of recovery data (referrals and activity) to include IMD decile.  This will help 
inform recovery in relation to health inequalities 

• Northern and Yorkshire Region mapping of elective care and health inequalities will be shared to inform future approaches 
• Support the ICS to roll out waiting list analysis through a Health Inequalities lens to support the Elective Recovery 

programme. 

• To build on work underway to explore how health literacy has an impact on access and knowledge within our population 

• Continue to work with all relevant parts of the system to ensure ethnicity data is recorded and accurate 
• Self-assessment tool is being developed to enable systems to assess where they are against strategic and operational 

delivery plans and collectively agree and commit to key local priorities regarding health and well being   

• Ensure the restoration of services across the ICS takes account of the NE&NC Digital Inclusion Plan and Strategy.  
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Mitigate against 

digital 

exclusion 

 Our NE&NC ICS digital inclusion plan is now in place alongside a roadmap for delivery of the NENC ICS Digital Strategy  
2020-24.   A key focus for the ICS as a result of the COVID-19 pandemic, it has become more apparent that there is a growing need 
and dependency on digital systems and services, however, not all people have the ability, capability or willingness to interact digitally. 
 

Areas Outstanding for 2021-22 

• Collation of the evaluation to gain feedback from staff and patients about the significant shift to digital pathways of care - ensure no 
detrimental impact on health inequalities and, where appropriate put mitigating action in place. 

• Acceleration of the Axiom / Single Version of the Truth (SVoT) across the whole NENC ICS footprint to support direct patient care, 
improve outcomes and target the reduction in health inequalities. 

• The development of the Trusted Research Environment (TRE) strategy and implementation plan.  

• Expansion to all PCNs in one area to National Digital Accelerator site 
 
 
Plans for delivering outstanding commitments 

• In one Trust the equity audit carried out for outpatients identified higher DNA rates by deprivation, gender, age and learning 
disabilities. Analysis of virtual consultations identified the need to ensure recording of the outcome of the consultations to enable an 
assessment of equity across digital consultations. Understand how we roll this out across the ICS. 

• Work is underway to tackle digital exclusion through working with other partners to increase access through a number of other 
services and community assets.  

• Development of a Hospital Healthpathways system to be implemented, expanding on the Community Healthpathways to provide 
seamless pathways of care that can be adopted across partners and services to ensure we are provide quality, consistent care for all. 

• ICS digital inclusion plan and strategy to support local digital inclusion strategies. Working on alignment and standardisation of 
partners digital strategies including the CCG, Local Authority, Healthwatch, VONNE and Citizens Advice Bureau so that all relevant 
partners have same outcomes. 

• Implement outputs from mHabitat work - understand needs and priorities and co-design enhancements which help to build equity 
and inclusion. 

 

Ensure 

datasets are 

 

Areas Outstanding for 2021-22 

• Improving the recording of ethnicity within general practice is a priority as we know that in some areas RAIDR data identifies that 
ethnicity unknown or unspecified is as high as approximately 40%. 
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complete and 

timely 

• We recognise the need to work with practices to improve the quality and level of coding in order to be able to better identify 
those adults who will be eligible for flu vaccination and the groups who are also typically likely to be at risk of COVID-19. 

• Availability of regional maternity dataset including intelligence relating to BAME and other vulnerable groups 

• Dashboards to support programmes of work in development such as Alcohol, Tobacco, Maternity and Primary care LD 
dashboard highlighting health inequalities.  Links across dashboards to ensure consistent data sources are used.  Dashboards to 
include measures to monitor access, experience and outcomes where possible. 

• An item will be included in provider Data Quality improvement plans within schedule 6 of the standard contract. DQIP will be jointly 
developed and managed through recovery meetings. 

• To work both with NECS and with system partners to ensure datasets and analytics tools are suitable for work on tackling 
health inequalities, for example to include postcodes, ethnicity and deprivation data; and to link more widely with partner datasets, 
e.g. County/District Councils. 

• Ensure datasets are complete and timely to support development of Axiom /Single Version of the Truth; to inform prioritisatio n and 
planning across the ICS system. 
 
Plans for delivering Outstanding Commitments 

• Work with PCNs to improve ethnicity coding 

• Working to increase LD registers through QOF and IIF 
• Plan to address interface between maternity information system and PAS 

• LD dashboard scope agreed and under development 

• As part of each organisational arrangements and the PHM approach work is underway to ensure the data bases are complete and 
timely.  

• Plans are in place for greater integration of datasets across primary, secondary, council and other sectors – Axiom / Single Version 
of the Truth 

• A review of the current data in CHESS to access the extent of any gaps in the submitted data.  Re-establish the data flows and 
ensure that ethnicity is included in new entries and retrospectively. 

 

Accelerate 

preventative 

programmes 

which 

proactively 

 

The developing NE&NC ICS approach to Health Inequalities and Population Health Management will ensure the acceleration of 
preventative programmes at ‘place’ (CCG/LA) are complimented by ICS approaches and support.  The developing PHM programme 
will be flexible to support all levels within our system – ICS, ICP, Place and PCN as examples.  We will specifically support the 

segmentation of populations to identify those at greatest risk of poor health outcomes and work with the relevant partners to identify 
evidence-based interventions to proactively engage and support individuals.   
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engage those at 

greatest risk of 

poor health 

outcomes 

A number of key areas for further development during 2021-22 are included below.  Recommendations from the NE HIIA have been 
used to shape and inform further actions. 

Areas Outstanding for 2021-22 

Covid-19 Vaccination programme: 

• Ensure comprehensive information is used to analyse the effectiveness of the vaccination programme –Across the ICS and in 
each LA area, we have established a Health Equity vaccination group to ensure collective action to proactively reach and support 
communities where vaccine uptake is low 
 
MH, LD and Autism: 

• SMI Health checks delivery – plans are being drawn up to improve uptake of SMI health checks across the ICS which are not at the 
60% standard  

• To regionally achieve target for those with a learning disability having a health check  
 
Cancer: 

• Ongoing work with GPs and the local population to increase the number of people coming forward and being referred with suspected 
cancer, with a particular focus on  under-represented groups for example  we are developing a health inequalities programme for the 
uptake of our cancer screening programmes. 

Further actions included within the cancer section of the plan 
 
Maternity: 

• To regionally achieve continuity of carer target for pregnant women, with a particular focus on BAME and vulnerable women being 
prioritised 
 
LTC management: 

• Increase the number of Social Prescribing Link workers, care co-ordinators and health & wellbeing coaches 

• Service improvement - rapid diagnostics pathways rollout e.g. gynae, joint GI, vague symptoms, FIT testing; Smear testing catch 
up 

• Lung Health checks - Roll out of Lung Health Checks: mobile scanning, with vans sited in some of our most deprived communities to 
increase uptake in these communities. 

• Making Every Contact Count (MECC) – continued roll out of MECC, ensuring Public Health messages are included within the 
MECC approach, and expansion to MECC for mental health.  
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• Smoke Free NHS/Treating Tobacco Dependency - reduce smoking by 5% to tackle inequalities Support regional delivery of 
Don’t wait campaign, systematic roll out of acute tobacco dependency programme to add value to existing community based smoking 
cessation services and further work to improve support in primary care  

• Alcohol Link with MH ICS workstream to improve pathways for people with dual diagnosis and ensure ACTs have clear pathways in 
and out of LA commissioned community  services 

• Healthy Weight – ICS Prevention and Population Health Board to develop a regional approach  to compliment work already 
developed at an ICP and place level on a whole systems approach  

• Addressing antimicrobial resistance and the ambitions outlined in the AMR 5 year plan have been a continual focus of 
CCGs and their system partners since publication of the plan in 2019 and early adoption of the National AMR strategy in 

2013.    
 
Primary Care: 

• PHM programme for PCNs to support identification of population requiring targeted support 

• Implement NE&NC Deep End network priority actions – utilise the information and intelligence gathered from the 34 Deep End 
Practices to ensure those areas which will impact positively on delivery of services and ultimately outcomes for their population are 
supported and implemented 

 
 
Plans for delivering Outstanding Commitments 

Adopting an ICS approach  

• To review and implement the recommendations arising from the NE COVID Health Inequalities Impact Assessment 

• Working with public health colleagues to develop an ICS strategic approach to  tackle key public health issues impacting on 
health inequalities that can be best delivered at scale – including obesity, smoking, alcohol, physical activity, CVD, mental health and 
wellbeing 

• Development and co-production of practical health inequalities tools for organisations to ensure they mitigate health inequalities in 
recovery.   

• Scope and create a regional healthy weight programme – linking programmes across Health and Public Health including the 
National Diabetes Prevention Programme for example  

• A North East and North Cumbria ICS Personalised Care Programme training offer.  This is being developed with a view to 
upskilling and supporting the expansion of the health, care and VCSE sector workforce during 2021  

• Roll out of Alcohol Care Teams under a regional umbrella, with development of a bid to ensure access across a regional footprint 

• Utilise the Better Health at Work Award programme and other business networks to share learning and good practice across sectors 
in relation to supporting and promoting staff health and wellbeing. 
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• Plans to risk stratify and targeting patients who have not received education or have had limited contact during the pandemic 

• Healthy Weight –Local place based multi-agency groups are being established and will consider early age obesity issues and obesity 
linked to key factors such as BAME diabetic activity. 

• Utilising the learning across the ICS for example one Local Authority is developing a transport vision for the city so that as a place 
the wellbeing and health of future generations is not compromised  

• Roll out a PHM approach which supports systems at all levels to identify priority areas and implement appropriate interventions 

 
 
MH, LD and Autism: 

• Learning Disabilities:  multi-agency, multi-professional Learning Disabilities Health Group been established which has  developed a 
Learning Disabilities Action Plan and includes measures to increase uptake of screening and health checks as well as identify ing 
improvements in community and hospital based pathways for people with learning disabilities and/or autism. 

• NE & NC ICS LD programme has recently reframed priorities and is building these using an inequalities lens, primarily focusing on 
accurate business intelligence. 

• Reframed regional mental health ICS work stream – reducing the life impact of mental illness and learning disability 
  
Maternity: 

• 3 regional LMS groups are co-ordinating achievement of continuity of carer for pregnant women, strong links with public health 
prevention in maternity services approach for example, which includes smoking in pregnancy, maternal healthy weight and maternal 
mental health   
 
 
LTC management: 

• Development of frailty services to reduce pressure on hospitals 

• Development of community-based services to support individuals in their own home for example roll out of pulse oximetry and blood 
pressure monitors so patients care can be managed at home 

• Effective delivery of the AMR agenda is informed by the North East and North Cumbria (NE&NC) AMR and HCAI Improvement Board 
of which CCGs are an active member. The Board is chaired by the SRO for Infection Prevention and Control across NE&NC. This 
includes developing a more robust overarching AMR / HCAI strategy for NE&NC and engaging with the Academic Health Sciences 
Network to support unmet needs and innovation influencing future evaluation and audit. The Board aims to facilitate the harmonisation 
of local AMR / HCAI plans and delivery frameworks to ensure coordination of efforts by primary, secondary and social care. It will also 
deliver a standard quality assurance framework, based on the Health and Social Care Act 2008 Code of Practice and the National 
Institute for Health and Care Excellence Antimicrobial Stewardship: systems and processes for effective antimicrobial medicine use - 
Baseline Assessment Tool, across all health and social care organisations. 
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The Board has a workstream that specifically targets antimicrobial resistance and has been working (although delayed by the 
pandemic) on mapping prescribing data across NE&NC, developing a measure for good prescribing, exploring Nursing Stewardship 
and developing a coordinated PCR testing approach across the patch. 
 
Primary Care: 

• Utilising intelligence and information to ensure a targeted approach to flu and vaccination programmes 

• Further support and share the learning from the Deep End Network and understand implications of rural deprivation against urb an 
deprivation 

 

Strengthen 

leadership and 

accountability 

 

There are high levels of commitment from ICS leadership to adopting and further developing a NE&NC ICS health inequalities 
approach underpinned by a Population Health Management methodology.  Development of a Health Inequalities advisory group to 

support the ICS has been endorsed. This multi-professional group includes the NHS, LAs, PHE, Applied Research Collaborative and 

the Voluntary sector. The Chair is a Chief Executive of NT&H FT. There is also the development of a Health Inequalities network to 
support leads across all NHS organisations and we are keen to expand this to include Chairs of Health & wellbeing Boards.  This will 

ensure appropriate governance and accountability in place and links to well-led framework and place-based working. 

Areas Outstanding for 2021-22 

• Ensure all PCNs identify a named Clinical Director health inequality lead. 
• Organisations will be developing and publishing their action plans  showing how over the next five years their board (and non-

execs) and senior staffing will, in percentage terms at least, match the overall BAME composition of their overall workforce, or their 
local community, whichever is the higher. 

• Roll out of HI Toolkit across the NHS 
 
Plans for delivering Outstanding Commitments 

• NE&NC Health Inequalities Network being established to bring together and to support named HI leads  

• NE&NC Health Inequalities advisory group to be established  
• Under the direction of a NE&NC ICS Health Inequalities SRO develop a Regional approach to ensure we use the appropriate data, 

evidence and guidance in the ICS developments and that we develop a HI strategic plan 

• Ensure links are made between locally developed tools and approaches to support and nationally developed tools and 
approaches such as Well Led Framework 

• Use opportunities within NHS planning guidance to continually engage across the system 
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Continue to:  
 

• Link with the NE&NC ICS Prevention and Population Health Board and NE Health Inequalities Impact Assessment Group 
to develop resources, interactive toolkits, guides and examples of the practical actions to be taken to tackle health inequalities 

• Work with Local Authorities, in particular the Directors of Public Health, to further build on and align with existing leadership 
arrangements at a place-based level via the Health & Wellbeing Boards.  

• Build on existing networks  to share  practice and identify gaps in evidence in order to take further action to reduce health 
inequalities  

• Active participation in a national HEP leadership programme  
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Joint Quality and Safety Committee 

13 April 2021, 9am – 12:00pm 
Via Microsoft Teams  

 
Present:  
  Mrs Pat Harle, Lay Member STCCG/SCCG (Chair) 

Dr Claire Bradford, Medical Director SCCG 
Mrs Debbie Burnicle, Lay Member for PPI SCCG 
Mr Derek Cruickshank, Secondary Care Clinician SCCG 
Mr Paul Cuskin, Lay Member, STCCG 
Mrs Ann Fox, Executive Director of Nursing Quality and Safety SCCG 
Dr Karthik Gellia, Executive GP SCCG 
Miss Kirstie Hesketh, Head of Quality and Safety STCCG/SCCG 
Dr Saira Malik, Executive GP SCCG 
Ms Helen Osborn, Senior Clinical Quality Officer NECS 
Mrs Wendy Proctor, Designated Nurse Safeguarding Adults SCCG 
Mrs Jeanette Scott, Executive Director of Nursing Quality and Safety STCCG 
Mrs Sharon Thompson, Designated Nurse Safeguarding Adults STCCG 
Dr Matthew Walmsley, Clinical Chair STCCG 

 
 
In Attendance: 
  Mrs Kathryn Bailey, Public Health Specialist (on behalf of Ms Gerry Taylor) 

Mrs Vicky McGurk, Head of CHC and Complex Cases SCCG (for item 
2021/13 and 2021/14 only)  

  Mr Connor Dooley, Clinical Quality Nurse, SCCG (Observing) 
Ms Kimm Lawson, Head of Integration for Children’s Commissioning, TfC and 
SCCG 

  Jane Leighton, Governance Manager, South Tyneside and Sunderland CCGs 
  (observing) 

Ms Eleanor Hardy, PA SCCG (minutes) 
 
 
2021/01  Welcome and Introductions 
 

The Chair welcomed everyone present to the first meeting of the Joint Quality 
and Safety Committee and noted reports would be reviewed going forward 
and in time would be joint wherever possible for benefits agreed for the two 
committees coming together.   

 
 
2021/02  Apologies for Absence 
  

Ms Deborah Cornell, Head of Corporate Affairs  
Mr Tarquin Cross, Secondary Care Clinician, STCCG 
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Dr Ian Pattison, SCCG Chair 
  Dr Neil O’Brien, Accountable Officer  
  Mrs Deanna Lagun, Deputy Director of Nursing Quality and Safety  

 Ms Gerry Taylor, Executive Director of Public Health and Integrated 
Commissioning 

   
    
2021/03   Declarations of Interest 

 
The Chair reminded all present that if any declarations became apparent 
during the meeting these should be declared at the time of the relevant 
agenda item.  
 
The Chair declared an interest in that she was a lay member with both South 
Tyneside CCG (STCCG) and Sunderland CCG (SCCG). This would be a 
standard declaration of interest item going forward.  
 
Ms Osborn declared an interest as she was also NECS Clinical Quality 
support to South Tyneside CCG; Mrs Hesketh declared an interest as she is 
also the Head of Quality for South Tyneside CCG.  
 
The Chair advised there were no material issues.  
 
The Chair declared the meeting as quorate. 

 
The committee expressed their condolences to Her Majesty the Queen and 
the Royal Family on the death of HRH Prince Philip the Duke of Edinburgh.  
 

 
2021/04 Minutes of the SCCG Quality and Safety Committee held on 9 February 

2021 and STCCG Quality and Patient Safety Committee held on 13 
January 2021 

 
The minutes of the meetings held on 9 February 2021 and 13 January 2021 
were AGREED as a true and accurate record of the meeting 

 
 
2021/05  Matters Arising  
 
  STCCG Quality and Patient Safety Committee 13 January 2021 
 

The Chair referred to page 5 of the minutes "There have been a number of 
incidents reported by practices regarding communications with community 
midwives and the (lack of) recording of pregnancies and interventions on the 
EMIS system" and queried whether this had been resolved.  Mrs Scott 
advised this matter remained ongoing; STSFT was working with STCCG GPs 
to resolve the issue with Meditech.  The issue had emerged when Meditech 
had been introduced into South Tyneside General Hospital. The Chair asked if 
there was a timescale for resolution and Mrs Scott confirmed an IT Project 
Manager had been appointed by the CCG to resolve this issue as soon as 
possible.  It was noted there was an issue in Sunderland regarding Meditech, 
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but this was not the same issue as for South Tyneside.  Miss Hesketh would 
look at the facts and report back to KG.  
 
Action: Miss Hesketh  

  
  Sunderland CCG Quality and Safety Committee 9 February 2021 

The Chair referred to page 3 of the minutes "comments from the committee re 
Refreshed Shared Commitment to Quality" and noted no further comments 
had been received however, the overall view of the committee had been 
captured in the minutes.  

   
 
2021/06  Action Logs  
 

All actions were discussed and updated and a joint action log would be 
created to reflect the newly established joint meeting.  
 
 

  GOVERNANCE 
 

2021/07 Quality and Safety Risks 
 

The report provided an overview of the quality and safety risks currently on the 
CCG risk registers as of 31 March 2021.  The committee were made aware 
that the CCGs currently used different matrices to rate risks. 
 
There had been 3 new risks added to STCCG risk register and 2 risks had 
been closed. For Sunderland CCG, there had been 2 new risks added and 5 
risks closed.  There were 2 new risks for SCCG relating to policy and process 
and the 5 risks closed were controlled as the risks were no longer applicable.  
 
It was noted that work was ongoing to standardize the risk matrices and 
scoring methodologies for both CCGs. 
 
With regards to risk 2118 on SCCG risk register, it was noted that the SEND 
review had been due by December 2020 and a queried raised as to why this 
had not been updated.  In response it was confirmed this would be updated as 
part of Joint Commissioning arrangements and was on the team's radar.  The 
joint Ofsted/CCG local area SEND inspection had been delayed to October 
this year due to Covid and other issues.  
 
With regards to risk 2428 on SCCG risk register "Learning Disability Annual 
Health Checks" it was noted the committee's understanding was that this was 
much improved.  In response it was clarified this was correct and was a timing 
issue of the report being prepared for the committee.  Performance for 
Sunderland was 78.5% and this would be reflected in the next report.  

 
The Joint Quality and Safety Committee RECEIVED the report and NOTED 
the actions being taken to address the risks. 
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  PATIENT SAFETY 
 
2021/08  Patient Safety Specialist Briefing  
 

The report provided the committee with an overview of any information, risk or 
concern that had been shared through the new patient safety specialist (PSS) 
programme and to ask the committee if this report was useful and to be 
continued going forward.  
 
It was noted that the patient safety specialist programme was an emerging 
programme and both CCGs were already delivering the work described for 
example "improve patient safety culture through embedding a continuous 
cycle of understanding cultural issues, developing and delivering plans and 
evaluating outcomes" The programme was about aligning with all guidance 
and collaboration with providers of patient safety. 

 
The Joint Quality and safety Committee RECEIVED the report for information 
and AGREED it was pertinent to contine to receive reports going forward.  
 

 
2021/09  Safeguarding Report (STCCG and SCCG) 
 

The report advised the committee of key safeguarding activity and levels of 
assurance regarding statutory compliance within both the CCG’s and across 
the health economy. 

 
  South Tyneside CCG 

• The team had now been in place for 6 months with the newer members 
of Designated Nurse Safeguarding Children, Designated Nurse Looked 
After Children, and Named Nurse Primary Care. Reporting and shared 
working pathways were in place and were effective. 

• Following MARAC primary care responsibilities passing from STSFT to 
STCCG, it was identified additional part time admin support was 
required. This part time post had now been recruited to and 
commenced in the team in April.  

• A change in the Child Death Review process had been agreed in 
collaboration with the three South of Tyne CCG’s. The fundamental 
change is that the Child Death Review Meeting would actively 
encourage frontline practitioner attendance to enhance learning. The 
process is led by the Designated Doctor for Child Death and will no 
longer be a sub-group of the STSCAP. Significant work had been 
undertaken around the new Child Death Panel and a flow chart had 
been drafted in line with guidance.  This would go the the Child Death  
Panel on 16 April and would be shared with all relevant organisations 
and there would be an agreed process across the patch by the end of 
April.  

• ICON programme (babies cry, you can cope) to reduce abusive head 
trauma, had now launched in South Tyneside as part of the 
multiagency safer sleep week 
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The Chair noted it was good to see that frontline staff would be encouraged to 
attend Child Death Review Panel meetings to enhance learning.  Mrs Scott 
noted that the guidance clearly stated that frontline staff involved in the care of 
a child that had died should be involved in these meetings for individual 
learning and also organisational learning.  
 
It was noted it was good to see ICON training had been offered to the 
voluntary sector and statutory bodies. 
 
 It was queried whether there was any further information around the Ofsted 
visit in Sunderland and it was confirmed there had been no formal feedback to 
date.  It was noted there had been some verbal points made but nothing major 
for the CCG. There was some concern around waiting times for mental health 
services and dental checks but this was fully understood to be in the context of 
the Covid year.  

 
Sunderland CCG 

• The safeguarding team were now at full complement with Designated 
Nurses for child, adult and looked after children. There was also a 
safeguarding nurse for child and adult in place.  The Named GP for 
adults provided two sessions per week. The named GP for children is 
currently on extended leave and these work areas were being covered 
by the nursing team. Expressions of Interest had gone out to Primary 
Care to fill this role. 

• OFSTED commenced a focused visit to Together for Children on 24th 
March 2021.  

• The ICON programme (Infant crying is normal, Comforting methods 
can help, it’s Okay to walk away, Never, ever shake a baby) will be 
launched on 12th April 2021 across SCCG.   

• Time in Time out annual safeguarding training delivered in March 2021 
via Microsoft Teams 

• Level three remote training programme in place throughout 2021. 

• Complex Adult Risk Management (CARM) Framework developed by 
CCG in conjunction with SSAB agreed by the Partnership group in 
March 2021 for implementation in April 2021 across all agencies. 

• Wear Women In Need (WINN) project funding agreed for 2021. 

• Multi Agency Safeguarding Hub (MASH) Health Navigator role in place 
for 2021-2022 

 
It was noted that risk 2149 "LPS – ensuring the CCG is resourced to meet 
their new legislative responsibilities" and risk 2200 "Ensuring safeguarding 
arrangements are robust across the changing provider landscape" were not 
showing on the risk register. The CCG was satisfied that safeguarding 
arrangements for providers was robust.  
 
The Chair referred to risks 2149 and 2200 and queried whether these needed 
to be on the risk register.  It was confirmed that risk 2149 was taken off the 
risk register in October 2020 and it had been agreed it would be put back on 
nearer the time of implementation.  Regarding risk 2200, the CCG 
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Safeguarding Team was satisfied that safeguarding arrangements for 
providers was robust at this time. 
 
It was noted in terms of LPS, Mental Capacity Act and Court of Protection 
risks that South Tyneside had, these sat under a different stream and not with 
the Safeguarding Team but had been included in the report. 
 
The Chair referred to the extended leave of the Named GP for Children and 
queried what the timeframe for this was.  It was clarified the timeframe was not 
known as the leave was for personal circumstances.  In the interim there were 
experienced nurses within the Safeguarding Team and Sunderland practices 
were familiar with contacting them. A plea was given to the Sunderland 
Executive GPs to help promote interest in the Named GP for Children role. 

 
  The Joint Quality and Safety Committee RECEIVED both reports and NOTED 

the assurance provided.  
 
 
2021/10  Ockenden Report (2nd) 
 

Miss Hesketh advsied that the 2nd Ockenden Report had not yet been 
published.  However, the CCGs had been informed that STSFT had met its 
deadline for assurance submissions and all trusts had been uploading their 
evidence to the new portal which would be evaluated by NHSE.  Ockenden is 
an agenda item on the QRG on Thursday 15 April. 
 
The new plannning guidance highlights the significant focus that was being 
placed on maternity, to support improvements and to ensure that immediate 
and essential actions from the Ockenden Report were being implemented 
across the system and to facilitate the delivery of the saving babies lives 
bundles and the maternity transformation measures that were included in the 
long term plan.  
 
Miss Hesketh would provide a full briefing when the 2nd Ockenden Report was 
published and will also circulate to members an outline of the maternity 
element of the planning guidance.     
 
The Joint Quality and Safety Committee RECEIVED the update for 
information. 

 
 
2021/11  SIRMS Quarter 3 Report 
 
  The report provided the committee with information and assurance from the 

Safeguard Incidents and Risk Management System (SIRMS) reports for 
Quarter 3 2020/21. The report was also shared with the GP Practices and the 
report for Sunderland CCG also goes to the Primary Care Medical Services 
Local Quality Group (LQG). Ms Osborn advised that the Quarter 4 report 
would be a joint report. 
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Miss Osborn advised that South Tyneside had the highest reporting rate per 
1,000 list size across the region.  The report contained the learning examples 
from pratices as well as feedback from the Trusts on incidents that were sent 
for investigation as well as themes and trends from the previous quarter. Both 
CCGs had maintained a similar reporting range throughout the year despite 
the impact of Covid.  Quarter 3 data for this year was significantly lower than 
the previous year. There were some practices that were struggling with 
SIRMS usability and feedback on this had been gathered from the practices 
via a NECS survey.  Some additional training would be rolled out across the 
region for practices as a refresh for SIRMS once the changes to the system 
have been implemented. 

 
It was noted the "you said, we did" section in the report was very helpful and 
illuminating as to the level of work carried out.  
 
It was noted there was concern about the downward drift in reporting during 
the pandemic and queried whether there was an opportunity or need for this 
committee to reflect on why this was and what we intend to do about it to 
ensure when we come out, reporting would go up again.  Mrs Fox advised that 
this required regular promotion and  inclusion in the TiTo programme 
reinforcing the benefits and learning from reporting. Mrs Scott queried whether 
we need to specifically identify any pit falls or benefits associated with new 
ways of working as it was really important to know these going forward. The 
Chair asked Ms Osborn if this was something that was being looked at going 
forward.  Ms Osborn replied not at the moment but she would take this to the 
team to look at. It was noted from a public involvement point of view it was 
important to gather information from community groups etc. as this may lead 
into detailed studies/research. 
 
Action: Ms Osborn 
 
In Sunderland there had been a slight reduction in incident reporting in quarter 
3 and according to provisional figures,likely to continue into quarter 4.  It was 
positive, although the reporting numbers were lower, the number of practices 
reporting and internal reporting was higher.  
 
The Chair referred to slide 9, "Review of discharge issues in Q2 highlights that 
issues concerned discharge planning failure, discharge delay, discharge 
information missing, and the largest number of incidents related to an incorrect 
or unclear discharge" and said she was looking  for assurance that this was 
continuely being addressed. Ms Osborn advised that discharge was a 
consistent theme; as an incident category, discharge covered a wide range of 
things and very different aspects were under the same category.  The trust did 
focus on this and for timeliness the trust had a performance target.  The trust 
was very good at sharing information to frontline staff that were involved and a 
lot of discussion was held on how they could learn from incidents fed through  
from Primary Care. The Chair noted the key thing was learning and that it was 
shared and consistently monitored. Mrs Fox noted as part of ATB Programme 
5, Mrs McGurk was the senior responsible officer and there was a large piece 
of work focussed on discharge and discharge to assess and this learning 
would feed in to inform improvement work. It was noted it was good to hear 
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this was being picked up by ATB and it would be good to get the ground level 
GP voice around problems with discharge communication.  Mrs Fox confirmed 
there was a large GP presence in all work streams to take this forward.  

 
 The Joint Quality and Safety Committee RECEIVED the report and NOTED 

the content. 
   

 
QUALITY IN COMMISSIONED SERVICES  

 
2021/12 Quality Assurance Exception Report  
 

The report outlined any key risks to quality for the CCGs’ main commissioned 
providers, as well as actions and related assurances, whilst outlining any 
contractual changes included in the providers’ standard contracts. In addition 
to this the report detailed information regarding primary care reporting to the 
Safeguard Incident & Risk Management System (SIRMS). The information 
within the report was augmented by a data pack which was embedded in the 
final slide and key exceptions were included in the narrative for each relevant 
provider organisation. 

 
Ms Osborn updated the committee that the report now included the Infection 
Prevention and Control (IPC) items and, to standardise across the 2 CCGs, 
where South Tyneside used to have a separate Primary Care Report, this had 
now been incorporated into this report.  
 
It was noted that hospital mortality had gone up slightly and it was important to 
monitor this closely.  
 
The Chair referred to the care sectors and the concerns regarding the Lateral 
Flow Tests and queried whether this had been resolved and the concerns 
reduced.  Mrs Fox advised there had been good communication from the trust 
and the teams were managing this.  Going forward there should not be too 
many issues as the number of people that had not done a Lateral Flow Test 
was low.  The teams were managing to deploy their staff so that patients 
received the care they need. Mrs Scott noted it had been disappointing this 
had took so long to rectify and the trust needed to look at speeding up 
policies; also, she was concerned about vulnerable people in the community 
and there being no requirement for staff to demonstrate they were testing 
routinely and what were the risks regarding this. It was noted the more we can 
ensure that more staff are immunised the issue raised by Mrs Scott became 
less of an issue. Mrs Bailey agreed that this was absolutely the right strategy 
and cases had plummeted to very low numbers in the cohorts that had been 
vaccinated.  The Chair asked if this issue regarding visits in the community 
was being monitored and addressed.  Mrs Fox confirmed that this was being 
monitored as part of the outbreak control arrangements and the need to 
respect that personal testing was voluntary and not mandatory.  This was 
being managed locally as well as regionally and nationally for the reasons we 
have heard.   
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The Chair referred to the IPC resource exercise and queried whether there 
was a timescale for this being completed.  It was noted because of the varying 
arrangements across the ICS, it may be that impact and outcomes need to be 
looked at rather than aim for a standardised approach, but this remained to be 
seen as we move forward as an ICS.  
 
It was noted that embedded documents within the report would be sent to the 
committee as PDF documents in the future.  

 
  Action: Ms Osborn 
 
 
  The Joint Quality and Safety Committee RECEIVED the report for assurance.  
 
 
2021/13 SCCG NHS Continuing Healthcare (CHC) and Packages of Care Report 

 
The report provided the committee with an update on the future Quality and 
Safety for Care Packages across Sunderland and the associated quality 
assurance of services commissioned. 
 
Mrs McGurk advised there was pressure with deferred assessments, but this 
was always going to be, given workforce pressures and re-deployment across 
the system.  Internal support was in place and the remaining assessments 
were being worked through.   
 
The business-as-usual date for assessment had been reported as 36 days but 
this had now reduced to 30 days and continued to reduce although this is not 
currently being measured by NHSE.  
 
Reviews remained up to date and work was in process regarding annual 
reviews.  
 
It had now been agreed there would be one streamlined digital platform for 
patient management system which was in line with the ICS and we continue to 
forward plan our workforce.  
 
The Chair referred to the proposal paper regarding the workforce and asked 
what the timescale was for this.  It was confirmed it would go to Directors 
week commencing 19 April so was imminent. 
 
It was queried why there had been a significant increase in referrals in March 
and was there any further intelligence in the 100% increase in fast tracked. 
Mrs McGurk advised this was being investigated and it was thought that a 
significant number of fast tracks had not been appropriate.  What was found 
was the reason was not due to Covid and was more process related.  Some of 
the overall referrals in March were not linked to fast tracked and were due to a 
delay in community assessments and not just fast tracked and conversations 
would be held with Local Authority colleagues around this.  
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It was noted in South Tyneside it had previously been seen that the more the 
normal track became slow, more people started to use the fast track to get 
care so it may be that this behavior was being seen in Sunderland.  
 
Thanks were noted to the CHC Team as they had re-deployed and helped 
across the system from an infection control perspective and depleted their 
resources and were now putting a lot of time and effort in to catch up. 
 
The Joint Quality and Safety Committee RECEIVED the report NOTED the 
update and RECEIVED assurance that progress was being made, the 
identified risks and issues were being managed and quality assurance 
mechanisms of commissioned services were developing further in line with 
recovery 
 
The Chair advised there would be a comfort break at this point (10:35) for ten 
minutes then the meeting would resume. This would be built into all meetings 
going forward.  
 
The meeting resumed at 10:45. 

 
The Chair noted as there was a significant amount of information presented at 
this committee, and to help with the accuracy of the minutes, were the 
committee happy for future committee meetings to be recorded.  It was noted 
there needed to be clear guidance around this procedure and the Chair 
suggested that an Audio Recording procedure for the committee be 
developed. 

  
 
2021/14 Care Home Sector Quality Report (SCCG) 
 
 The report provided an overview by exception of quality risk issues relating to 

the care home sector in Sunderland.   
 

A round of introductions was made for the benefit of Mr Connor Dooley, 
recently appointed Clinical Quality Nurse at SCCG. Going forward Mr Dooley 
would be developing the report further and presenting outcomes and impact 
throughout the care home sector to the committee. Mr Dooley would also be 
supporting the development of a Joint Framework with Sunderland Local 
Authority colleagues and the CCG Head of Quality and Patient Safety.    
 
There was a section in the report around ICP workforce which had been 
increased. The CHC Team continued to support ICP until the end of April 
2021. 
 
High level incidents and themes had been shared with Local Authority 
colleagues to be triangulated and taken back to the Care Home Group.  

 
It was noted it was helpful to see the information about pressure ulcers and 
more helpful to know the Care Home Group would be looking at this. It was 
queried how big an issue there was in terms of pressure ulcers and, had the 
PROACT campaign ended.  It was noted that most of the PROACT work was 
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raising awareness to improve reporting so we could get an understanding and 
a baseline.  It was very difficult to benchmark with this sector as not everyone 
was adept at recognizing and reporting.  It was important that the CCGs 
continued to benchmark where possible and pick up what could be done next 
with the Care Home Group. The committee noted that it was important that 
Pressure Ulcer management and reporting, training and education was on an 
ongoing basis in order to ensure any changes in the sector team members 
were addressed.  
 
It was noted there was only one safeguarding concern in the report and this 
was surprising.  Mrs Proctor explained that not a lot of safeguarding referrals 
were coming in through the SCCG Safeguarding Team and 70% of referrals 
from care homes went through the Local Authority.  The CCG Safeguarding 
Team sat on the Care Home Group and had recently established the 
safeguarding agenda on that group to ensure safeguarding issues and 
concerns were focused on.  
 
Miss Hesketh advised that the report was evolving, including exploring how 
SCCG and STCCG reports could complement each other especially as we 
start to look at Joint Commissioning agendas and the governance framework 
that would focus on quality assurance.  

 
Mr Dooley advised going forward he would like to breakdown the report to get 
additional information so it can be seen how PUs were managed/assessed 
etc. as it may well be that patients had been very well supported.  
 
The Chair noted the committee looked forward to the development of the two 
assurance reports.  

 
 The Joint Quality and Safety Committee RECEIVED the report for assurance.  
 
 
2021/15 Mental Wellbeing in Care Home Study 
 
 This document was an executive summary of research findings from the study 

undertaken by the University of Sunderland, which aimed to ascertain the 
mental health and wellbeing status of staff working in care homes and care 
settings across Sunderland and South Tyneside. 

 
  Recommendations from the report were that each alliance, for Sunderland 

ATB Care Home Group and South Tyneside Alliance Executive, consider and 
report back to the committee their views and agreed next steps. 

 
 It was noted it was good to see this research focusing on the needs of the 

care home sector staff. The way these staff felt had such an impact on 
residents and families. The Chair noted Covid had brought to the fore the work 
and responsibility staff had in care home environments.  

 
It was queried at what point would there be any external messages that could 
raise awareness of this outside of the CCG and make it public.  Mrs Fox 
replied the feedback from alliances needed to be received then an easy read 
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format could be shared wider. This would be part of the future communications 
strategy. The loop on the "and so what" part needed to be closed then a 
comprehensive overview could be shared more publicly. Mrs Fox would pick 
this up with the Dr Graham as part of the CCGs Research and Evidence 
Group. It was queried whether this research would be published and Mrs Fox 
confirmed that it would.  
 
Action: Mrs Fox  

 
 The Joint Quality and Safety Committee RECEIVED the report, NOTED the 

findings and recommendations for practice, and would request that each 
alliance consider and report back to the committee their views and agreed 
next steps. 

 
 
 
2021/16 LeDeR Briefing 
 
 The briefing provided the committee with an update on the LEDER 

programme and highlighted the current caseload position for South Tyneside 
and Sunderland CCGs.   

 
 There had been a new policy published regarding LeDeR and the programme 

now included autism going forward. The policy was very much focused on 
learning and highlighted a number of changes regarding the electronic data 
base and ways of working.   

 
LeDeR annual reports were due to be published by the end of June.   
 
Miss Hesketh advised there were no risks to highlight with regards to the two 
CCGs current LeDeR caseload.  

 
 Mrs Thompson advised there were several national webinars about the policy 

outline which included a question and answers section. Mrs Thompson had 
attended one recently and a number of people were at different positions 
regarding LeDeR so there had been a good variety of questions raised. It was 
clear there would be a significant change from an ICS perspective in terms of 
the oversight of LeDeR reviews. 

 
It was agreed that the CCGs Forward Plan and Vision needed to be in place 
swiftly.  

 
 It was noted it was good to see that the governance group would include 

someone with lived experience as this was important.  
 
 The Joint Quality and Safety Committee RECEIVED the briefing for 

information.  
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 POLICIES FOR APPROVAL 
 
2021/17 Safeguarding Adult Policy (STCCG) 
 
 The policy had been reviewed and updated and contained the updated 

terminology for the Safeguarding Adult Board now being joined with the 
Safeguarding Children Partnership in a single South Tyneside Safeguarding 
Children's and Adult Partnership (STSCAP) and links to associated 
procedures. 

 
 It was noted that all policies were correct at the time of writing and the 

Safeguarding Team would monitor and bring back policies if needed to be 
reviewed. 

  
  The Joint Quality and Safety Committee APPROVED the updated policy. 
 
 
2021/18 Safeguarding Children Policy (STCCG) 
 

The policy had been reviewed and updated and contained the updated 
terminology for the Safeguarding Board now being the Safeguarding Children 
and Adult Partnership. Also, the change of terminology of Child Safeguarding 
Practice Review replaced the Serious Case Review throughout the document. 

 
The Joint Quality and Safety Committee APPROVED the updated policy. 

 
 

ITEMS FOR INFORMATION  
 

2021/19  Terms of Reference 
 

The Terms of Reference would be reviewed on a regular basis by this 
committee.  

 
  The Joint Quality and Safety Committee RECEIVED the Terms of Reference 
   
 
2021/20  SCCG Performance Report 
 

It was noted the performance report was for information and to triangulate and 
raise any associated quality issues if necessary. 
 
The Chair noted the committee would need to discuss if the STCCG 
Performance Report also needed to come to this committee for information. It 
was noted the reason for including the performance report was so the 
committee were aware of any impact on quality and safety and not to focus on 
performance.  
 
It was suggested that a piece of work was done outside of this meeting by 
Miss Hesketh, Mr Thubron and STCCG, regarding ensuring quality and safety 
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issues in performance reports were addressed in the Quality Assurance 
report.  
 
The Joint Quality and Safety Committee RECEIVED the report for information. 

 
 
2021/21  Cycle of Business (CoB) 
 

The Chair noted that she would like clarification on whether Patient Story 
should be included on the CoB. It was noted that the patient voice agenda 
was different in both CCGs.  It was agreed that Mrs Burnicle, Ms Cornell and 
Mr Cuskin would have a conversation outside of this meeting regarding this 
then feedback to the committee.  
 
Action: Mrs Burnicle, Ms Cornell and Mr Cuskin 
 
The Joint Quality and Safety committee RECEIVED the Cycle of Business for 
information.  

 
 
2021/22  HCAI Improvement Group minutes  
 

The Joint Quality and Safety Committee RECEIVED the minutes for 
information.  

 
 
2021/23 Cumbria, Northumberland Tyne and Wear Foundation Trust Quality 

Review Group minutes 
 

The Joint Quality and Safety Committee RECEIVED the minutes for 
information. 

 
 
2021/24  Joint Cancer Locality Group minutes 
 

The Joint Quality and Safety Committee RECEIVED the minutes for 
information.  
 

 
2021/25  South Tyneside and Sunderland Area Prescribing Committee minutes 
 

The Joint Quality and Safety Committee RECEIVED the minutes for 
information.  

 
 
 
  ANY OTHER BUSINESS 
 
2021/29  Any issues for escalation  
 
  There were no issues for escalation.  
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The Chair noted there had been some conversation in the Teams chat 
function regarding a potential breach in confidentiality during a recent virtual 
safeguarding training event and asked if this would be picked up by team 
members outside of this meeting.  Mrs Fox confirmed she would explore and 
ensure any required action was undertaken.  

 
Action: Mrs Fox 

 
 
   
  DATE AND TIME OF NEXT MEETING 
 
2021/30  Tuesday 8 June 2021, 9am - 12.00 Via Microsoft teams  

  
   
 
 

Signed:    
 
   
 
 
  Date: 8 June 2021 
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GOVERNING BODY 

 
27 July 2021 

Report Title: 
 

Quality and Safeguarding Update  
 

Purpose of report 

The following update provides the Governing Body with a succinct single page document 
highlighting quality and safeguarding activity across Sunderland Clinical Commissioning Group and 
its commissioned services.   
 

Key points 

• The update includes a brief overview of information reported at the Quality Safety 
Committee, the details of any key quality assurance exceptions, patient safety updates and 
provides the members with a brief update on infection control.    

• Any key changes in legislation are reflected and a brief synopsis of safeguarding activity is 
presented.  

 

Risks and issues 

• The impact that the Integrated Care System (ICS) will have on the place-based processes 
in Sunderland which support the 'The Learning from lives and deaths - People with a 
learning disability and autistic people' programme (LeDeR) is still not clear. In the 
meantime, the Local Area Coordinator continues to operate the CCGs business as usual 
processes.  

• Concerns have been identified around health visitors/midwife's capacity to attend multi-
disciplinary team meetings (MDTs). Discussions have taken place with the local Trust and 
several actions are being considered to help improve attendance.  

 

Assurances  

• Any quality or safeguarding concerns are discussed at the CCG Quality and Safety 
Committee and respective Quality Review groups with providers. 

• Key quality risks that may impact on the wider health care system are shared with the 
Cumbria and North East Quality Surveillance Group.  

        

Recommendation/Action Required 

The Governing Body is asked to note the content of the update and offer suggestions for 
improvement.    
 

Sponsor/approving directors   
Ann Fox, Executive Director of Nursing, Quality and 
Safety   
Claire Bradford, Medical Director  



 

Report author Kirstie Hesketh, Head of Quality and Patient Safety   

Governance and Assurance 

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

CO1:Develop and support system transformation and  ensure a well-led organisation  

CO2:  Maintain financial control and performance   

CO3: Maintain and improve quality of CCG commissioned services ✓ 

CO4:Identify and deliver the CCG’s strategic priorities  

CO5: Covid-19 Response and Recovery  

Relevant legal/statutory issues 
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(please tick)  

Yes  No  N/A ✓ 

Quality impact assessment 
undertaken  
(please tick) 

Yes  No  N/A ✓ 
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Key implications 

Are additional resources 
required?   

 
No 

Has there been appropriate 
clinical engagement?  

Not applicable 

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

Not applicable 

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

Not applicable   

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

Not applicable  
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Quality/ Assurance/ Exceptions  
  Care Quality Commission (CQC): Since the last Governing Body the CQC has published a new strategy strengthening the  
  commitment to ensuring health and social care services provide people with safe, effective, compassionate, high quality care and to 
  encourage these services to improve.   
    

•

•

Patient Safety Incident 
Response Framework  
Serious Incidents are a 
defining feature of patient 
safety within the NHS, 
however nationally there is 
little evidence to suggest the 
existing framework has 
contributed to sustainable 
improvements in patient 
safety. Therefore, NHS 
England and NHS 
Improvement (NHSE&I) 
have developed a  
Patient Safety Incident 
Response Framework 
(PSIRF) which is still being 
tested with early adopters 
across England with wider 
roll out expected to 
commence by April 2022. 
The PSIRF aims to move 
away from reactive and 
somewhat hard to define 
thresholds for 'Serious 
Incident' investigation and 
will instead promote a range 
of approaches for 
responding to patient safety 
incidents.  It offers a whole 
system change to how the 
NHS thinks and responds to 
incidents.  
 
Timeframes for investigation 
will be more flexible and set 
in consultation with patients 
and/or their family and 
should only average three 
months and never exceed 
six.  'Systems-based' patient 
safety incident investigation' 
will replace the term root 
cause analysis (RCA).    
 
Investigations will be led by 
those trained and 
experienced in patient 
safety incident investigation 
(PSII), with the authority to 
act autonomously and with 
dedicated time and 
resource.  
 
Governance processes will 
be strengthened, with 
commissioners and local 
system leaders assuring 
plans and coordinating 
investigations spanning 
multiple settings. Provider 
Boards will be required to 
sign off PSII quality and 
safety improvements.        

Patient Safety 

• The World Health Organisation (WHO) has published its Global 
Patient Safety Action Plan 2021–2030, setting out a strategic 
direction for concrete actions to be taken by countries, partner 
organisations, healthcare facilities and WHO. Its vision is for a 
“world in which no patient is harmed in healthcare, and everyone 
receives safe and respectful care, every time, everywhere”, with 
a goal to achieve the maximum possible reduction in avoidable 
harm as a result of unsafe care.  

• As part of the NHS Patient Safety Strategy, NHSX are 
developing the NHS’s first Digital Clinical Safety Strategy. The 
CCGs Head of Quality and Patient Safety has been invited to 
participate in the NHSX Digital Clinical Safety Strategy 
Workshops which will inform the strategy. NHSX is a joint unit of 
NHS England and the Department of Health and Social Care, 
supporting local NHS and care organisations to connect the 
health and social care systems through technology.    

• Two National Patient Safety Alerts have been issued since the 
last update. The first was issued on the 19 May 2021 advising of 
the need for urgent assessment/treatment following ingestion of 
‘super strong’ magnets, which are often sold as toys, decorative 
items, and fake piercings. The second was issued on the 16th 
June and requires all providers that use piped medical air to 
eliminate the risk of inadvertently connecting patients to medical 
air via a flowmeter instead of oxygen. The alert asks providers to 
purchase alternative nebuliser and humidification devices that 
do not require medical air to be delivered via an air flowmeter. 
Assurance regarding implementation of national patient safety 
alerts are sought as part of the CCG quality review group 
processes.   

Medical Examiner (ME) 

• Medical examiners are senior doctors who provide 
independent scrutiny of deaths not taken at the outset for 
coroner investigation. By giving families and next of kin an 
opportunity to ask questions and raise concerns, they put 
the bereaved at the centre of processes after the death of a 
patient. Medical examiners carry out a proportionate review 
of medical records and speak with doctors completing the 
Medical Certificate of Cause of Death. The ME programme 
is a key part of the NHS patient safety strategy and since 
2019, acute trusts have been establishing medical examiner 
offices. STSFT now have 6 MEs and 2 ME Officers in post.  

• On the 8th June 2021, NHSE&I issued a system letter to 
ensure roll out of the process to include non-acute settings 
with the ambition that all deaths will be scrutinised by a ME 
by the end of March 2022. Trusts are being encouraged to 
review representation across medical specialties, including 
GPs to support their ME workforce.  

• The CCG have held preliminary conversations with STSFT 
on how implementation can work effectively across non-
acute settings and further consultation /communications are 
pending.      
    

 
CCG Governing Body - July 2021 

Author  
 
Kirstie Hesketh - Head of 
Quality and Patient Safety, 
SCCG 
 
With contributions from the CCG 
safeguarding team    

Infection, Prevention and Control (IPC) 

• The IPC teams have been attending respective forums such as Practice Managers meetings to promote the service. They have 
also written out to GP practices to offer support and to gain an understanding of IPC needs and requirements in general practice.     

•  Delivery of the IPC offer to the care home sector continues with the team providing ongoing training and education and more      
   recently identifying and working with care home champions to help support delivery of an effective IPC framework.  

• The regional AMR /HCAI Board has been re-established and is chaired by the senior responsible officer for IPC in Cumbria, North 
East (CNE). The purpose is to bring together key stakeholders across health and social care from CNE and robustly lead the 
system-wide strategic delivery of the national strategy for tackling Antimicrobial Resistance (AMR) 2019-2024 which also 
incorporates HCAI reduction objectives, shares information and best practice and undertakes system-wide peer support and 
assurance in the delivery of the AMR and HCAI agenda, effectively informing local delivery plans. The CCG are in attendance.   

  

Safeguarding  

• A section 11 audit was completed in June with 100% compliance from primary care. A key finding was a concern around health 
visitors/midwives not attending multi-disciplinary team meetings (MDTs). This has been escalated and is associated with 
workforce pressures. The CCG have made some suggestions to address attendance at the MDTs.       

• The CCG Safeguarding Nurse has commenced an interim role to cover the Named Nurse post for Safeguarding Children, 
Primary Care whilst the Named GP Safeguarding Children is on a period of absence.     

• The CCG have led on the development of an NHS England (NHSE) bid for 10k across the ICS region supported by the ICS 
safeguarding network group. The bid consists of the development of a regional /ICS footprint 'Health passport 'Application' for 
children leaving care.  

• The first Domestic Abuse Strategic Board took place in June alongside the development of the domestic abuse strategy and the 
recommendations from the Domestic Abuse Act 2021. SCCG and the safeguarding team are contributors to the board, the 
newly formed operational group and the subgroups and are actively participating in the development and support of domestic 
abuse services in Sunderland. 

• In June 2021 Ofsted carried out a review of 'SEND' arrangements and multi-agency responses to children in need.       

• The CCG named Nurse safeguarding adults has developed a Self-Neglect training package which has been presented 
nationally at Healthcare conferences UK in April 2021 and will be presented again in September 2021.  

• The Domestic Abuse Health Advocate project, which supports routine enquiry for domestic abuse, based in primary care, 
supported, and funded by SCCG, is being rolled out to all practices across Sunderland.  

Regulation 28: On the 19th 
May' 21 the Sunderland 
Coroner issued CNTWFT 
with a regulation 28 following 
the death of a patient in 
November 2018 following an 

assault by another patient. 

The Inquest concluded that 
risks were not sufficiently 
managed exposing the 
patient to harm. The Trust 
are required to respond to 
the Coroner by the 15th July.  

Quality and Safety Committee (QSC): the QSC held jointly with South Tyneside CCG was held on the 8th June. Aside from 
information already cited in this update other areas of discussion to note are as follows:     

• Mortality: For the period January to December 2020 the Summary Hospital-level Mortality Indicator (SHMI) data for South Tyneside 
  and Sunderland NHS Foundation Trust (STSFT) showed an increasing rate but remained within expected limits. More recent data  
  indicates the Trust became an outlier for the period February 2020 to January 2021 along with two other Trusts in the North East. 
  The rate has since decreased, and the Trust are now within expected limits. The increased SHMI is said to be due to significantly  
  less discharges in 2020 owing to the pandemic, which has impacted on the SHMI denominator. CCG representatives attend the  
  Trust mortality review group and the Trust reported that although the pandemic has impacted the mortality review process that a  
  review of local intelligence demonstrates that most deaths reviewed were not preventable and the quality of care received was good. 
  There are also effective Medical Examiners processes in place which further scrutinise mortality and the ME office reports that no  
  serious concerns have been identified in hospital deaths.      

• Continuing Healthcare (CHC): The CCG is introducing a single digital platform to include CHC referrals, case management and 
storage of patient data. A proposed option was agreed at the CCG Executive and will be in place by the end of the year with 
transition and a robust training program for referrers beginning in July. 

• SIRMS: Incident reporting levels reduced again in quarter 4, however this is reflected across the whole region, Sunderland CCG 
are the 4th highest reporter of SIRMS incidents. Following a user survey, further improvements have been made to the feedback 
process and quarterly reports adapted. A revised training framework will be launched in the Autumn.   
     

LeDeR: The new LeEDeR web platform is now fully  
operational and training sessions have been offered to all 
LeDeR reviewers and local area coordinators.  

• A regional meeting is to take place in July to provide further 
updates on how the new national LeDeR policy will be 
implemented across the Integrated Care system (ICS) and to 
better understand the implications on place-based processes.    
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Learning Disability Mortality Review (LeDeR)  
Annual report - 1st April 2020 - 31st March 
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Purpose of report 

To present the 2nd annual Learning Disabilities Mortality Review (LeDeR) report for 
Sunderland CCG, produced jointly with South Tyneside CCG. The report outlines the 
processes undertaken for reviewing the deaths of people with learning disability, identifies 
learning and highlights how the LeDeR process has influenced change and improvements 
in health and social care, for people with a learning disability throughout 2020/21.  
  

Key points 

Health inequalities for people with learning disability are well documented. The Learning 
Disabilities Mortality Review (LeDeR) programme was established to support local areas to 
review the deaths of people with learning disabilities, identify learning from those deaths, 
and take forward the learning into service improvement initiatives. 
 
The annual report details the:  

• Local arrangements and governance regarding how reviews are undertaken and the 
engagement of partners in this. 

• Number of reviews and relevant data. 

• Performance against the timescales set out in the NHS Operational Planning and 
Contracting Guidance 2020/21.  

• Function of the CCG joint LeDeR panel in quality oversight and identification of 
learning. 

• Sharing of learning and themes with commissioners of services for people with a 
learning disability. 

• Improvement outcomes. 

• Reflections on the previous year 

• Intentions going forward and the new LeDeR policy.  
 
An easy read version has been commissioned in line with guidance for publication 
alongside the formal annual report on the CCG’ website.  
 

Risks and issues 



The CCGs has a risk recorded on the risk register associated with the ongoing national 
transformation of the LeDeR programme, implementation of its recommendations and to 
acknowledge risks associated with the transfer of data to the new data system following 
the decommissioning of the Bristol web-system.   
 

Assurances  

The CCG is compliant with the NHS Operational Planning and Contracting Guidance 
2020/21 which sets out the expectation on CCGs and the system, regarding LeDeR, in 
that: 

• The CCG is a member of a Learning from Deaths (LeDeR) steering group and have 
a named person with lead responsibility. 

• There is a robust CCG plan in place to ensure that LeDeR reviews are undertaken 
within 6 months of the notification of death to the local area. 

• The CCG has systems in place to analyse and address the themes and 
recommendations from completed LeDeR reviews. 

• Annual reports are shared with the appropriate board/committee for all statutory 
partners, demonstrating action taken and outcomes from LeDeR reviews. 

 

Recommendation/Action Required 

The Governing Body is asked to receive the annual report and easy read version for 
information and assurance and is asked to approve sign off ahead of publication on the 
CCG website.    
 

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

Report author 

Sharon Thompson Designated Nurse 
Safeguarding Adults, STCCG 
Kirstie Hesketh, Head of Quality and Patient Safety 
SCCG and STCCG    

Governance and Assurance 

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

CO1:Develop and support system transformation and  ensure a well-led organisation  

CO2:  Maintain financial control and performance   

CO3: Maintain and improve quality of CCG commissioned services ✓ 

CO4:Identify and deliver the CCG’s strategic priorities  

CO5: Covid-19 Response and Recovery  

Relevant legal/statutory issues 

 

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

Yes  No ✓ N/A  



 

If yes, please specify  

Equality analysis completed 
(please tick)  

Yes  No  N/A ✓ 

Quality impact assessment 
undertaken  
(please tick) 

Yes  No  N/A ✓ 

 If no, please specify  yes, please specify  

Key implications 

Are additional resources 
required?   

 
No 

Has there been appropriate 
clinical engagement?  

Not applicable 

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

Not applicable 

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

Not applicable   

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

Not applicable  
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1.  Introduction  

Welcome to the NHS South Tyneside Clinical Commissioning Group (STCCG) and 
NHS Sunderland Clinical Commissioning Group (SCCG) second joint annual report 
on learning disability mortality reviews (LeDeR) for 2020/21.  

It has been an unprecedented year due to the impact of the pandemic and the effect 
of lockdown and social distancing being felt by us all.  As we begin this year's report, 
with the same person-centred focus as last year, in sharing some brief glimpses of 
the people whose deaths have been reviewed, we reflect on that impact for people 
with a learning disability. How so many aspects of their lives may have changed, 
including their family relationships, their provision of care, their social engagement, 
and their working lives.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Last year we pledged that as learning organisations, SCCG and STCCG would 
ensure that learning gained from reviews would be shared across our health and 
social care services and have a positive impact on practice and service delivery.  In 
this year's report we update on our progress and reflect on the challenges of that 
journey in the face of the pandemic.    

We would like to take this opportunity to thank families, carers and all the health and 
social care professionals, who have supported us in our LeDeR work and share the 
Stop People Dying Too Young Group Statement for CCG Annual Reports. 

'She was very happy with her care 

package and before lockdown had a very 

fulfilled life full of activity, in discussion 

with her sister it was only during 

lockdown that she became very 

sedentary' 

 
'He had many interests including watching 

John Wayne films and collecting and 

shopping for model buses. He enjoyed being 

out and about in the community, visiting 

cafes for coffee and cake, getting his haircut, 

and travelling on public transport. A highlight 

was a short break to Blackpool including 

taking rides on the open topped buses' 

 

'He used to volunteer at a British Heart 

Foundation shop four days per week. 

He really enjoyed doing this and loved to 

sort out the new items donated to the 

shop so he was able to choose what he 

would like himself' 

‘She was cheeky and mischievous and was 

very much loved by all and had a loud but 
happy character. Her sister described her 
as an extraordinary character, who gave 

nicknames to family' 
 

'He lived in an assisted living community 

with his wife. He was very happy living 

there they joined in with social occasions 

organised. He was a very private man and 

liked the support of his wife in social 

situations. Unfortunately, he was very 

unwell after contracting covid he really 

did not fully recover ' 

'He was a happy and bubbly gentleman 

with a good sense of humor. His Mum 

feels that he  would have found it  

difficult to live in this new world of face 

masks and social distancing as there was 

nothing he liked better than giving 

someone a kiss and a hug.' 
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‘We have a right to have the same respect, value, and access to treatment as 
everyone else. Our lives have as much value as other people's. You need to 
understand our rights and know the Law. Start by listening to us - hear our worries 
but also what we want from our life. Listen to the people who know us best. This 
might be our family, friends, or paid support. Know how to make reasonable 
adjustments so that it is easy for us to get health care. Create good accessible 
information. Make it Easy Read and don’t use jargon.  

Don't let us die too young'. 

We also wish to thank Equal People at Your Voice Counts for sharing the local view 
on the pandemic from people in our area and the work on co-producing the easy 
read version of this report.  

 

 

                                                          

Jeanette Scott                                                              Ann Fox    
Executive Director of                                                   Executive Director of 
Nursing Quality and Safety                                         Nursing Quality and Safety   
South Tyneside CCG                                                   Sunderland CCG  
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2. Summary 

This second annual report presents an overview of the LeDeR work across South 
Tyneside and Sunderland, during 2020/2021.  The report is intended to describe how 
SCCG and STCCG review the deaths of people with learning disability, how learning 
is identified and how this has influenced change and improvements in health and 
social care, for people with a learning disability across South Tyneside and 
Sunderland. 

The report sets out: 

• The background to LeDeR. 

• Local arrangements and the governance that underpins how reviews are 
undertaken and the engagement of partners in this process. 

• The number of reviews carried out and subsequent data. 

• Performance against the timescales set out in the NHS Operational Planning 
and Contracting Guidance 2019/2020.  

• The function of the CCGs’ joint LeDeR panel in quality oversight and 
identification of learning. 

• The sharing of learning and themes with commissioners of services for people 
with a learning disability. 

• Commissioner and provider and Improvement outcomes. 

• Comparisons and reflections on the progress from last year. 

• Intentions going forward and an overview of the new national LeDeR Policy. 

 
3. Background 

The health inequalities for people with learning disability are well documented. 
Today, people with learning disabilities die, on average, 20-29 years sooner than 
people in the general population, with some of those deaths identified as being 
potentially amenable to good quality healthcare.   

In response the Learning Disabilities Mortality Review (LeDeR) programme was 
established to support local areas to review the deaths of people with learning 
disabilities, identify learning from those deaths, and take forward the learning into 
service improvement initiatives. 

Until recently the LeDeR programme was delivered by the University of Bristol and 
commissioned by the Healthcare Quality Improvement Partnership (HQIP) on behalf 
of NHS England.  The University of Bristol commenced work on the LeDeR 
programme in June 2015, initially for three years but this was extended until the end 
of May 2021.   

The LEDER programme is the first national programme of its kind in the world. Its 
overall aims being to: 

• Support improvements in the quality of health and social care service delivery 
for people with learning disabilities. 

• Help reduce premature mortality and health inequalities for people with 
learning disabilities. 

The programme supports local areas in England to review the deaths of people with 
learning disabilities (aged 4 years and over), using a standardised review process.    
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The programme also collates and shares anonymised information nationally, about 
the deaths of people with learning disabilities, so that common themes, learning 
points and recommendations can be identified and taken forward into policy and 
practice improvements. 

The programme developed a review process for the deaths of people with learning 
disabilities.  All deaths receive an initial review and of those, where there are any 
areas of concern in relation to the care of the person who has died, or if it is felt that 
further learning could be gained, a multi-agency review of the death is completed.   

Priority reviews of cases aged 18-24 years or from a black or minority ethnic 
background are also undertaken and may receive multi-agency review and expert 
panel scrutiny.   

On completion of a LeDeR review, outcomes and recommendations are made by the 
reviewer and are shared with the CCGs Learning Disability Commissioning Lead.  
The Commissioning leads and respective CCG colleagues consider the information 
within the commissioning and planning process and identify any service 
improvements that may be indicated.  

The LeDeR process is not implemented when other statutory process would apply 
e.g. Child Death Overview Panel (CDOP) or where the criteria is met for a Child 
Safeguarding Practice Review, Domestic Homicide Review or Safeguarding Adults 
Review.  However, the learning from these statutory processes is captured in to the 
LeDeR process.  

4. Local Arrangements across SCCG and STCCG 

South Tyneside and Sunderland CCGs work collaboratively together on the LeDeR 
programme.  

The Executive Directors of Nursing are identified as the Local Area Contacts (LAC) 
for LeDeR within the CCGs and hold overall accountability for the programme within 
their areas.  They are supported by a deputy LAC, for STCCG this is the Designated 
Nurse for Safeguarding Adults, in SCCG it is the Head of Quality and Patient Safety.  

A joint CCG LeDeR Assurance Panel is in place and delivered in collaboration with 
healthcare providers, reviewers, and commissioners.  The purpose of this Panel is to 
ensure that the Clinical Commissioning Groups (CCGs) fulfil their responsibilities for 
the oversight and management of LeDeR reviews involving patients of the respective 
CCGs, in whichever sector they received care, and to share learning across the 
health and social care system.  

The panel has responsibility for quality assuring the robustness of initial reviews and 
any subsequent multi-agency reviews.  A key aim of the panel is to ensure the 
reviews elicit good practice and learning, to inform system improvement in care.  

5. Governance arrangements 

The LeDeR Assurance Panel is a subgroup of the STCCG’s Quality and Patient 
Safety Committee (QPSC) and SCCG’s Quality and Safety Committee (QSC). 
Throughout 2020/2021 the committees have received regular updates on progress 
and outcomes.  
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The two committees combined in April 2021 to form a Joint Quality and Safety 
Committee (JQSC) and the annual report will be presented to the June 2021 meeting 
for assurance and comment. LeDeR is a standing agenda item on the JQSC 
agenda.   

This annual report will be shared with the respective CCG’s Governing Body and the 
local Health and Wellbeing Boards and published on each website alongside an 
easy read version. 

6. Reviewers  

There are several professionals trained in completing LeDeR reviews across health 
and social care, for both SCCG and STCCG.  As with last year, there is a difference 
across the two CCG areas on ways of engagement from partner organisations. The 
clinical priorities during the COVID-19 pandemic led to staff being re-deployed into 
different roles and clinical areas to meet priority need.  

This emphasised the known challenge of a lack of dedicated reviewer resource to 
meet completion of reviews, within expected timescales. 

7. Number of deaths and demographics  

South Tyneside CCG 

During the period 1st April 2020 to 31st March 2021, STCCG had 18 deaths notified 
on to the system. This was an increase of 5 on the previous year.  One case was 
removed as found not to have a learning disability.  

At end of year, 16 were complete and 1 notification awaiting allocation to a reviewer.  

One Child Death Overview Process (CDOP) case notified in 2019 remains open and 
will be closed on receipt of the CDOP report.  

There were 7 cases from the year 19/20 that remained in process for completion and 
sign off.  These were managed to completion in the period of this report and 
therefore, the outcomes and learning gained is included.  

 

Sunderland CCG   

For the same period, SCCG had 21 deaths notified on to the system 2 more than 
the previous year.   

At end of year, 20 cases were complete and 1 notification awaiting allocation to a 
reviewer.  

There were 12 cases from the year 19/20 that remained in process for completion 
and sign off.  These were managed to completion in the period of this report and 
therefore the outcomes and learning gained is included. One case was removed 
subsequently as no learning disability was found.  

Demographics 

Of the deaths notified on to the system in 20/21, 54% were above 60 years old with 
most deaths occurring in the 60-70 years age range. See figure 1. 
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Differing to last year there were 16% of deaths in people under 40 years old. A 
comparison can be seen in figure 2 with deaths occurring across the age ranges in 
2020/2021. 

Figure 1. Age range  

 

Figure 2- Comparison of age range between 2019/20 and 2020/21 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Gender 

The gender split has been balanced this year with similar numbers of male to female 
deaths reported on to the system. 
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Ethnicity and marital status  

Where ethnicity is known most people were recorded as being white British, two 
people were recorded as Asian British and one was unknown. Like last year most 
are recorded as having single status; however, one was married, one divorced and 
one unknown however the person often mentioned their long-deceased husband.  

Place of death                

Approximately 83% of people died in hospital with only a small number recoded as 
dying at home or a hospice. This is 2% less than last year.  

Cause of death 

This year has seen the impact of Covid -19 as a cause of death on the whole 
population, and it is the highest cause of death for people with a learning disability 
across South Tyneside and Sunderland. This year the LeDeR system added a field 
for confirmation of Covid-19 status on to the review platform. There have been 15 
Covid-19 related deaths. Other conditions that were identified as a cause of death 
included pulmonary embolism, aspiration pneumonia, chest infection and cancer of 
the breast, liver, lungs, and digestive tract. Heart conditions and renal failure were 
also identified, and sepsis was recorded in two cases of pneumonia and a twisted 
bowel.  

Figure 3. Cause of Death 

 

 

A comparison of cause of death can be seen as a percentage in figure 4. 
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Figure 4: Comarison of cause of death in 2019/20 and 2020/21

 

Known conditions  

As in previous years the cases reviewed evidenced a wide range of conditions that 
individuals lived with. Many had multiple conditions with the most common this year 
being impaired mobility, sensory impairment, and incontinence. See figure 5. 

Figure 5: Known conditions   

 
 

6%

9%

6%

5%

3%

3%

3%6%

2%

7%

6%

1%9%

9%

12%

3%
7%

Known conditions Epilepsy/seizures

Respiratory conditions/problems

High blood pressure (hypertension)

Diabetes

Dementia

Falls

Obesity

Gastric Reflux

Osteporosis

Constipation

Skin conditions

Dental problems

Incontinence

Sensory impairment e.g. hearing or visual

problems
Impaired mobility

Impaired hand use (e.g. unable to move

hands to feed self or push away something)



 

Page 9 of 16 

 

This is a notable change from last year where epilepsy and respiratory problems also  
featured and there is a significant increase in constipation, gastric reflux and 
diabetes, as can be observed in figure 6. 

Figure 6: Comparison of known conditions 2019/20 and 2020/21 

 

 

Anti-Psychotic and Anti-Depressants   

The review asks whether anti-psychotic or anti-depressant medication has been 
prescribed to the individual in the last 10 years, and whether this has been reviewed 
or attempts made to reduce or stop. There has been much work done on medication 
reviews with evidence that 92% of people had a general mediation review. However, 
where information on a prescription of anti-psychotic or anti-depressant was 
recorded, specific evidence in the records of a successful withdrawal or attempt to 
review was mostly recorded by reviewers as not known.  

Annual health checks and health screening 

The uptake of an annual health check (AHC) is much improved with evidence that 
reviewers found across South Tyneside and Sunderland that 78% of people who 
died had had an AHC in the last year - 2 people had been offered and declined and 
2 people had been too ill to attend. In 1 case it was recorded that the AHC had not 
been undertaken due to Covid-19 and in 3 cases it was recorded as not known.  

Similarly, the uptake of health screening has improved with 83% of people being 
recorded as provided with all or some of the appropriate screening for their age.  

Family engagement in reviews 

Family members were known in 53% of the cases and of those 63% engaged with 
the review. This was an increase on last year. It is recognised that engaging with 
family at the time of a loved one’s death is sensitive and may present challenges. 
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Opportunity for family engagement in the LeDeR process is available to all.  
However, a number of relatives did not respond to the reviewers attempt to make 
contact or feel that it was the right time for them to meet to discuss their relative.   
The ability to liaise with families at such a sensitive time is a recognised quality of 
South Tyneside and Sunderland’s reviewers. 

Grading of care 

In the majority of cases, the LEDER reviewers graded the quality of care received as 
being either excellent or good (see Figure 7). A small number were graded 
satisfactory or falling short of satisfactory care, however no cases were assessed as 
requiring a multi-agency review, to gain additional learning.  

Cases where care fell short of expected standards are shared with the Learning 
Disability service commissioners to address any immediate concerns. Where family 
concerns indicate an area of complaint they are directed to the appropriate process 
within the organisation.  

Figure 7: Grading of Care 

 

 

8. Learning Themes 

Positive Findings 

Reasonable 
adjustments  
 

• During Covid all reasonable adjustments were risk 
assessed. 

• Use of drawings and simple language.  

• Personal books and activities made available to people on 
wards. Due to Covid, all magazines and activities had been 
removed for infection prevention and control.   

• Primary health care assessments and annual health care 
checks booked in the persons own homes with carers and 
have a relative present.  

• Longer appointments at GP practice and flexible GP 
appointments. 

• Speech and language therapy (SALT) assessments 
arranged at residential care homes with an appropriate 
level of time and instruction. 

• Use of hospital passports. 
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• Home visits by primary care for flu vaccination. 

• Care at Home team and Learning Disability liaison nurses 
provide support with hospital appointments and hospital 
stay. 

• Support to attend community health appointments and GP 
practice. 

• Helping families to understand complex medical 
terminology. 

• Availability of a person on the Ward who had the same first 
language as persons mother 

• Reasonable adjustments at GP practice when doing 
Annual Health Checks. 

• Use of the carers passport to identify carers and alter the 
visiting times. 

• Cancer services appointments offered to accommodate 
need and provide special provision.  

• Health Action Plan was completed in 2 appointments to 
meet persons need. 

• Family supported Xray appointment and there was 
flexibility with Covid restrictions. 

• Side room available for family to stay. 
 

Mental Capacity 
 
 

• Good records of Assessment and Best Interests.  

• Best Interests on End-of-Life care discussed with family. 

• Best Interest consulted with friend.  
 

Best practice 
 
 

• GP ensured access annual health checks and long-term 
conditions monitoring by telephone when unable to access 
the surgery due to Covid-19 restrictions. 

• Accessible easy read information about breast cancer 
awareness. 

• Reasonable adjustments were clearly documented in the 
GP Record. 

• Use of Enhanced Care Risk Assessment Tool to identify 
reasonable adjustments that were needed. 

• Hospital Health Action Plan and pathway was available.  

• Excellent Multi-disciplinary Team working.  

• Excellent support from Community Learning Disability 
team. 

• Mental capacity documented on every visit District Nursing 
visit. 

• Joint visit with learning disability nurse and district nurse on 
first visit to hand over and get to know person. 

• Care home used pictures to identify emotions and support 
meal choices. 

• Staff team supporting within own home understood the 
importance of using nonverbal communication to promote 
positive interactions and to ensure communication was 
effective. 

• Risk management plan to identify signs of silent aspiration 
and first aid. 
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• Social care reassessed person on deterioration in health 
and difficulty managing stairs. The person was transferred 
to accommodation with ground floor access with two 
members of their care team transferred to ensure 
continuity of care. 

• At the end of life there is clear evidence that the hospital 
medics listened to the primary caregivers with a focus on 
palliative care. Primary caregiver ( mother ) was trained to 
monitor blood sugars and give insulin. 

• Excellent liaison between Diabetes Specialist Nurse and 
acute services. 
 

Areas of Learning 

Primary Care 
 

• Annual reviews should provide a holistic review of a 
patient's needs.    

• Needs were not reviewed timely due to pandemic. 

• No best interest meeting held to decide on taking blood to 
consider distress to person. 

• Out of hours staff should be encouraged to look at most 
recent reports from relevant professionals when visiting 
patients for a particular issue. 

• The importance of having a comprehensive EHCP to plan 
care considering patients and families wishes.  

• Not recorded on GP system as Learning Disability.  

• Screening offered but not taken up and not followed up. 

• No evidence of Mental Capacity Act assessments or best 
interests seen in record. 

• Death Certificates do not appear to have been provided in a  
timely and appropriate manner. 

 

Care home  • Care staff delayed in contacting speech and language 
therapy when patient had issues with swallow. 

• Lack of knowledge of care staff regarding deprivation of 
Liberty safeguards (DoLS) application and time delay.  

 

Hospital Care and 
community  

• Healthcare provider should ensure that all staff are trained 
in the mental capacity act and that this is properly applied 
and documented in practice. 

• There is no evidence of a capacity assessment in the 

decision making around DNACPR and ceiling of care. 

• Earlier flagging of patients with LD to ensure support is 
made available at the earliest opportunity. 

• No care plan was completed prior to admission and the 
care plan put in place was in the last days of life. 

• Staff had to be prompted to refer to his Hospital Passport 
on several admissions. 

• Review and management of PEG /Feeding/Hydration 
regime was not evident following hospital discharge. 

• Review of nursing or residential need not considered in 
discharge. 

• Checks to be made on DNACPR and added to record.  
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Family view 
 
 

• The family report the residential care home provided a 
lovely experience and family cannot fault the care given 
they remain in contact with the carers to date. 

• Care was not seamless in moving through hospital 
departments and there were delays in medication and 
feeds. 

• There is no evidence of a best interest's discussion or 
involvement from family for the decision not to resuscitate. 

• The GP went out of their way to see person at home.  

• The hospital treated person like they were family.  
 

Reviewers 
Recommendations  
 

• To improve systems in GP surgery for staff when 
managing end of life care and develop a process for 
managing relative phone calls in expected deaths.  

• Development of shared assessment and care planning for 
complex need and anticipatory planning.  

• Awareness raising for carers on dysphasia and speech 
and language therapy outcomes.  

• Swallowing should be assessed by a practitioner qualified 
in dysphagia management. 

• Improve understanding of prescribing thickener to "reduce 
aspiration" and the need for assessment.  

• Best practice to involve people who knew the person well 
in best interests decisions.  

• The CCG should ensure that GP practices provide a 
complete set of records relating to the period of review, 
including correspondence from other providers. 

• Ensure appropriate follow-up and review of 
feeding/hydration regimes with necessary health 
professionals to ensure needs are fully met in the 
community when there are identified issues relating to 
nutrition/hydration during that admission. 

• Hospital/Communication Passport is located/obtained for 
any patient admitted who has a Learning Disability and is 
available visibly at their bedside for any staff caring for 
them to view. 

• GP and care home staff should be made aware of process 
of escalation if unable to get in contact with assigned social 
worker. 

• Trust Mortality Review process to include deaths that occur 
within Emergency Department. 

• Share Public Health guidance to help health professionals 
when taking blood from a person with learning disability. 

• Reminder to prescribers that medications should be 
regularly reviewed to determine whether they are still 
necessary and effective. 

• Trust to review recording on Meditech of learning difficulty 
and learning disability to ensure correct diagnostic terms.  
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• Medical staff to be reminded on record keeping standards 
on the cause of death. 

• Consider the broader impacts of the COVID-19 pandemic 
e.g., the closure of day services, delays to existing plans, 
changes to service delivery models, the isolation of people 
with learning disabilities, and an increase in clinical 
responsibilities for carers. 

• Constipation should be treated as a condition. 

• Access to advocacy should be available at all reviews.  

• All health professionals raise a safeguarding alert when 
there are concerns about risk to a vulnerable adult's health 
and wellbeing. 

• Abbreviations should be clarified to prevent confusion. E.G 
EHCP as either emergency health care plan or education 
health care plan.  

• Increase awareness of services across different 
communities and ethnic groups 

Outcomes • Dysphagia awareness training has been offered to all paid 
care staff in the area - recommend staff at home attend 
this training as soon as possible (currently on hold due to 
COVID-19). Interim video link training provided. 

• Commissioner and provider outcomes and response is set 
out in section 11. 
 

 
9. Performance against national targets 

The NHS Operational Planning and Contracting Guidance 2020/21 sets out the 
expectation on CCGs and the system, about LeDeR, which are: 

• CCGs are a member of a Learning from Deaths report (LeDeR) steering 
group and have a named person with lead responsibility; 

• There is a robust CCG plan in place to ensure that LeDeR reviews are 
undertaken within 6 months of the notification of death to the local area; 

• CCGs have systems in place to analyse and address the themes and 
recommendations from completed LeDeR reviews; 

• An annual report is submitted to the appropriate board/committee for all 
statutory partners, demonstrating action taken and outcomes from LeDeR 
reviews.  

Both SCCG and STCCG are members of the regional steering group and the Deputy 
LACs regularly attend.                                                                                                                            

CCG assurance panels are scheduled monthly to prevent delays in the approval and 
completion of reviews, however during the pandemic LeDeR activity was stepped 
back due to clinical priorities. Virtual panels commenced via TEAMS and were 
increased where possible to twice a month in quarter 3 to meet the timeframes set 
down by NHSE&I for the completion of all delayed reviews by December 2020.      

A joint tracker is in place for both CCGs which enables best practice and learning to 
be easily extracted. All key themes, trends and lessons learnt are shared with the 
respective commissioning teams. 
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Peer support sessions were postponed due to the pandemic however support from 
the deputy LACs was available to all reviewers. Reviewers have continued to attend 
panels to present their cases via TEAMS when able.  

LeDeR continues to be an agenda item on the Learning and Improvement in Practice 
sub-Committee in both respective areas, which reports to the Local Safeguarding 
Adults Board. 

This second annual report for SCCG and STCCG will be presented to the Joint 
Quality and Safety Committee and to each Governing Body.  It will then be published 
on the CCGs web site alongside an easy read version.  
 
The impact of the pandemic was recognised by NHSE&I, and an accepted delay of 3 
months, in completion of cases was put in place, which extended the review 
completion date to the end of December 2020.Both SCCG and STCCG achieved 
completion of all reviews expected by this date. 
  
Against the NHS Operational Planning and Contracting Guidance 2020/21 standards 
set out above, of the cases notified within the year, South Tyneside completed 81% 
of reviews within 6 months, with 56% of these being allocated within 3 months. 18% 
of the reviews were not allocated within 3 months or completed in 6. This was a 
significant improvement on last year's data due to the number of reviews notified in 
quarter 4 of 19/20 being placed on hold, due to the pandemic which significantly 
impacted upon performance. 
 
Sunderland completed 50% of cases within 6 months with 30% of these being 
allocated within 3 months of notification. The remaining 50% were not allocated 
within 3 months or completed in 6. There were a number of deaths within quarter 1 
which coincided with suspension of LeDeR activity and availability of reviewers, all 
being stepped back, and this significantly impacted this performance. All reviews, 
however, were completed within the 3-month extension period.    
 

10. Impact of COVID-19  

The COVID-19 pandemic has been and still is, a difficult and distressing time for us 
all. People with learning disability have raised their national voice to the inequalities 
they see regarding decisions made on end-of-life care and poor practice with blanket 
approaches to Do Not Attempt Cardiopulmonary resuscitation (DNACPR). The 
vaccination programme timings and the availability of information has left some 
people feeling forgotten about when the numbers of deaths of people with learning 
disability from COVID 19 increased. 

Locally we have sought the views of people across our area on their reflections 
during the height of the pandemic. Equal People from Your Voice Counts (YVC) 
gave these views. 

In response to Covid Vaccine roll out, one member of Equal People was pleased to 
get her vaccine early as she was YVC staff (this was excellent as although she has 
various health conditions including breathing problems, she would have had to have 
waited a further 2 months for her vaccine). 

One member of Equal People said they were regularly tested where they lived. 
Another member was tested at regular health appointments. People were impressed 
that they were offered the vaccine so soon after the prioritising of people with 
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learning disabilities was announced by the government. However, it was mentioned 
that people with learning disabilities should have been a priority group for the 
vaccine in the first place. 

People would have preferred the vaccine invitation letters in Easy Read. 

Also, people mentioned that they were impressed with the support from YVC in 
arranging convenient appointments.   

In general people were impressed with the local response and support with vaccine 
roll out and no one had issues with DNACPR.  

The LeDeR programme across STCCG and SCCG will continue to seek to hear 
peoples voice and reflections on the pandemic and its impact on them and across all 
health and social care. 

The local LeDeR programme was also affected with both CCG areas experiencing 
challenges on performance against national targets at differing times. STCCG saw 
most impact in the last quarter of 19/20 which lowered performance against the 
standards and was reported in last year's report.  

From March to July 2020, in the first wave of the pandemic, the local Acute 
Foundation Trust stepped their reviewers back from the LeDeR process completely 
and placed structured judgment mortality reviews on hold.  Some reviewers were 
redeployed into clinical priority areas and this impacted on our overall reviewer 
capacity.  

In addition, across the system, there was reduced access to records, health and 
social care professionals who knew the person well and family members, for any 
outstanding or new reviews.  

In quarter 3, in support of the CCGs and the system expectation from NHSE&I, the 
Acute Foundation Trust made available a number of senior staff to complete the 
LeDeR training and support reviews. This along with the return of the Learning 
Disability Liaison Nurse from re-deployment and an additional reviewer within South 
Tyneside Joint Commissioning Continuing Health Care team, enabled the cases 
delayed during the first half of the year to be reviewed to timescale.   

Additional support was also created by NHSE&I commissioning the North East 
Commissioning Support Unit (NECS) to allocate two additional reviewers to the 
South Tyneside and Sunderland system.  

This enabled both CCGs to meet the extended deadline of December 2020 for 
completion of the reviews delayed within the 1st wave of the pandemic.  

11. Provider and Commissioner Response 

 

South Tyneside 

In 20/21, the physically health hub became fully operational in South Tyneside, 
providing additional support to people who had an identified learning disability to 
access full annual health checks and the development of health action plans. For 
some people the level of support involved providing outreach support into people’s 
own home. In 20/21, 86% of people with a learning disability were able to access a 
full annual health check, resulting in a number of people with significant undetected 
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health needs being able to receive the appropriate treatment. This includes people 
receiving treatment for cancerous skin lesion.  Work has commenced, to increase 
uptake further in collaboration with our 3rd sector providers. 

People have also been supported to access desensitisation programmes, making 
access to vaccination and also health investigations. The team also has a 
pharmacist as a key member, who continues to support practitioners and individuals 
around medication management, and alternative options.   

In addition, the Community Learning Disability Team (CLDT) have continued to 
provide support to people in South Tyneside who have a Learning Disability and are 
known to service. 

The impact of covid and deterioration in respect to mental wellbeing over 2020 has 
been well documented, with people with learning disabilities reporting feeling isolated 
and lonely, which has also impacted on physical health as well as increasing the 
health inequalities. Therefore, work has commenced with IAPT service to increase 
accessibility for people with learning disabilities.     

Welfare checks via telephone contact and home visits have continued with 
precautionary measures in place following Trust guidance. In addition, a link worker 
role has been developed across the Primary Care Networks (PCN’s) to support 
people with learning disabilities and autism access the right support, at the right time. 

Information such as Covid passport grab sheets and easy read accessible 
information from the Keeping Well for Winter and Keeping People Connected 
bulletins have been promoted and shared with service users, carers, and 
professionals. 

Throughout 2020, both the memberships and focus of the health subgroup has been 
reviewed, to ensure that it covered the lifespan and to ensure representation across 
partners. The health subgroup have also developed a health dashboard to track 
health conditions. 

The Acute Learning Disability Liaison Nurses have continued to support patients with 
a Learning Disability on admission to hospital and act as a point of contact for staff. 

In 2020, Learning Disabilities Quality Checkers was introduced across all GP 
practices, with over 50% of the GP practices now having an active action plan to 
improve the experience for people with learning disabilities and ensure reasonable 
adjustment are in place.  

The North East and Cumbria Learning Disability Network and the Access to Acute 
(A2A) Network have worked together to develop a learning disability awareness e- 
learning package for all staff in South Tyneside and Sunderland NHS Foundation 
Trust and revise care pathways. The Learning Disability Diamond Acute Care 
Pathways will be implemented across all Trusts in the North East and Cumbria which 
will support hospitals to deliver high quality, reasonably adjusted care, and treatment 
to people with learning disability. 

Sunderland 

Over the last 12 months in Sunderland the CCG has continued to work closely with 
health and social care partners on several health issues:  
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We have delivered an increased number of flu vaccines between September 2020 to 
March 2021, the end of year achievement was 71.8% across Sunderland for people 
with a learning disability. This is the highest number of flu immunisations delivered to 
this patient cohort over a 1 year period in Sunderland so far, and was achieved 
through a collaborative approach between GP practices, Health Promotion Team 
and Community Treatment Team within Cumbria, Northumberland, Tyne and Wear 
NHS Foundation Trust (CNTW) and NHS Sunderland Clinical Commissioning Group 
(CCG).  

 

Special arrangements were put in place for GP practices to identify those patients 
with a learning disability who required reasonable adjustments or required the 
vaccination to be delivered in their own home environment. Those patients were then 
passed over to the Specialist Learning Disability Nurses who could make the 
appropriate adjustments to deliver that vaccine or provide access to a nasal spray as 
an alternative. This nasal alternative helped to reduce anxiety and increase 
willingness to agree to the flu vaccine. 

 

Sunderland were also successful in their application to become an exemplar site 
through NHS England & Improvement and were 1 of only 7 areas throughout the 
whole of the UK to receive this status. This was an exciting opportunity which has 
enabled us to work closely with primary care, local specialist schools, the BAME 
community and others to deliver a number of key projects as part of this exemplar 
site status.  

 

The funding received made it possible to employ a Primary Care Practice Nurse for 
the period of this project (until September 2021) to work to deliver our exemplar site 
objectives. This included the further increase and uptake of annual health checks 
(AHCs) whilst ensuring the quality of these remains in line with our local quality 
framework. We agreed that by the end of the exemplar site status we would reach a 
target of 75% uptake of AHCs across Sunderland, by the end of March 2021 we 
achieved 78.2% which is a tremendous achievement especially during the Covid-19 
pandemic.  

 

There are a number of other areas delivered as part of our exemplar site status 
including working closely with our local specialist schools to design a birthday card 
that will be distributed to younger adults with a learning disability. This birthday card 
is to remind them of the importance of attending their AHC as we aim to increase the 
number of individuals aged 14 – 17 receiving AHCs. We have also been sharing our 
achievements, journey so far and best practice nationally via a number of webinars 
which were received well. Following this we have been approached by other CCG 
areas asking for us to mentor them this year to make similar improvements in their 
own area. 

 

We continue to use our local AHC quality framework to support GP Practices to 
improve the quality of AHCs to those with a learning disability across Sunderland. 
This framework was rolled out in 2018/19 across Sunderland and by the end of 
March 2019 all practices were awarded bronze status. This quality improvement 
work has continued since and during 2019/20 all practices achieved silver status.  

 

Practices have an action plan which outlines what they need to do to achieve gold 
status by March 2022, some of the areas practices are working on include: 
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awareness and completion of care passports for patients with a learning disability, 
ensuring all over 55 year olds are routinely referred for hearing screening and audit 
completion of health action plans to ensure they are of a high quality. As part of this 
quality framework we have assurances that practices have personal profiles for 
patients with a learning disability in place, these indicate what reasonable 
adjustments are required to ensure primary care know their patients’ needs and 
promotes good access to primary care. Our Exemplar Site Practice Nurse is working 
closely with all practices to ensure updated reasonable adjustment information is 
collected and recorded correctly on GP systems in order to share that information on 
summary care records enabling other health services to view patients individual 
requirements. 

 

As a direct response to LeDeR reviews, we continue to ensure the correct people 
remain or are added onto practices learning disability registers, this is extremely 
important to ensure they receive an annual health check, flu immunisation and to 
ensure reasonable adjustments are collected and added to their practice profiles to 
ensure easier access to healthcare services. We continue to make improvements to 
local registers via our exemplar site plans - one of our projects is around improving 
the registers and finding those missing patients. Our local team work to ensure any 
outcomes or lessons learned from LeDeR reviews are reflected in the next years 
plans to ensure any areas of concern are addressed as part of their continuous 
improvement plan.  
 
Finally, we have received positive feedback from patients, families, and carers 
around our flexible and adjusted approach to delivering the Covid-19 vaccination 
programme to individuals with a learning disability and / or autism across 
Sunderland. All our learning from delivering flu vaccinations across the city has 
enabled us to ensure those individuals who have needle phobias or are anxious 
have bene supported by our learning disability specialist nurses to receive their 
vaccine in the most appropriate environment.  

 
 

12. Change to National Policy 2021  

The Learning from Deaths Review Programme (LeDeR) has been renamed 'The 
Learning from lives and deaths - People with a learning disability and autistic people' 
programme. This followed the publication of a new LeDeR policy on the 23rd March 
2021 which now includes people with autism and is focused at driving improvements 
in care.  
 
The responsibility for ensuring the delivery of LeDeR reviews will move to the 
integrated care systems (ICSs). This includes the responsibility for ensuring actions 
are implemented to improve the quality of services for people with a learning 
disability and autistic people and reducing health inequalities and premature 
mortality. 

The LeDeR Programme was initially led by the University of Bristol which included 
overall responsibility for the direction of any reviews, operation of the web platform 
and analysis of LeDeR data; this contract closed in May 2021.   

In response to the limitations of the web platform NHSE&I have led on the 
development of a new web-based platform which will help streamline reviews. A 
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consistent theme over the years since the LeDeR programme launched has been 
delays in accessing records, resulting inevitably in delays in reviews being 
completed to timescale. NHSE&I has therefore recommended that going forward that 
all reviewers are provided with smart card access to clinical records to speed up 
access to the right notes at the right time, and reduce unnecessary burden on clinical 
teams, especially primary care.  

Reviewer training is being improved and will include annual refresher sessions, so 
that reviewers are equipped and supported to consistently deliver high-quality 
reviews in a timely manner, and to influence the development of actions to drive 
improvement. 

There is an expectation is that reviewers will work in larger teams, with regular 
supervision and support including administrative support which will promote 
consistency in the quality of reviews.  

Key timescales for implementation of the new policy arrangements are as follows:  

• The new web-based platform will go live on 1 June 2021.  

• ICSs should have a clear plan in place by 30 September 2021 for the new 
quality assurance structures and processes which will be implemented for 
LeDeR and fully operational from 1 April 2022. 

• By 1 April 2022 all changes within the new policy must be implemented by 
ICSs, subject to legislative changes 

To support this -   

• Staffing models and local governance arrangements will be required to 
change in line with the development of ICSs and relevant human resources 
processes. 

• Further advice is to be published in coming months on the process for adults 
who have a diagnosis of autism without a learning disability.  

• Everyone with a learning disability aged four and above who dies and every 
adult (aged 18 and over) with a diagnosis of autism will be eligible for a 
LeDeR review. 

• The child death review (CDR) process will be the primary review process for 
children (4-17) with learning disabilities and autistic children; the results of 
reviews will be shared with the LeDeR Programme. Further guidance on how 
the two processes will engage is pending.  

• ICSs are expected to complete 100% of all their reviews within six months of 
them being notified on the LeDeR web platform. Unless statutory processes 
prevent that being possible or family members of those bereaved have asked 
for the review to be delayed.  

• All eligible people from an ethnic minority background will receive a focused 
review and the families of anyone aged four and over with a learning disability 
or autism can request one. 

• Reviewers will no longer make recommendations for each review, instead 
they will present areas of learning, good practice and areas of concern to the 
local governance group/panel.  

• ICSs will need to establish a local governance group/panel, which as well as 
signing off the quality of focused reviews will, together with the reviewer, 
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agree specific, measurable, achievable, realistic and timebound actions which 
feed in to, and are cognisant of the strategic plan for the local area.  

• The governance group/panel must include people with lived experience 

Both CCGs are engaged in the work that is underway with the regional steering 
group and NHSE&I to develop plans to meet the changes set out in the new policy. 

13.   Conclusion  

Within the context of a pandemic, throughout 2020/21 both South Tyneside and 
Sunderland CCGs have remained committed to delivery of the LeDeR programme, 
with a focus on delivering quality care and supporting those with learning disabilities 
and/or autism at this most challenging of times.  

14.  Recommendations 

The Quality Safety Committee is asked to note the content of this report for 
assurance and information. 

 

Sharon Thompson                                           Kirstie Hesketh   

Designated Nurse Safeguarding                    Head of Quality and Patient Safety 

Adults, STCCG                           STCCG and SCCG 

 

May 2021 
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This is our second annual report 
on how we are learning from the 
deaths of people with learning 
disabilities.  
 
It is called LeDeR.  
 

                   

 

 

2020       2021 

 
The deaths were reported 
between 1st April 2020 and 31st 

March 2021. 
 



 

We want to thank:   
- families 
- carers 
- health and social care      

workers. 
 

They have all supported us in 
our LeDeR work. 

 
 

 

 

 

 

 

 

 

Jeanette Scott 

South Tyneside Clinical 
Commissioning Group 
Executive Director of Nursing, 
Quality and Safety 
 
 
 

 

 

 

Ann Fox 

Sunderland Clinical 
Commissioning Group  
Executive Director of Nursing, 
Quality and Safety.  
 

 

 

 

 
 
South Tyneside and Sunderland 
Clinical Commissioning Groups 
work together on LeDeR. 



 

We look at the deaths of people 
over 4 years of age.  
 
People with learning disabilities 
die about 20-29 years sooner 
than other people. 

 

The people who look at the 
deaths are called reviewers. 

 

 

The reviewers have looked at: 
- 16 deaths from South 

Tyneside. 
- 20 deaths from 

Sunderland. 

 

 

Most people who died were: 
- aged 60 years old and 

older. 

- in hospital. 



 

 
 
15 people died of Coronavirus in 
South Tyneside and Sunderland. 

 

 

 

 
 
People who died had a lot of 
physical and mental health 
needs. 

 

Most people: 
- had their medication 

reviewed.  
- attempts to stop some 

medication needs to be 
recorded better.  

 

 

 
New ways of working with health 
and pharmacy staff will help to 
improve this.  

 

 

 
More people have had the 
annual health and cancer 
checks.        

        



 

Families were invited to talk 
about their loved one’s death.  
 
Half did not take part as it was 
too sad for them. 
 

 

 
Most reviews showed that care 
was excellent or good.  

 

 

 

 

 
A lot has been learned from the 
reviews.  

 

Some better ways of helping 
people were found, such as: 
 

- providing easy read 
information. 

- longer health 
appointments. 

- seeing people at home. 

  

 

There were some good 
examples of using the Mental 
Capacity Act well.  
 
Some bad examples were also 
found.  



 

 

 

 

 

 

 
Advance care planning could be 
improved in doctors’ surgeries.  
 
This is to make sure the person 
is involved in a plan for their 
care. 
 
 
 
 
Doctors are getting better at 
doing more annual health checks 
with patients.  

 

 

 

 

 

 

In care homes they found: 
- Use of Easy Read 
- Use of pictures to 

communicate. 

 

 

 

 

 

 

 

Hospital staff need more training 
about Learning Disabilities and 
the Mental Capacity Act. 



 

The things that could be done 
better and some suggestions 
were shared with: 

- hospitals 

- social care 

- commissioners 

- people with a learning 
disability.  

 

 

 

 

Some of our reviews were not 
done within 6 months of the 
person dying.  

 

The Corona virus pandemic 
made some reviews late. 
  
We worked together to get them 
all done. 

 

 

We have made sure people got 
their Flu vaccines. 
 
We were quick to offer people 
the Coronavirus vaccine at the 
best time and place for them.  

 



 

LeDeR is changing next year. 
  
We are working together to make 
changes in the new policy. 
 

 

 
We will share this report on our 
websites AND in easy read. 

 


