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At a meeting of the HEALTH AND WELL-BEING SCRUTINY COMMITTEE held in 
the CIVIC CENTRE, SUNDERLAND on WEDNESDAY 6TH APRIL, 2011 at 
5.30 p.m. 
 
 
Present:- 
 
Councillor Walker in the Chair 
 
Councillors A. Hall, Maddison, Padgett and Shattock. 
 
 
Also in Attendance:- 
 
Paul Allen - Sunderland Council 
Karen Brown - Sunderland Council 
Debbie Burnicle - Sunderland Teaching Primary Care Trust 
Nonnie Crawford - Sunderland Teaching Primary Care Trust 
Phil Foster - Sunderland Council 
Victoria French - Sunderland Council 
Carol Harries - City Hospitals Sunderland NHS Foundation Trust 
Sharon Lowes - Sunderland Council 
David Noon - Sunderland Council 
 
 
Apologies for Absence 
 
Apologies for absence were received on behalf of Councillors Fletcher, Morrissey, 
Old, Smith, Snowdon and Norma Wright. 
 
 
Minutes of the last Meeting of the Committee held on 9th March, 2011 
 
1. RESOLVED that the minutes of the meeting of the Committee held on 9th 
March, 2011 be confirmed and signed as a correct record. 
 
 
Declarations of Interest  
 
Councillor Shattock declared a personal interest in Item 7 – Provision of Social Care 
for Adults with a Learning Disability as she had a family member with autism and 
challenging behaviour. 
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Performance Report Quarter 3 (April – December 2010) 
 
The Chief Executive submitted a report (copy circulated) to provide the Committee 
with a performance update relating to the period April to December 2010 to include:- 
 

- progress in relation to the LAA targets and other national indicators 
- results of the annual budget consultation 
 

(For copy report – see original minutes). 
 
Paul Allen, Performance and Information Manager presented the report in relation to 
Adult Social Care together with Victoria French, Wellness Manager who presented 
the item with regard to Sport and Leisure. 
 
Councillor A. Hall referred to Sunderland’s ‘Scores on the Doors’ Food Hygiene 
Ratings Scheme and noted that those premises rated as poor were still allowed to 
serve food.  She asked what mechanisms were in place to improve the standards of 
such outlets. Mr Allen replied that he did not have the information to hand but would 
contact his colleagues in City Services on Councillor Hall’s behalf. 
 
The Chairman referred to Performance Indicator BV056 – ‘Percentage of items of 
equipment delivered within 7 working days’.  He noted that the issue was being 
addressed via a new model which went live in October however he was able to 
relate from his personal experience that the 7 day target was not always met despite 
the new model. 
 
Mr. Phil Foster, Head of Care and Support replied that there were issues and that 
there was a need to deliver equipment more quickly.  In the service’s defence he 
advised that until October it had been ahead of target.  The poor weather of 
November and December had caused major problems not only for the Council in 
delivering the equipment but also for the suppliers in providing it.  It was often the 
case that special needs would require bespoke equipment which delayed matters as 
it couldn’t be supplied off the shelf. 
 
The Chairman acknowledged the problems but added that his own experience had 
occurred just 3 weeks previously and therefore couldn’t be blamed on the weather. 
 
The Chairman having thanked Mr. Allen, Ms. French and Mr. Foster for the report, it 
was:- 
 
2. RESOLVED that the Committee acknowledges the continued good practice 
made by the Council and the Sunderland Partnership and those areas requiring 
further development to ensure that performance is actively managed. 
 
 
Policy Review – Draft Final Report Malnutrition and Dehydration in Hospitals 
 
The Chief Executive submitted a report (copy circulated) which provided Members 
with the final draft report from the evidence gathered in relation to the Committee’s 
Policy Review of Malnutrition and Dehydration in Hospitals. 
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(For copy report – see original minutes). 
 
Karen Brown, Scrutiny Officer, presented the report which detailed the evidence, 
research and conclusions drawn throughout the review process together with the 
8 recommendations arising from the evidence gathering. 
 
Councillor Maddison commended the report and the Chairman thanked Ms. Brown 
and all involved for their hard work in delivering the Review.  Councillor Shattock 
added her thanks to all concerned.  She referred to Recommendation No. 2 which 
she believed had been drafted very concisely.  She stressed the importance of 
fostering closer links between the catering department and the Wards.  The benefit 
of this had been apparent in the evidence submitted by another hospital whose 
Catering Manager made a weekly tour of the Wards. 
 
The Chairman having paid tribute to Mr. Alan Patchett for his contribution to the 
delivery of the Review, it was:- 
 
3. RESOLVED that approval be given to the draft final report of the Committee’s 
Policy Review into Malnutrition and Dehydration in Hospitals and that it be submitted 
to Cabinet for endorsement. 
 
 
Commissioning Intentions 2011/12 
 
The NHS South of Tyne and Wear submitted a report (copy circulated) which 
provided the Committee with the opportunity to discuss the organisation’s 
commissioning intentions for the 2011/2012 financial year. 
 
(For copy report – see original minutes). 
 
Debbie Burnicle of STPCT presented the report which covered the issues that the 
NHS expected to address in the next financial year focusing on investment and 
disinvestment priorities together with specific initiatives NHS South of Tyne and 
Wear intends to implement in 2011/12 which are likely to impact across South of 
Tyne and Wear and those which will impact specifically on the Sunderland locality. 
 
Nonnie Crawford, Director of Public Health was also present to assist with any 
questions or comments from Members.  She advised that despite the current 
uncertainties surrounding the NHS White Paper most of what was in the report 
before Members would remain unchanged.  The bulk of the report had been written 
two years ago as part of a 5 year strategic plan. 
 
Ms. Burnicle advised that the first meeting of the Health Transition Group with 
Neil Revely, Executive Director of Health, Housing and Adult Services was to be held 
the following day.  This would be looking to develop a 4 year plan including an 
integrated strategic and operational plan.  Once drafted a copy of the plan would be 
submitted to the Committee for consideration. 
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In response to an enquiry from the Chairman regarding the TPCT staff and their 
future role in supporting commissioning, Debbie Burnicle replied that the Trust were 
still awaiting specifics however guidance had been received in the form of a road 
map as to what would go where.  The staff therefore had an awareness of the 
proposals but awaited the detail.  It was evident that whoever was doing the 
commissioning would require support and from a Sunderland point of view there was 
a desire to utilise experience. 
 
Councillor Shattock highlighted the degree of uncertainty around the reforms and 
stated that it put Ms. Burnicle and Ms. Crawford in a difficult position.  Ms. Crawford 
replied that it was interesting that that the current proposals were the logical 
conclusion of changes started by Alan Milburn 10 years previously.  The current lack 
of funding had forced people to remove the ‘plasters’ and undertake a fundamental 
look at how things were done and how they could be done differently.  She believed 
that the proposals around joint commissioning would be retained and that the 
responsibility for Health Improvement would be divested to the Local Authority. 
 
In response to an enquiry from the Chairman, Ms. Burnicle replied that all 
GP Practices in Sunderland were on board with the consortium proposals.  An 
election to the Board of 6 GPs had recently taken place.  The Board was to be 
Chaired by Ian Patterson and Vice Chaired by Ian Gilmore.  The Board was keen to 
seek pathfinder status.  Ms. Burnicle advised that although all practices in the City 
were signed up for the initiative there was a concern that the Coalfield area did not 
have a GP representative on the Board.  The Chairman stated that the geographical 
aspect needed to be addressed to ensure an equal coverage across all areas. 
 
The Chairman having thanked Ms. Burnicle and Ms. Crawford for their attendance, it 
was:- 
 
4. RESOLVED that the report be received and noted. 
 
 
Provision of Social Care for Adults with a Learning Disability 
 
The Executive Director of Health, Housing and Adult Services submitted a report 
(copy circulated) which updated the Committee on the procurement of the provision 
of social care for adults with a learning disability within 9 Residential Care Homes 
across the City following concerns received from families and carers about the 
outcome of the tendering process. 
 
(For copy report – see original minutes). 
 
Phil Foster, Head of Care and Support presented the report and together with 
Sharon Lowes, Strategic Commissioning Manager addressed questions and 
comments from Members.  In response to an enquiry from Councillor A. Hall, 
Ms. Lowes advised that Choices Care were a Scottish based company serving 
Scotland and North East England who provided domiciliary, day and residential care.  
The company was to provide the services in the 9 residential care homes referred to 
in the report but Northumberland Tyne and Wear NHS Trust would remain landlord 
of five of the properties. 
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Councillor Hall stated that there had been a need to recognise the concerns of the 
relatives.  She referred to the checks and governance visits detailed in paragraph 
4.4.3 of the report and asked how long would these be carried out.  Ms. Lowes 
replied that the checks would continue on a quarterly basis together with the normal 
compliance meetings which would continue for the life of the contract. 
 
Councillor Shattock stated that what she had read in the report as presented by 
Mr. Foster was excellent however it remained that the matter should not have 
become an issue in the first place.  Complaints had been made by families because 
they felt there had been a lack of consultation on the Council’s part.  The 
organisation needed to learn that when it embarked on a process of change it was 
essential to talk to people and listen to their concerns. 
 
Mr. Foster acknowledged Councillor Shattock’s concerns and stated that the process 
had been painful.  He stated that there was a need to involve people, not just consult 
people and this included involving people before the matter was reported to Cabinet. 
 
The Chairman having stated that the Committee wished to follow the monitoring of 
the contract, thanked Mr. Foster and Ms. Lowes for their report. 
 
5. RESOLVED that the report be received and noted and that the Committee 
continue to receive update reports on the monitoring of the contract. 
 
 
Forward Plan – Key Decisions for the Period 1st April, 2011 to 31st July, 2011 
 
The Chief Executive submitted a report (copy circulated) to provide Members with an 
opportunity to consider the Executive’s Forward Plan for the period 1st April – 31st 
July 2011. 
 
(For copy report – see original minutes). 
 
Ms. Karen Brown, Scrutiny Officer, having presented the report it was:- 
 
6. RESOLVED that the contents of the report be received and noted. 
 
 
Annual Work Programme 2010-11 
 
The Chief Executive submitted a report (copy circulated) for the Committee to 
receive an updated work programme for 2010-11. 
 
(For copy report – see original minutes). 
 
Ms. Karen Brown, Scrutiny Officer, presented the report and having informed 
Members that the Annual Scrutiny Conference was to be held on 19th May at the 
Crowtree Leisure Centre, it was:- 
 
7. RESOLVED that the contents of the report be received and noted. 
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The Chairman then closed the meeting having thanked Members and Officers for 
their attendance and contributions to the meetings of Committee over the course of 
the municipal year. 
 
 
 
 
(Signed) P. WALKER, 
  Chairman. 
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HEALTH AND WELL-BEING SCRUTINY COMMITTEE 8th JUNE 2011 

 

INTEGRATED STRATEGIC AND OPERATIONAL PLAN 2011-2015 

 
REPORT OF THE NHS SOUTH OF TYNE & WEAR 
 

 
1. Purpose of Report 
 

1.1 This report provides the Scrutiny Committee with the opportunity to discuss 
the Sunderland TPCT Integrated Strategic and Operational Plan (ISOP) 2011-
2015.   
 

2. Background 
 
2.1 The ISOP document (attached as Appendix 1) sets out for Sunderland TPCT 

a four year vision for improvement supported by plans for meeting the national 
priorities set out in the Operating Framework for the NHS in England 2011-12 
and the local priorities identified by the JSNA.  

 
2.2 The Health and Social Care Bill sets out new structures and systems for the 

NHS, including the transition of commissioning from PCTs to GP 
Commissioners and Local Authorities.  2011-12 is the first year of this 
transition and the PCT will be accountable for delivery of national priorities. 
The emerging GP Commissioners and the Local Authorities will increasingly 
be taking responsibility for these functions.  

 
3. Current Position 
 
3.1 The ISOP reflects the transition by describing a broad 4 year vision based on 

existing strategy, with detailed delivery plans for 2011-12 and a high level 
direction of travel for the subsequent three years.  

 
3.2 The ISOP provides the emerging GP Commissioners with a baseline plan 

which ensures performance is maintained and improved for all the national 
and local priorities in 2011-12. As the new GP Commissioning Consortium 
develops and moves towards pathfinder status it will increasingly shape and 
re-shape the detail within this plan, particularly for years after 2011-12.  

 
4. Conclusion & Recommendation 
 
4.1 The Plan is provided for the Scrutiny Committee to consider the strategic 

issues in the year ahead.  Members are recommended to note the report.  
 
 
Contact Officer:  Karen Brown 

karen.brown@sunderland.gov.uk 
 

 

mailto:karen.brown@sunderland.gov.uk
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Section 1 - Introduction 
 

Since 2006, Sunderland TPCT has been working towards a shared vision with Sunderland 
PCT and South Tyneside PCT as part of “NHS South of Tyne and Wear”. Within Sunderland 
the implementation of that vision has been built upon a detailed understanding of local need 
set out in the Joint Strategic Needs Assessment (JSNA), developed in partnership with 
Sunderland Council. Implementation plans, including finance, activity, workforce and key 
performance indicators have all been developed specifically for Sunderland TPCT, but the 
planning, delivery and performance management processes which have been put in place 
have been at an NHS South of Tyne and Wear level. 
 
This Integrated Strategic and Operational Plan for 2011/15 sets out for Sunderland TPCT a 
four year vision for improvement supported by plans for meeting the national priorities set out 
in the “Operating Framework for the NHS in England 2011/12” and the local priorities 
identified by the JSNA.  
 
“Equity and Excellence: Liberating the NHS” and the subsequent Health and Social Care Bill 
set out new structures and systems for the NHS, including the transition of commissioning 
from PCTs to GP Commissioners and Local Authorities. 2011/12 is the first year of this 
transition and the PCT is still accountable for delivery of national priorities using the £563m 
allocation. However the emerging GP Commissioners and the Local Authorities will 
increasingly be taking delegated responsibility for these functions.  
 
This ISOP reflects the transition by describing a broad 4 year vision based on existing 
strategy, with detailed delivery plans for 2011/12 and a high level direction of travel for the 
subsequent three years. The existing Sunderland Practice Based Commissioning Chairs have 
been involved in the development of the ISOP along with clinical and management leads from 
the Sunderland PBC clusters, but until the new Board structure and leaders are in place they 
have not been in a position to fully shape and sign off the plans. This ISOP provides the 
emerging GP Commissioners with a baseline plan which ensures performance is maintained 
and improved for all the national and local priorities in 2011/12. As the new GP 
Commissioning Consortium develops and moves towards pathfinder status it will increasingly 
shape and reshape the detail within this plan, particularly for years after 2011/12. 
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Section 2 – Context and Health Needs 
 
2.1 Context 
  

The NHS South of Tyne and Wear 2010-2014 Strategic Plan summarised detailed analyses 
of current health and health services in Sunderland, underpinned by the Joint Strategic Needs 
Assessment.  
 
The people of Sunderland die an average of 8 years earlier than people who live in the 
healthiest parts of England. There is an equally stark gap of over 10 years between the most 
deprived and least deprived communities in our area. In Sunderland people: 

 Feel that they have poorer health and well being than the rest of England;  

 Are admitted to hospital more often;  

 Die earlier than people elsewhere in England. 

Cancer and heart disease are the main killers and many of these avoidable deaths are 
caused by higher than average levels of smoking, drinking and obesity. These problems are 
largely the legacy of a post-industrial and mining economy which over the past half a century 
has seen declining prosperity and increasing deprivation, with all the health and social 
problems which that brings. 
 
Sunderland TPCT has a population of 280,000 which is forecast to increase by around 7,600 
(3%) over the next 20 years. However, the age structure within the overall total is forecast to 
change significantly, as follows: 
 

 
Office for National Statistics, 2008-based Subnational Population Projections, available at www.statistics.gov.uk 

 
The large increases forecast in the elderly, and particularly the very elderly, have significant 
implications for health care over the next five, ten and twenty years. Even if the general levels 
of health in these age groups can continue to improve, the shape and structure of health 
services will need to change to meet the needs of this growing group, particularly as older 
people use services more often, have more complex needs and stay longer in hospital. Our 
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modelling shows that in ten years, if we do nothing differently, we will need over 150 extra 
beds which our hospitals don’t have, at a cost of over £18m which we cannot afford.  
 
Local health services are generally good, as shown by the Care Quality Commission ratings, 
with some assessed as amongst the best in the country. However, there are still areas where 
they can, and should, be better: 

 All services should be consistently excellent – analyses show that there are still 
variations in performance and outcomes;  

 Feedback from patients shows that sometimes services fall short of expectations 
and choice and access could be better; 

 There is still duplication and waste in the way some services are provided.     
 
2.2 Joint Strategic Needs Assessment 

Joint Strategic Needs Assessment (JSNA) is a continuous process by which the PCT and 
Council, working with partners including the third sector and patient/public groups, identify the 
health and well-being needs of the local population. In 2008, the Sunderland JSNA was jointly 
developed by the Directors of Public Health, Adult Services, and Children’s Services. It has 
been refreshed, including analysis of up to date health and well being information; insight into 
expressed needs of local people and identification of effective interventions including where 
these are not taking place. 
 
The JSNA process used a structured prioritisation process with clear criteria, involving 
partners and the public, to identify the main priorities for Sunderland as follows.  
 

 Increase life expectancy and reduce health inequalities; 

 Children – improve health (including mental and emotional health) and wellbeing 
through specific interventions and promotion of healthy lifestyles, focusing on alcohol, 
drugs & tobacco, obesity, teenage pregnancy, breastfeeding, smoking in pregnancy & 
infant mortality; 

 Adults – early identification and management of health risks, including dementia, 
circulatory disease and other long term conditions, alcohol, obesity, drugs and tobacco, 
mental ill health, cancer screening; 

 Reducing health inequalities by focussing on the wider determinants of health, 
including deprivation, employment, education, environment and by identifying 
neighbourhoods to target. 

 Improve immunisation rates for measles, mumps and rubella; 

 Reduce child accidents and focus on cycle safety; 

 Decrease falls; 

 Extra care facilities for older people, commissioned with housing partners. 
 
One of the starkest inequalities highlighted by the JSNA is in life expectancy. The local life 
expectancy gap against England is: 

  
England Average 
Life Expectancy 

 
Sunderland Life 

Expectancy 

 
Gap (%) * 

Males 77.9 75.4 -3.2% 
Females 82.0 80.4 -2.0% 
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*Life expectancy gap expressed as a percentage of the England life expectancy. 
 
The London Health Observatory “Health Inequalities Intervention Tool” was used to analyse 
the life expectancy gap, and identified that over 60% of the gap is caused by CVD, cancer 
and respiratory diseases. The Health Inequalities National Support Team (HINST) has 
supported this work through the development of five supporting strategies which include 
tobacco control, community engagement, measuring impact, maintaining momentum and 
working with the Local Authority and implementation of the following 8 High Impact 
Interventions which are incorporated in our plans:    
 

 Use of Health Checks to identify asymptomatic hypertensives age 40–74 & start 
them on treatment;  

 Consistent use of beta blocker, aspirin, ACE inhibitor & statins after circulatory 
event; 

 Systematic cardiac rehabilitation;  

 Systematic COPD treatment with appropriate local targets; 

 Develop & extend diabetes best practice with appropriate local targets; 

 Best practice access to TIA clinics for stroke across South of Tyne and Wear;  

 Cancer early awareness and detection;  

 Identification and management of Atrial Fibrillation. 
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2.3 Health needs – 2010 community health profile 
 

 
Source: Association of Public Health Observatories 
 
The overall picture is one of health and risk taking behaviours which are significantly poorer 
than the England average. 
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2.4 Current Performance 
 
The 2010/11 Annual Operational Plan (AOP) set out the agenda for Sunderland TPCT, 
including delivery of local priorities from the Strategic Plan and national requirements in the 
2010 Operating Framework. Throughout the year performance against this agenda has been 
monitored and managed (see section 7.2) and forecasts for the year end show that the 
majority of targets, standards, and milestones have been achieved. 
 
In a small number of areas, risks to performance delivery in 2010/11 have been identified and 
these are subject to the performance escalation and recovery processes described in section 
7.2 to ensure that performance in 2011/12 will recover to planned levels. Areas currently 
monitored as part of the escalation process include: 
 
Smoking Teenage Conceptions 
Breastfeeding at 6-8 weeks HCAI 
Chlamydia Stroke 
Cancer waiting times 62 days urgent referral 
to treatment  

Mortality/Health inequality 

Hospital Activity Immunisation 
A&E and ambulance turnarounds Dental Access 
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Section 3 – Vision for the future 
 
The evidence paints a picture of a patch in need of major changes if local people are to be 
at least as healthy as the rest of the country. The Strategic Plan describes a vision in which 
the future will see: 

Better health - longer lives, with better quality of life and fair access to services.  
 Increased focus on the prevention of ill health;  
 Reduction in lifestyle choices which pose major risks to health, such as smoking;  
 Increase in the care and treatment given to people with established illness;  
 Reduction in health inequalities with the rest of England, and within Sunderland;  
 Full alignment with local partners so that all are working to the same targets.  

Excellent patient experience - safe care, effective treatment and quality services.  
 Routine evidence that all commissioned services are safe and effective;  
 Increase in choice of services for patients, at all stages of their care;  
 Public confidence in all commissioned services;  
 More personal control throughout patients’ journey through health services;  
 Significant increase in the care available closer to patients’ homes;  
 Every contact with a health professional to be a health improvement contact; 
 Patient care structured in pathways across organisations and systems.  

Wise use of the money - right services at the right place, first time, reducing waste 
and ensuring value for money.  
 Demonstrable value for money;   
 An estate which is fit for purpose;  
 No unnecessary waits;  
 Flexible and adaptable workforce, fit for purpose, centred on needs of patients;  
 All patients to receive the right care in the right place, first time; 
 Primary Care Centres providing alternatives to traditional hospital care. 

 
This vision needs services to move away from an emphasis on treating ill health to one of 
helping individuals to live healthier lives, supported by an integrated tiered healthcare 
system as shown in the following diagram.     
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                  Move From 
 Low emphasis on prevention    
 Dependence on hospital care  
 Variation in quality & provision   
 Few services in community 

                          Move To
 Healthier lifestyles, positive behaviours 
 Increased self care & self management   
 Services in the right place, from the right 

workforce, at the right time  
 Effective primary care management of 

people with chronic disease & risk factors 
 Specialist services in hospitals 

Hospitals

Primary 
Care / 

Community 
Services

Prevention

Self 
Manage

ment

Hospita
ls

Primary 
Care / 

Community 
Services

Primary Care / 
Community Services

Self 
Management

Prevention

Hospitals

Self Management



Page 17 of 86

Sunderland TPCT 
 
 

 
Integrated Strategic and Operational Plan – Subject to NE SHA Approval                  10 
 

To achieve this “future state” the focus of change needs to be on: 
 
 Stopping people getting ill (prevention); 
 Actively identifying people with existing disease and those at risk of developing 

illness and establishing personalised treatment plans (secondary prevention and 
long term conditions care);      

 When people do need treatment, providing high quality care in the right setting at the 
right time and so freeing up hospital space for our increasing elderly population (care 
closer to home). 

 
This will be done by: 
 
 Improving health - commissioning new services in tiered models of care with 

integrated pathways (moving in the future to greater joint/integrated commissioning 
of services);   

 Reforming services – radical modernisation of pathways focused on safe, excellent 
quality services, eliminating waste and shifting care out of hospital, across a 
spectrum towards self care as appropriate (right services, right place, first time).   

 
The areas in which major change is needed and the programmes of initiatives to be 
undertaken are: 
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Reducing CVD and cancer mortality  
 Obesity 
 Smoking 
 Alcohol 

Ensuring all children have the best start in life 
 Child Health  
 Maternity 
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Identifying people with long term illnesses & risk 
factors then providing appropriate, high quality care 
and preventative treatment 

 CVD risk 
 Cancer  

 

Providing high quality intermediate and rehabilitative 
services 

 Long term conditions & 
Rehabilitation 
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Streamlining high quality  urgent care for adults and 
children 

 Sick & Injured children  
 Urgent care  

Providing more, high quality planned care closer to 
home 

 Planned care  
 

Changing the way mental health services are provided  Mental Health  
 

Providing those at the end of life with a good death  End of Life Care  
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Section 4 – The Financial challenge 
 
 
4.1 Change in financial outlook since publication of the Strategic Plan 

2011-15 
 
The NHS South of Tyne and Wear Strategic Plan forecast the income expected over five 
years, the impact of unavoidable increases in demand such as growth in the elderly 
population, and the investments needed to achieve the vision of better health, excellent 
patient experience and the wise use of money. 
 
This plan identified a Sunderland financial gap from 2010 - 2014 of £42.4 million and 
described the improvements planned in Quality, Innovation, Productivity and Prevention 
(QIPP) which would be implemented over those four years to close that gap. Schemes 
started in 2010/11 and are forecast to achieve £3.9m savings by the end of the financial 
year in addition to £16.1m savings delivered by tariff efficiencies. 
 
In December 2010, the NHS Operating Framework for 2011/12, the Comprehensive 
Spending Review (CSR) for 2011-15, PCT allocations for 2011/12 and the 2011/12 rules on 
tariff were all published. These documents changed: 
 

 The planning assumptions used to determine the size of the financial gap; 
 The split of the savings between those required from providers through tariff and 

those needed to be generated by commissioners through reform; 
 The time period over which the savings needed to be realised. 

 
These documents build upon information published within the CSR published in October 
2010. The CSR gives an insight into the additional funding the NHS is likely to receive in 
the period from 2011/12 through to 2014/15. 
 
In addition, there is a new tariff rule which means that commissioners will not pay for a 
proportion of acute re-admissions and the money released by this non-payment is required 
to be re-invested in reablement. This is estimated as £4.4m based on current performance 
for Sunderland. 
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Financial plans have been revised to give a refreshed outlook as follows: 
 

  Sunderland 
Recurrent Funds 
Source  2011/12 2012/13 2013/14 2014/15 Total 
Growth Allocation  £11,288k £11,277k £11,514k £11,756k £45,835k 
Tariff Efficiency  £16,789k £16,809k £16,829k £16,850k £67,277k 
RRIs  £4,345k £3,269k £3,109k £3,374k £14,097k 

Readmissions  £4,387k       £4,387k 

  £36,809k £31,355k £31,452k £31,980k £131,596k 

Applications       
Tariff Uplift  £12,247k £12,276k £16,003k £17,883k £58,409k 

Recurrent Investment  £24,562k £19,079k £15,449k £14,097k £73,187k 

  £36,809k £31,355k £31,452k £31,980k £131,596k 
       

  £0k £0k £0k £0k £0k 

 
This will enable us: 
 

 To meet national requirements described in the Operating Framework for 2011/12, 
the developing outcomes frameworks and other national policies; 

 To complete implementation of existing commitments; 
 To meet the costs of implementing the QIPP programme initiatives; 
 To provide contingency reserves for future uncertainty given the lack of future years 

planning guidance 
 
Appendix 2 sets out the detail of £73.2m recurrent investment plans.  
 
The new planning guidelines indicate a significant shift in emphasis from “allocative” to 
“technical” efficiency i.e. an extra year of technical savings (2014/15) plus negative tariff 
assumed for 2011/12 to 2013/14.  

The refreshed four year target of £18.5 million from resource releasing initiatives will be 
delivered through a revised programme of initiatives which are listed in Appendix 1. The 
schedule includes a number of technical adjustments (some of which have been previously 
agreed with providers) together with initiatives that continue to support the reform agenda 
described in the Strategic Plan including urgent care, long term conditions and children. 
Each is supported by a detailed integrated plan which describes actions, milestones, risks 
and key performance indicators. 
 
4.2 NHS Support for Reablement and Social Care 
 
The CSR and the NHS Operating Framework  2011/12, set out a number of funding 
streams to enable NHS support for reablement and social care services. The NHS White 
Paper A Vision for Adult Social Care, and Recognised, valued and supported: Next Steps 
for the Carers Strategy described the aims for these new funding streams: 
 

 To promote and enable better integrated working between health and social care 
systems, for the benefit of patients, service users and carers;  
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 To ensure that individuals are supported to regain and maintain their health and 
independence. 

 
There are four key funding streams available in 2011/12: 
 

1. £0.9m to develop post-discharge support and reablement; 

2. £4.3m to be transferred to Sunderland Council to support social care services to 
benefit health, and to improve overall health gain (broader range of LA funded social 
care services); 

3. £4.4m to prevent readmission to hospital within 30 days of discharge; 

4. £0.6m new funds to support breaks for carers. 
 
Discussions are underway with Sunderland Local Authority to agree the use of the money, 
the outcomes to be achieved and mechanisms for reviewing performance. The table below 
outlines examples of the potential use of the funding streams and an initial overview of how 
decisions will be made. 
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Examples of potential schemes that 
funding could be used for 

How decisions about allocation of this funding will 
be made 

Development of post-discharge support and reablement 
 Promote seamless discharge from 

hospital 
 Ensure rapid recovery from an acute 

episode 
 Prevent avoidable hospital 

readmissions 
 Reduce dependency on social care 

services following discharge  
including a proportion to be spent on 
development of current reablement 
capacity according to local needs 

 Work with Sunderland Council, local hospitals and 
Community Health Services to develop locality 
plans and agree outcome metrics 

 Funding may be transferred to local partners or 
pooled budgets - local discretion regarding the 
proportion of spend on the NHS and social care  

 Plans used as the basis for coordination of activity 
on post-discharge support from 2011/12 onwards, 
keeping plans and outcomes under review in 
conjunction with GP Consortia and the Council 

To support social care services to benefit health, and to improve overall health gain - 
broader range of LA funded social care services 
 Short term residential care places 
 Respite and intermediate care; home 

care support 
 Investment in community equipment 
 Adaptations and telecare 
 Crisis response teams and services 

that prevent hospital admission 
 Further investment in reablement.  
 Funding may be used to support and 

maintain existing services as well as 
new investment. 

 Funding to be transferred to Sunderland Council 
via S256, to spend on social care services which 
also benefit health  

 Agree jointly with Sunderland Council how the 
funding should be spent and the outcomes to be 
achieved  

 Decisions to take into account the JSNA and 
existing health and social care commissioning 
plans  

 Sunderland Council to update on performance 
using appropriate local mechanisms  

To prevent readmissions within 30 days of discharge 
 
Schemes that improve the support 
available to patients with the 30 days 
following discharge from hospital  

Work with local hospitals and other agencies to 
introduce appropriate services in 2011/12, whilst also 
anticipating and preparing for the change in 
responsibility for the care of patients in this period to 
acute care providers and the subsequent change to 
the tariff 

New resources for carers breaks 
To provide carers breaks, as far as 
possible, via direct payments or personal 
health budgets 

Agree policies, plans and budgets to support carers 
with Sunderland Council and local carers organisations 
and make them available to local people 
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Section 5 – Overview of key changes in 
finance, activity and workforce  

 
 
A key part of the development of this ISOP is ensuring that: 
 

1. Planned / contracted hospital and community activity levels reflect our forecasts of 
demand changes and impacts of planned resource releasing initiatives; 

2. The investment and disinvestment plans which underpin our balanced financial 
position fully reflect the financial consequences of these planned changes in activity 
levels; 

3. We have a shared understanding with our local providers of the likely workforce 
implications of both our planned changes in activity levels and the impact of tariff and 
tariff equivalent efficiencies, with a high level view of how these implications will be 
managed. 

 
This section describes how these elements are balanced within our plan. 
 
5.1 Hospital Activity 
 
We use a predictive model to forecast changes in hospital and community activity levels. 
The model looks at the likely impact of those changes over which we have little or no 
influence, such as population changes, clinical technology, patient expectations etc. This 
model shows that for Sunderland TPCT, if we do not change the way in which our services 
are provided, we would expect to see the following growth in hospital activity levels over the 
next four years. 
 

 
2011/12 2012/13 2013/14 2014/15 

Elective Hospital Spells 1.43% 1.49% 1.65% 1.48% 
Non Elective Hospital Spells 1.24% 1.32% 1.43% 1.14% 
First outpatient attendances 1.50% 1.53% 1.82% 1.69% 

 
Similar increases in accident and emergency (A&E) activity are expected, if we do not 
change how these services are provided. 
 
However, as detailed in the delivery section of this ISOP, we have a range of plans in place 
to reduce hospital activity (inpatient, outpatient and A&E) through redesign of services, 
better care of people with long term conditions and more streamlining of urgent care 
services.  
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The green lines on the following graphs show the forecast growth in activity, while the red 
lines show how the plans for activity reductions mitigate this growth. The numbers shown by 
the red line are those in our activity trajectories, submitted to the Strategic Health Authority 
and Department of Health (see Appendix 3). 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
The planned activity reductions in the original 2010 -14 Strategic Plan were significantly 
higher than those above. Section 4.1 in this plan describes how increased efficiency in the 
payment by results tariff, together with savings already achieved in 2010/11, have reduced 
the need for PCT resource releasing initiatives by 2014/15 from £42.4m to £18.5m 
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(including £4.4m non-payment for readmissions which is earmarked to be spent on re-
ablement).  
 
The reduction in non-elective activity is still significant, reflecting the need to actually reduce 
re-admissions which will not be paid for, to avoid unsustainable financial pressure on our 
local hospitals, as well as a strategic need to reduce admissions so that future demographic 
pressures do not exceed local hospital capacity.  
 
However, the reductions in planned activity (from moving services out of hospital closer to 
home) have been scaled back significantly, to reflect the reduced PCT management 
capacity to undertake detailed pathway reform, but also in recognition of the significant 
financial pressures already placed on local providers through the increased tariff efficiency 
(estimated at a 4% efficiency needed from each provider in each of the next 4 years). The 
move of planned care out of hospital is now focused on outpatient rather than inpatient 
services. Further loss of income in the short term could impact on provider viability which 
would potentially reduce local access, choice and patient safety. 
 
5.2 Community Activity 
 
The reduction of 225 elective hospital spells and 3,540 outpatient attendances over 4 years 
will be achieved by moving services out of hospital into primary or community care and will 
require an increase of around 7,530 primary / community contacts. 
 
The reduction of 3,199 non elective spells over the same time period will be achieved 
through better care of people with long term conditions outside hospital and the 
streamlining of urgent care services. These changes will require an increase of around 
12,800 primary care contacts and / or community contacts. 
 
 
5.3 Financial Implications 
 
The expected hospital activity changes shown in the above graphs (and our trajectories at 
Appendix 3) will have the following financial impact: 
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  2011/12 2012/13 2013/14 2014/15 Total 
  £’000 £’000 £’000 £’000 £’000 

Cost of predicted activity growth 

Elective admissions £741 £783 £876 £799 £3,200
First outpatients £208 £215 £257 £240 £921
Non Elective Admissions £744 £766 £834 £665 £3,009
A&E, review outpatients, 
other hospital investments & 
contingency £4,157 £1,585 £1,383 £1,646 £8,770

Total in Investment Plan £5,850 £3,350 £3,350 £3,350 £15,900
Savings from Resource Releasing Initiatives 

Elective admissions £0 -£400 £0 £0 -£400
First & review outpatients -£239 -£681 -£681 -£442 -£2,043
Non elective admissions -£4,387 -£616 -£926 -£1,680 -£7,609
Non acute activity related 
disinvestments -£4,106 -£1,572 -£1,502 -£1,252 -£8,432

Total in disinvestment 
plan -£8,732 -£3,269 -£3,109 -£3,374 -£18,484

 
 
The £15.9m cost of the modelled activity growth, plus other hospital investments plus a 
contingency for hospital activity is included in our investment schedule at Appendix 2. The 
£18.5m saving from the resource releasing initiatives is the total of the disinvestment 
schedule (Appendix 1). 
 
We also need to provide for the costs of approximately 20,330 additional primary / 
community activity as services and patients shift out of hospital. Until detailed pathways and 
business cases are developed for each service, these costs cannot be accurately estimated 
other than at a very high level, so a substantial contingency / moving out of hospital 
provision has been made in the disinvestment plan to cover these costs. 
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5.4 Workforce 
 
In modelling the potential impact of the changes in activity and finance on the workforce 
across the SOTW collaborative area, we have used a NE-wide McKinsey workforce model 
and shared the initial output with local providers.  
 
The generic assumptions used in the modelling are; 

 Activity increases and reductions are as per activity section above;  

 Pay inflation is 0.3% to take into account the pay uplift for staff earning under 
£21,000 per year;   

 Pay drift is 1.0% to take into account the incremental progression.  
 
 The additional assumptions for the “Worst Case” model are:  

 Trusts will need to make 4% per annum efficiency gain re tariff efficiency, this gain 
would be made through workforce productivity;   

 No skill mix changes;  

 Sickness absence remains as currently. 

The additional assumptions for the “Base Case” model are: 

 Trusts will need to make 2.8% per annum efficiency gain re tariff efficiency, this gain 
would be made through workforce productivity;    

 Sickness absence reduction of 0.5%;  

 Efficiency savings out of none workforce areas, e.g. estates, day case and medicines 
costs.  

The additional assumptions for the “Best Case” model are: 

 Trusts will need to make 2.3% per annum efficiency gain re tariff efficiency, this gain 
would be made through workforce productivity;   

 Skill mixing of the workforce, increasing the numbers of band 1-4 workforce and 
increasing the shift of work from Medical to Nursing practitioners, AHPs and ST&T.  

 Sickness absence reduction of 0.5%.  
 
The modelling work would indicate that there is a potential for workforce reductions 
between 6% and 10% across the SOTW collaborative area. However discussions with 
Providers indicate that plans are not yet finalised, and they are considering the following 
productivity initiatives to mitigate the potential workforce reductions: 

 Efficiency savings out of none workforce areas, e.g. estates, day case and medicines 
costs;   

 Reducing sickness absence, in line with SHA targets and Audit Commission 
recommendations;   

 Changing the skill mix of the workforce, with the potential to employ more band 1 - 4 
workforce;  

 Increasing use of technology to increase productivity of the workforce   
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 Reduction in temporary staffing and agency costs;  

 Reduction of the use of overtime;  

 Reviewing and re-profiling of posts as they become vacant;  

 Reviewing terms and conditions of employment, pay and incremental progression;   

 Putting more activity through less beds. 

 
The need for greater efficiency and productivity is being jointly reviewed by the PCT and FT 
Chief Executives and Medical Directors, referred to as Accelerated Bigger Picture Group, to 
consider the best future configuration of NHS hospital services in order to achieve 
significant financial savings. Therefore greater efficiency including workforce productivity 
improvements will be a combination of all the initiatives noted above; the mixture of which 
will be specific to each provider. We will continue to work with providers to understand this 
changing landscape and inform future education commissions.  
  

Section 6 - Implementation Plans 
 

 6.1 Programmes of Work  
 
2011/12 is the 2nd year of the implementation of our Strategic Plan which identified the key 
strategic programmes to be delivered in order to achieve our vision. The programmes 
were developed for implementation across South of Tyne and Wear with generic 
initiatives to be delivered within each PCT. However with the transition to GP 
Commissioning and the establishment of the Health and Well Being Board, it is 
anticipated that the Plan will be reshaped over the next year to reflect a more local 
approach to implementation.    
 
The following section details for each of following 15 programmes: 
 
 
 
 
 
 
 
 
 
 The longer term vision for improvement;  

 Specific actions to be undertaken in 2011/12 including actions to deliver national 

requirements set out in the Operating Framework;  

 Detailed investments and disinvestments planned for 2011/12 with a broad view of 

financial plans through to 2015; 

 Activity implications of the actions; 

Obesity  Smoking Alcohol 

Sexual Health Child health Maternity 

Cancer Long Term Conditions Sick and Injured Child 

Urgent Care Planned Care Mental Health 

CAMHS End of Life NHS Health Checks 
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 Workforce implications of the actions;  

 Informatics implications of the actions;  

 Estates implications of the actions;  

 Communications implications of the actions;  

 Measures and milestones we will use in-year to track progress against the 

programme.  

 
In addition to these 15 strategic programmes, there is a section describing the medicines 
management strategy which will maintain primary care prescribing cost growth below 2% 
per annum, releasing £1.05m for investment in other services. The PCT and GP 
Commissioners will work jointly with partners across the following four areas: 
 
 Enabling prescribers to make high quality and cost effective prescribing choices; 
 Examining and improving supply routes for a range of products; 
 Ensuring robust processes for decision-making and commissioning of new 

medicines; 
 Reducing medication waste.  

 
We will work with stakeholders to improve communication about medicines at the interface 
between primary and secondary care to reduce medication adverse events and 
inappropriate hospital admissions. We will optimise the use of GP and community 
pharmacy contracts to improve the quality of prescribing and to commission new services to 
support patients to take their medicines effectively. 
 
6.1.1. Emerging GP Commissioner  
 
As part of the programme of disinvestments (Appendix 1), a target has been set to reduce 
the prescribing expenditure to the North East average. Delivery of the savings relies on 
continued GP Consortia and GP practice ownership and implementation of action plans 
jointly developed with the Medicine Management Team. 
 
6.2 Additional requirements in the 2011/12 NHS Operating Framework 
 
There are a number of requirements detailed in the 2011/12 NHS Operating Framework 
together with some Resource Releasing Initiatives that are not included in our strategic 
programmes.  These include: 
 
 Cleanliness and Health Care Associated Infections 
 Mixed Sex Accommodation 
 Military Personnel 
 Emergency Preparedness 
 Acute Access 
 Primary Care Access 
 Experience, Satisfaction and Engagement 
 Safeguarding 
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We have developed integrated action plans for each of these requirements; a summarised 
example of this is Emergency Preparedness which is shown below. Appendix 4 identifies 
where each of the individual requirements in the NHS Operating Framework is addressed 
within this Plan i.e. within a program identified in section 6 or an integrated plan. 
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OBESITY
Why is change needed? 

 Higher than average levels of adult and child obesity, Sunderland features in the worst 25% 
areas in England 
 21% of adults living in Sunderland are obese 
 1 in 5 children (year 6) living in Sunderland are obese 
 Big rise in obesity over the last fifteen years (1 in 7 adults were obese fifteen years ago) 

Objective 
Develop and maintain comprehensive obesity 

prevention, management and treatment service 
to reduce obesity prevalence and reduce the 

obesogenic environment 

Implications, Risks and Mitigating Actions 

Risks Mitigating Actions 
Demand for Slimming on Referral programmes is 
outstripping budget allocated to it.  

Re-organised budgets to increase allocation.  Renegotiating contracts to better 
align programmes to outcomes achieved. 

Evaluation is required prior to end of initial 3 year contract 
agreements. However it may be difficult to benchmark 
NHS South of Tyne and Wear services as they are 
delivered on a larger scale than in comparator localities. 

Request national providers such as Weight Watchers and Slimming World to 
provide analysis against non-subsidised programmes.  Carry out evaluation 
exercise in 2011/12 based on first 2 years of large scale activity. 

NCMP uptake rates have dropped in 2009/10 and 
prevalence of obesity in year 6 has not reduced. 

Kaizan event to ensure methods of monitoring are maintained scheduled in 
April.  Targeted interventions to be rolled to schools with identified high 
prevalence rates. 

 

Estates Implications 

 Stronger links between exercise/leisure facilities and health.  
 New dietetic facilities Washington & Houghton PCCs.  
 Expansion of wellness at Houghton PCC 
 Bookable consulting, interview and group space is being expanded in health 

centres and PCCs.  

Communications Implications 

Develop a detailed communications plan to: 
 Raise awareness of existing services 
 Support national and regional change 4 life and lets get moving programmes 
 Promote opportunities for physical activity 

Workforce Implications 

 Increased skills and training for all front line staff, 
particular focus on motivational interviewing skills 

 Specialist obesity skills scarce and will be subject to 
competition from neighbouring PCTs as they 
implement tiered obesity models 

 

Informatics Implications 

 Improve data capture & validation for referral into 
specialist services at point of intervention 

 Access to analysis and presentation tools re outcome 
and activity data  

 Mechanisms to share information with public on 
obesity services 

How do we want the future to look and what are the transitional issues? 
 Reduction in obesity rates in children and adults 
 Work with partners to increase the physical activity and healthy eating rates in children and adults 
 Sustain and improve effective multi-agency partnership work 
 Ensure equity of access and delivery of activity services for patients across Gateshead  
 Sustain and improve effective multi-agency partnership work 
 Workstreams underpinned by robust data on health related behaviour among the population 
 Delivery of communication across Sunderland, supporting national and regional campaigns such as ‘Lets Get Moving’ and ‘Change4Life’, to increase 

awareness of healthy lifestyle advice and services on offer for patients 

What are we doing about it? 

Project Gantt Chart 
2011/12 

Q1 Q2 Q3 Q4 
Commission new health and lifestyle Survey     
Evaluate current obesity service provision to assess outcomes and effectiveness of established models for Children and 
Adults 

    

Implement the Obesity Strategy action plan including working with planning and regulatory services to influence the 
spatial environment and access to unhealthy food. 

    

Delivery of Marketing Strategy across Sunderland     
Review of National Child Measurement Programme processes through RPIW to ensure accurate recording of obesity 
levels to support targeted work with schools 

    

Work with partners to deliver reduction in obesity and support the increase in physical activity and the staying healthy 
agenda 

    

Review GP referral patterns for activity services to ensure equity across Sunderland     

How much will this cost or save? 
 
In 2008-09 £3.3m was invested in new, tiered obesity services based 
on national guidelines. There are no plans to make additional 
investment this year but plans include delivery of improvements within 
existing budgets 

 

What KPIs will we use to monitor progress? 
Headline Measures 
 
Supporting Measures 
 Childhood obesity rates coverage at reception and year 6 
 Childhood obesity rates prevalence at reception and year 6 
 
Local Measures 
 Percentage of demonstrable weight loss 
 Percentage demonstrable reduced BMI 
 Percentage physical activity
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SMOKING 
Why is change needed? 

 It is estimated that 25% of adults in Sunderland smoke, compared to 22% nationally 
 1 in 5 adults living with a chronic condition smoke 
 22% of women smoke during pregnancy – significantly higher than the national average (16%) 
 Higher numbers of deaths from lung cancer than national average 
 Higher number of deaths from CVD than national average 

Objective 
To develop a comprehensive and 
co-ordinated system for smoking 

cessation and tobacco control 
and contribute to a smoke free 

Sunderland 

How do we want the future to look and what are the transitional issues? 
 Reduced smoking prevalence, particularly pregnant women & routine / manual workers 
 Increased smoking quitters 
 Fewer young people taking up smoking 
 Comprehensive tiered stop smoking services targeted at areas of greatest need 
 Sustain and improve effective multi-agency partnership work 

Implications, Risks and Mitigating Actions 

Risks Mitigating Actions 

Recommissioning of Tier 3 service may create instability 
Paper to be presented to Commissioning Executive Team 
to plan to manage re-commissioning process 

Smoking slips from local agenda replaced by competing priorities Working closely with Tobacco Alliance and FRESH to 
monitor the focus on smoking and tobacco control. 

Reduced investment in FRESH and Department of Health campaigns Funding has been agreed locally to support FRESH for 
the coming year. 

Capacity to deliver targeted schemes to areas of greatest need Undertake review of capacity required to deliver priorities 
within the development plan 

 

Estates Implications 

 Access to facilities to deliver services to target groups in a 
variety of settings e.g. community and workplace 

Communications Implications 

 Deliver communication campaign across Sunderland and in 
support of regional and national work with FRESH 

 

Workforce Implications 

 Increased skills and training for all front line staff, particular focus 
on motivational interviewing skills 

 Workforce capacity to deliver priorities within development plan 
may not be sufficient 

Informatics Implications 

 Improve data capture & validation for local information following 
roll-out of smoking database  

 Access to analysis and presentation tools re outcome and 
activity data  

What are we doing about it? 
 

Project Gantt Chart 
2011/12 

Q1 Q2 Q3 Q4 
Maintain a robust multi-agency tobacco alliance plan and deliver cross-agency programme of tobacco control, 
incorporating the 7 strands of the regional tobacco plan 

    

Commission systematic NHS Stop Services, ensuring robust pathways developed and social marketing plan delivered to 
increase uptake 

    

Regular monitoring systems will be further developed to support further targeting of services to key groups     
Develop plan to recommission specialist services in line with national guidance and best practice.     

Utilise CQUIN scheme to increase health promotion contacts and smoking intervention in both community and hospital, 
focussing on pregnant women 

    

Develop provision of prevention and treatment services for young people, working closely with partners     

Work with Trading Standards to reduce the supply of illicit tobacco     

 

How much will this cost or save? 
 
In 2008-09 £1.4m was invested in new, tiered smoking services based on 
national guidelines. There are no plans to make additional investment this 
year but plans include delivery of improvements within existing budgets 

 

 

What KPIs will we use to monitor progress? 
Headline Measures 
 
Supporting Measures 
 4 week smoking quitters 
 
Local Measures 
 Smoking during pregnancy 
 Smoking among people with a chronic condition 
 Smoking quitters per 100,000 population aged 16 and over 
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 ALCOHOL 

Why is change needed? 

 Higher than average levels of binge drinking, Sunderland featuring in worst 10 areas in England  
 Higher than average admissions to hospital for alcohol related conditions  
 Children under 16 are consuming twice as much alcohol as 10 years ago 
 Disease modelling shows expected increases in obesity and alcohol use if action is not taken 

Objective 
Promote positive healthy culture of alcohol 

consumption and commission 4 tiered service 
model to reduce alcohol related harm 

Implications, Risks and Mitigating Actions 

Risks Mitigating Actions 
Alcohol related admissions continue to rise Comprehensive Hospital Liaison Service commissioned and in place.  

RPIW scheduled for April 2011 to look to ensure full efficiency of 
service delivery. 

GP Enhanced service not currently in place to assure broad 
based access to tier 2 and 3 interventions. 

Agreed reached by LMCs with service be roll-out from 01 April 2011.  
Training is required in each area. 

NHS Health Checks are evidencing high levels of high risk 
drinking, but alcohol interventions not offered within 
pharmacy settings.  

Pharmacy LES agreed by LPCs to support the NHS Health Checks 
programme.  Training is required in each area.  

 

Estates Implications 

 Expansion of wellness services at Houghton PCC 
 Support clinicians in entering into occupation licenses in range of 

settings 
 Bookable consulting, interview and group space expanded in health 

centres and PCCs.  

Communications Implications 

 Deliver marketing campaign re: hazardous and harmful drinkers  
 Development of NHS South of Tyne and Wear communication plan 
 Support national and regional campaigns, working with BALANCE 
 

Workforce Implications 

 Provide accredited brief intervention training to non-clinical 
and clinical staff, including providers and those services 
involved in the wider social/healthcare agenda 

 Criminal justice training using external agency 
 GP training for alcohol LES 

Informatics Implications 

 Commissioning Portal to enable production and dissemination 
of all performance reports  

 PCT support with non-NHS providers re: data flows 
 Further develop service specifications 

How do we want the future to look and what are the transitional issues? 
 Create positive healthy culture of alcohol consumption across Sunderland 
 Ensure commissioned services provide comprehensive treatment services 
 Halt  & reverse rise in hospital admissions for alcohol related harm back to 2010 levels 
 Ensure data is available to monitor service delivery and the outcomes for patients 
 Sustain and improve effective multi-agency partnership work 

What are we doing about it? 

 

Project Gantt Chart 
2011/12 

Q1 Q2 Q3 Q4 
Evaluate current service provision to assess outcomes and effectiveness of established pathways     

Develop Communication Plan and work with Balance to promote healthy culture in relation to alcohol     

Undertake pilot of residential rehabilitation placements which will support the development of PBR tariff     

Implement LES for GPs     

Work with providers to increase data completion rates within Cardiff model     
Continue to enhance delivery of recovery based pathways by developing recovery champions and respond to emerging 
model of care 

    

Work with partners to continue delivery of Hidden Harm Strategy and enhance family based approaches to service 
delivery 

    

 

How much will this cost or save? 
 
In 2008-09 £6m was invested in new, tiered alcohol services based on 
national guidelines. There are no plans to make additional investment 
this year but plans include delivery of improvements within existing 
budgets 

 

What KPIs will we use to monitor progress? 
Headline Measures 
 Rate of alcohol related hospital admissions 
 
Supporting Measures 
  
 
Local Measures 
 Waiting times for treatment  
 Planned discharge rates from services 
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SEXUAL HEALTH 

Implications, Risks and Mitigating Actions 

 

Risks Mitigating Actions 
A lack of engagement and reluctance to train will result in a lack of 
sexual health services delivered in Primary Care. 

Having clear communication with both commissioners and 
providers regarding appropriate way forward 

As an impact of Comprehensive spending review, area based grant 
funding reducing from the Local authorities, which may impact on 
levels of service provision and targeting of interventions.  Significant 
decrease in levels of investment for services by local authorities. 

Discussions with children’s leads and Sunderland Local 
Authority to determine the impact of the Comprehensive 
Spending Review 

Due to the failure to achieve Chlamydia Screening over the last two 
years there is an inherent risk to achievements of any national targets 
set. 

Scrutiny of performance of services will take place on a 
regular basis to ensure early rectification of issues that will 
arise.   

 

Estates Implications 

 Physical capacity to deliver any significant and 
unexpected increases in demand 

Communications Implications 

 
 Future communications planning 
 Support national and regional campaigns  
 

Workforce Implications 

 Training required for current workforce regarding the 
electronic Condom Card system  

 GP training for sexual health LES / Primary Care 
Business Model 

Informatics Implications 

 Development of electronic Condom Card System  
 Ensure data systems in place for performance reporting 

for Chlamydia screening  
 

Why is change needed? 
 Lack of coordination and consistency of Sexual Health delivery across Sunderland 

 Significantly worse teenage conception rates compared to the England average 

 Increase Chlamydia screening rates within the 15-24 year old age group across 
Sunderland   

Objective 
To ensure all sections of the population have 
access to information, education and services 
that encourage safe sex in order to reduce 
sexually transmitted infections and emotional 
distress  

How do we want the future to look and what are the transitional issues? 
 Work with the GP clinical lead on sexual health to raise awareness of issues in primary care, and increase access to Long Acting Reversible 

Contraception through Primary Care  

 Increase Chlamydia Screening within generic services 

 Reduced teenage conception rates 

 Equitable access to sexual health provision including condom card schemes   

 Increase in awareness of sexual health within Primary Care   

 Work in partnership with the Local Authority to ensure a joined up approach to sex and relationship education and communication 

What are we doing about it? 
 

Project Gantt Chart 
2011/12 

Q1 Q2 Q3 Q4 
Implement Sexual Health LES to increase uptake of LARC within Primary Care     

Implement Emergency Hormonal Contraception LES within Pharmacy setting including Chlamydia screening      

Children’s Trust Risk and Resilience needs assessment, strategy and action plan     

Implementing electronic C Card system to support the co-ordination of registration, stock control and distribution     

Procuring new Primary Care Business Model to ensure increased awareness of Sexual Health Services within Primary 
Care  

    

Develop Sexual Health Strategy ensuring all aspects of the wider sexual health agenda in incorporated including HIV     

How much will this cost or save? 
 
Over the last 3 years investment has been made in this priority area. 
There are no plans to make additional investment this year but plans 
include delivery of improvements within existing budgets 

 

What KPIs will we use to monitor progress? 
Headline Measures 
 
Supporting Measures 
 
Local Measures 
 Under 18 conception rates 
 Access to GUM (100% offered an appointment to be seen within 48 hrs) 
 Access to GUM (95% seen within 48 hrs) 
 Chlamydia Screening (number of 15-24 yr olds screened) 
 Chlamydia Screening (% offered within mainstream services) 
 Chlamydia Screening (% take-up within mainstream services) 
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CHILD HEALTH  

Implications, Risks and Mitigating Actions 

Risks Mitigating Actions 
Changes to service provision for universal and tier 2 may result in 
medium to long term changes in outcomes 

Work with existing providers to identify areas where improvements in 
outcomes can be made in the short term 

Provider IT system not able to report outcome measures required to 
demonstrate performance against healthy child programme 

Discussions currently underway with provider to ensure core outcome 
measures / performance measures are agreed and included within 
service specification s for April 2011 onwards 

As an impact of Comprehensive spending review, area based grant 
funding reducing from the Local authorities which may impact on levels 
of service provision and targeting of interventions.  Significant decrease 
in levels of investment for services by local authorities 

Discussions with children’s leads x 3 and respective LA’s to determine 
the impact of the Comprehensive Spending Review 

Comprehensive spending review and reductions in resources currently 
associated with continuing care 

Kaizen event to review existing and future resource allocations 

Resources not available to develop the CCN team to meet the 
requirements of AHDC 

Review of existing core offer to establish if alternative model of 
provision is achievable 

 

Estates Implications 

 Main sites (schools) are as per existing but with increased activity 
and health checks. 

 Need to explore and understand opportunities with Children’s 
Trusts/Children’s centres. Issue about control over venues within 
commissioning contracts 

 Need for flexible booking space for out of hours working 

Communications Implications 

Communications and engagement strategy to: 
 Promote services available 
 Support & enhance national and regional campaigns (e.g. change for 

life, breastfeeding, Chlamydia) 

Workforce Implications 

 Reshape / additional capacity & new skills in HV & school nurse 
teams to deliver child health check 

 Flexible working to improve access outside of 9am-5pm 
 Capacity of therapy services 

Informatics Implications 

 Capture of “outcome” data from the Family Nurse Partnership 
service  

 Define minimum data sets for new community contracts 
 Sharing information re referral pathways to all agencies / health 

professionals  
 Community children’s nurses access to GP Emis system  
 Paper based systems need updating to e-solution 
 Extended hours & new venues impact on infrastructure 

Why is change needed? 

 Child health is significant predictor of life expectancy & health in later life  
 1 in 5 children (year 6) living in Sunderland are obese (see obesity section) 
 Significantly worse teenage conception rates compared to the England average 
 Higher numbers of unnecessary hospital admission 
 The integration agenda requires a review of therapy services – remodelling to meet need 

Objective 
Support all children and young 
people to experience the best 

possible quality of life, reducing 
health inequalities and 

maximising life expectancy 

How do we want the future to look and what are the transitional issues? 
 All children to receive regular health checks with appropriate referral to services as required 
 Reduced child obesity by 10%   
 Reduced teenage conception rates 
 Young people able to make informed choices about health-related behaviours   
 Therapy services available to all children who require them 

What are we doing about it? 

Project Gantt Chart 
2011/12 

Q1 Q2 Q3 Q4
Review of National Child Measurement Programme processes and existing Universal and Tier 2 Programmes     

Develop a health programme campaign in line with JSNA and Children’s Plan Priorities     

Review Child Health System across Sunderland     

Develop Strategy for families having difficulties in accessing immunisation services      

Implementation and review of the healthy child programme inc Health Visitor and Family Nurse Partnership expansion     

Children’s Trust Risk and Resilience needs assessment, strategy and action plan     

Review Children and young peoples therapy services     

Implement national guidance for continuing care     

Review current configuration of community nursing teams     

Increase access to services for vulnerable groups     

Safeguarding training strategy implemented across Sunderland     

Review of domestic violence care pathways and access to service for children experiencing domestic violence     

What KPIs will we use to monitor progress? 
Headline Measures 
  
Supporting Measures 
  
 
Local Measures 
 Under 18 conception rates 
 Childhood immunisation rates aged 1 (DTaP/IPV/Hib) 
 Childhood immunisation rates aged 2 (PCV), (Hib/MenC), (MMR) 
 Childhood immunisation rates aged 5 (DTaP/IPV), (MMR) 
 Childhood immunisation rates aged 12-13 years (HPV) 
 Childhood immunisation rates ages 13-18 years (DTaP booster) 
 Childhood obesity rates – reception and year 6 
 Percentage of children living in poverty (age <16 years) (LA measure) 

How much will this cost or save? 
S u n d e r la n d  -  C h ild  H e a lth

C u m u la t ive  E x p e n d i t u re  2 0 1 1 -1 5  (£ k )

- £ 2 ,5 0 0 k

- £ 2 ,0 0 0 k

- £ 1 ,5 0 0 k

- £ 1 ,0 0 0 k

- £ 5 0 0 k

£ 0 k

C h ild r e n 's  H e a lth S u r e  S ta r t  P ic k  U p

In v e s tm e n ts
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MATERNITY  

Why is change needed? 
 On average 24% of women smoke during pregnancy – significantly higher than the 16% national 

average 
 Breastfeeding rates significantly lower than national average -  1 in 4 mothers breastfeeding at 6-8 

weeks 
 High rates of still birth, perinatal mortality & infant mortality compared to England average 

Objective 
Deliver high quality maternity services with 

greater choice, offering easy access to 
supportive, seamless care, designed around 

individual needs 

How do we want the future to look and what are the transitional issues? 
 Reduce smoking in pregnancy by average of 26% 
 Increased breastfeeding rates 
 All services meeting national quality standards 
 Agreement across patch on whether to move to 98 hour consultant cover 
 Process in place for identification & management of high risk women 
 Optimum mix of staff between midwives & support workers 
 Reduced rates of still birth, perinatal & infant mortality 

Implications, Risks and Mitigating Actions 

Risks Mitigating Actions 
Problem persisting in terms of two kinds of data capture at time of birth Work with FT’s / breastfeeding Co-ordinators further to resolve 

problems 
Lack of capacity to complete maternity audit. Failure to detect high risk women Further discussions/negotiations with FT’s 
Lack of capacity to delivery 1:1 midwifery care in established labour Discussion/ negotiations with FT’s 
Identification of key personnel to increase service user involvement.  Failure to 
improve services 

Further discussion with FT’s.  Ensure service user feedback 
used in service reviews and redesign 

Although numerous initiative in place, failure to engage women in stopping smoking.  
Impact in terms of poor outcomes for babies 

Use NICE guidance to review provision.  Redesign current 
system/approach to support women.  Consider incentives to 
encourage women to stop smoking 

Failure to implement newborn hearing programme to quality standards.  Failure to 
detect abnormalities.  Impact on infant mortality rate 

Commissioning / Public health lead identified to ensure 
standards met 

Failure to deliver on Maternal Mental Health NICE guidance within existing resources Work with Mental Health lead to deliver cross cutting outcomes 

 

Estates Implications 

 Flexible accommodation will be provided in the PCCs including 
expansion of ultrasound.  

 Continued use of GP surgeries and home settings.  
 Continue to incorporate breast feeding rooms into as many locations as 

possible 

Communications Implications 

 Campaign to promote benefits and support for breastfeeding  
 Promote user involvement in maternity services 
 Improving access to maternity care 

Workforce Implications 

 Review skill mix in Maternity units, including use of 
Maternity support workers 

 Consider implications of 98-hour consultant cover 

Informatics Implications 

 Capture of outcome data  
 Access to analysis and presentation tools re 

outcome and activity data 

What are we doing about it? 

Project Gantt Chart 
2011/12 

Q1 Q2 Q3 Q4 
Breastfeeding peer support programme developed and implemented with City Hospitals Sunderland Foundation Trust      

Breastfeeding action plan agreed and steering group established with clear terms of reference     

Maternity and community action plan developed to facilitate baby friendly status     

Develop and undertake audit of maternity assessment audit tool to identify risk factors for late booking     

Explore the feasibility of 1:1 midwifery care for women in established labour      

Evaluate the effectiveness of the Maternity Liaison Committee in Sunderland     

Review existing arrangements against NICE guidance for smoking during pregnancy and agree consistent pathway      
Review commissioning arrangements and implement recommendations for newborn hearing screening including 
audiology  

    

Agree pathway for Maternal Mental Health and implement local action plans     

What KPIs will we use to monitor progress? 
Headline Measures 
  
 
Supporting Measures 
 12 week maternity appointments 
 Prevalence of breastfeeding at 6-8 weeks 
 Coverage of breastfeeding at 6-8 weeks 
 
Local Measures 
 Breastfeeding initiation rates 
 Smoking during pregnancy rates 
 Maternal obesity rates 

 

How much will this cost or save? 
 

 

In 2010-11 £15k was invested in a Breast Feeding Peer Support Co-ordinator.  The 
post will commence during 2011-12.  There are no plans to make additional 
investment this year 
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CANCER 
Why is change needed? 

 Significantly higher than average early deaths from cancer 
 30% of all deaths across Sunderland are due to cancer 
 Evidence shows earlier identification of cancer would have fastest, most significant impact on life expectancy 

Objective 
Earlier diagnosis and treatment of cancer to 
reduce mortality and improve survival. 
To improve access to appropriate treatments 

How do we want the future to look and what are the transitional issues?
 Increased uptake of cancer screening 
 Earlier diagnosis & treatment of cancer 
 Improved survival rates  
 Reduced cancer mortality 

What are we doing about it? 

Project Gantt Chart 
2011/12 

Q1 Q2 Q3 Q4 

Promoting awareness of the four main cancers     

Early diagnosis, increasing access to diagnostics and reducing reporting times – moving to one stop services     

Better treatment – early intervention and access to appropriate treatments      

Survivorship – access to rehabilitation and promoting self care     

Inequalities – reducing variation in treatment i.e breast, lung and access to radiotherapy     

Care in the appropriate setting     

Cancer drugs – implementing robust data management systems     

 

How much will this cost or save? 

Sunderland - Cancer

Cumulative Expenditure (£k) 2011-15

-£1,000

-£500

£0

£500

£1,000

£1,500

£2,000

£2,500

Research grant
funding for cancer

drugs, not
currently

reimbursed

Cancer Drugs /
Specialist

Commissioning

Improving Patient
Experience-
Cancer/Early

Detection

InvestmentDisinvestment

What KPIs will we use to monitor progress? 
Headline Measures 
 2 week wait (aggregate measures for urgent and breast referrals) 
 62 day wait (urgent referral from GP and consultant) 
 62 day wait (referral from national screening service) 
 
Supporting Measures 
 2 week wait – urgent referral to 1st appt 
 2 week wait (breast symptoms) 
 62 day – urgent referral to treatment 
 62 day – urgent referral from screening service 
 62 day – urgent referral consultant upgrade 
 31 day – diagnosis to treatment 
 31 day – diagnosis to treatment (surgery) 
 31 day – diagnosis to treatment (anti cancer drug regime) 
 31 day – diagnosis to treatment (radiotherapy) 
 Extension of breast screening to 47-49 and 71-73 
 Extension of bowel screening to men and women 70-75 
 Cervical screening results – 2 week turnaround 
 
Local Measures 
 Reduction in cancer mortalities in under 75s 

 

Implications, Risks and Mitigating Actions 

Risks Mitigating Actions 
Capacity in Primary Care to engage with projects Working with all teams to identify innovative ways to deliver 

services and not duplicate effort. 
Engagement with out of area tertiary centres Build relationships with key stakeholders 
Patients failing to present with early symptoms Targeted awareness programmes 

 

Estates Implications 

 Expansion of diagnostics/screening required.  
 Potential future need for endoscopy facilities 
 Potential capacity for local radiotherapy 

Communications Implications 

 Social marketing to inform & increase screening uptake amongst target 
audience 

 Development of a communications plan to support the above 
 

Workforce Implications 

 Additional capacity for screening programmes (specifically 
radiology) 

 Workforce scarcity e.g. breast radiologists, bowel specialist 
nurses 

 Training to skill workforce 
 Potential increase in specialist nurses for bowel screening 

Informatics Implications 

 GP practice data needs to be robust enough to conduct specialist 
audits 

 Identification of information / analysis support for the cancer 
programme 
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LONG TERM CONDITIONS  
Why is change needed? 

 Higher than average emergency admissions and emergency re-admissions to hospital compared to England. 
 Significantly higher rates of admissions for long term conditions compared to England. 
 More people living with long term conditions. 
 An ageing population – if current hospital use continues the system becomes unaffordable in 10 years. 

Objective 
Develop a generic Commissioning Model for LTCs which will deliver high quality, out-of-hospital support for people with chronic conditions, and eliminate 
unnecessary hospital admissions and shorten necessary admissions. Pilot with CVD, diabetes and COPD then rollout to all LTCs. Develop rehabilitation 
model with specialist and generic support across acute and community care, longer term support and self management. 

How do we want the future to look and what are the transitional issues? 
 People with LTCs are confident in managing their condition and are clear about the care they need and when. 
 When conditions worsen there are easily accessible services to help and patients feel these are ‘joined up’. 
 Most interventions are available outside hospital. 

What KPIs will we use to monitor 
progress? 

Supporting Measures 
 Proportion of people spending 90% of their time on a 

stroke ward 
 Proportion of TIAs treated within 24 hrs 
 Diabetic retinopathy screening 
 People with LTCs feeling independent and in control 

of their condition 
 Emergency admissions for LTCs 
 Readmissions within 30 days 
 Delayed transfers of care  
 
Local Measures 
 All-age all cause mortality  (Males) 
 All-age all cause mortality (Females) 
 Proportion of individuals admitted to Care Homes 
 People supported to live independently  
 % diabetic patients on registers called for review  
 Rapid access chest pain clinics (contractual measure) 

Implications, Risks and Mitigating Actions 

Risks Mitigating Actions 
Capacity to deliver Identified lead for SoTW. Working collaboratively with GP Consortia Clinical 

Leads, LA, Public Health and Social Care partners.  
Competing agendas Clinical engagement in prioritisation. 
LTC Model with focus on this rather than individual pathways Develop Commissioning Model and focus on Workforce strategy 
Unable to reduce emergency admissions/readmissions Align strategies. Targeted interventions.  Cross cutting reform issues e.g. LTCs 

and Urgent Care. 
  Estates Implications 

 Potential vacation of the Galleries by CHS/NTW to 
provide needed office and storage space.  

 Space at Houghton PCC for retinal & foot screening. 
 Group space in all PCCs and many health centres.  
 Community ECHO facilities within PCCs. 
 Consider community based services for Heart 

Failure. 
 Consider opportunity to co-locate community teams 

and facilitate team working and integration. 
 Consider opportunity to include additional integrated 

care services within Houghton PCC to support 
Rehab Beds.  

Communications Implications 

 Develop and implement joined up social marketing approach to support self management 
of LTC across all programme linking into national campaigns. 

Workforce Implications 

 Increase capacity and training health professionals to manage range of conditions in 
primary/community care. 

 Up skilling community and primary care staff. 
 Training/culture change to encourage and promote self-care. 

Informatics Implications 

 Standard sets of information/data sets (recurring). 
 Real time data – monitoring. 

What are we doing about it? 

 2011/12 

Project Gantt Chart Q1 Q2 Q3 Q4 

CVD (4 treatments), Heart Failure & Arrhythmia/AF - Three elements - Grasp AF, diagnosis and increase of anticoagulation & pathway reform to increase 
community services. Implementation of INR Services         
Diabetes - Finalise and develop action plan for implementation of intermediate diabetes model including patient education.         

COPD – Work with emerging consortia to determine next steps re development of local model. Ongoing implementation of QIPP Ignition Phase action plan.          
Intermediate Care (Cardiac Rehab & Neuro Rehab) – Model implementation, including specification for integrated teams.         
Residential rehabilitation – specification and procurement of Houghton PCC nursing intermediate care beds, review of Farmbrough Court beds and need for 
transitional beds,  Houghton Extracare Intermediate Care Model         
Case management / Integrated community teams – SOTW kaizen followed by local work to specify model         
Diabetic Retinopathy – Implement action plan from self assessment in preparation for EQA. Review of commissioning model across SOTW         
Primary Care Dashboard - Rollout implementation plan to support practices to interpret and use data.          
Combined Predictive Model - Implement and evaluate pilot. Rollout learning to all practices.          
Self Care - Finalise model and commissioning strategy.         
Stroke/TIA – Implement hyper acute stroke model     

How much will this cost or save? 

Sunderland - Long Term Conditions

Cumulative Expenditure 2011-15 (£k)
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CARE OF SICK AND INJURED CHILDREN 
Why is change needed? 

 Changing nature of childhood illness, fewer children need inpatient stay 
 High proportion of zero length of stay  
 Underutilisation of paediatric inpatient capacity 
 European working time directive will impact on sustainability of medical cover 

Objective 
Reform services for acutely sick & injured children, moving to 
integrated, high quality, 24/7 services, with increased emphasis 

on care outside hospital working with viable inpatient units 

How do we want the future to look and what are the transitional issues? 
 Streamlined, integrated 24/7 services for sick & injured children, increased emphasis on care outside hospital 
 Reconfigured paediatric services to provide high quality, well utilised inpatient facilities and locally accessible short stay facilities 
 Continued good access to high quality tertiary paediatric services 

What are we doing about it? 

Project Gantt Chart 
2011/12 

Q1 Q2 Q3 Q4 
Expand the role of MIU’s and Walk in centres     

Expand the role of Children’s community nursing     

Change the model of service to include children’s assessment units with short stay facilities     

Develop and agree model of inpatient care and related pathways     

Public consultation re: Inpatient units     

Implementation of agreed pathway following Public consultation     

How much will this cost or save? 
 

What KPIs will we use to monitor progress? 
Headline Measures 
  
 
Supporting Measures 
  
 
Local Measures 
 Hospital admissions for deliberate and unintentional injuries to 

children, per 100,000 populations 
 

 

Implications, Risks and Mitigating Actions 

Risks Mitigating Actions 
Effective use of resources is dependent on negotiation of appropriate tariff for 
children’s assessment and short stay units.  Public consultation may impact on 
preferred option and timescales 

Regular meetings with Directors of Finance.  Options appraisal to 
review risks, benefits and costs 

Expansion of role of Minor Injury Units and Walk in centres dependent on 
ability of CHSFT to deliver training programmes within limited time restraints 

Working closely with CHSFT.  Payment on delivery of training 
programmes.  Working closely with providers and reimbursing 
consultants time where appropriate 

Risk to delivery of expansion of role of Children’s community nursing in that 
contract variation cannot be agreed prior to agreement of pathway as a whole 

Regular meetings being held with providers 

Long term funding of paediatric short stay assessment unit is dependent on 
increase in capacity from other localities, short term arrangements in place 

Regular steering group meetings and meetings with providers and 
Directors of Finance. 

Risk that Paediatric short stay assessment unit local tariff will not be agreed 
due to costs linked to preferred option 

Regular meetings with Directors of Finance  

New process for service reconfigurations in letter from DH on 29th July may 
slow process 

Informal discussions with HGT, NCAT and SHA have commenced. 

Public consultation may impact on preferred option and timescales Development of comprehensive, accurate and easily accessible 
information widely available so that public can make informed view.  
Clinicians will be at forefront of public consultation 

 

Estates Implications 

 Ensure waiting areas in MIUs are appropriate for children aged < 2 
years 

 Flexible booking consultant rooms potentially used by community 
nursing teams 

Communications Implications 

 Promotional activities to increase awareness and use of community 
children’s nursing teams and short stay assessment wards   

 Public consultation for proposed change in inpatient care in SOTW 
 Ongoing communication with parents and young people accessing the 

service 

Informatics Implications 

 Detailed measures established – routine reporting needs 
formalising 

 Children’s community nursing team – currently paper based, 
need to move to electronic system essential for monitoring 
and evaluation 

Sunderland - Children's Acute Clinical

Cumulative Expenditure 2011-15 (£k)
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URGENT CARE   

Why is change needed? 

 Higher than average emergency admissions and re-admissions to hospital compared to England 
 High rates of hospital emergency admissions for 0 and 1 day length of stay and for emergency admissions for long term conditions 

Objective 

Ensure integrated 24/7 urgent care systems across all sectors which delivers quality care in appropriate settings 

How do we want the future to look and what are the transitional issues? 
 Integrated 24/7 urgent care system across all sectors, which delivers quality care in appropriate settings 
 Reduced acute ambulatory care sensitive emergency admissions 

What KPIs will we use to monitor progress? 
Headline Measures 
 Ambulance quality - Cat A response times 
 A&E Quality Indicators (5 measures) 
 Emergency Readmissions  
 Acute Bed Capacity  
 Non elective FFCEs 
 
Supporting Measures 
 Ambulance quality indicators (all other measures) 
 A&E quality indicators (all other measures)  
 Emergency admissions for Long Term Conditions   
 Length of stay (Acute and MH)  
 Delayed Transfers of Care (Acute & MH)  
 A&E attendances  
 Ambulance Urgent & Emergency Journeys 
 
Local Measures 
 Urgent care metrics 
 MRSA Screening (contractual measure) 

 

Implications, Risks and Mitigating Actions 

Risks Mitigating Actions 
Provider engagement Urgent care board and locality networks 
Financial pressures Performance metrics 
Agreement to collaborative model Clinical engagement sessions and kaizen workshops, 

RPIW Workforce and infrastructure 
PBR tariff changes (emergency admissions) Close contract monitoring 
Pace of change required to deliver initiatives Learning from best practice 

  

Estates Implications 

 24/7 expansion of urgent care team requires 24 hour staff base.  
 Reduction in MIU hours will give efficiencies.  
 Expansion of service to all ages - increased daytime demand.  
 All PCCs have expansion capacity for MIUs  
 Expansion of telehealth initiatives could reduce demand for space over 

time. 

Communications Implications 

 Continue to use “Choose well" public education programme subject to any 
improvements following evaluation 

 Introduction of single point of access services (111) 
 Information around accessing appropriate urgent care services 
 Potential roll out of Telehealth service 
 Promotion of the combined predictive model 
 Access to directory of services 

Workforce Implications 

 Single point of access & associated transport for all health and social 
care require additional training in use of new standard clinical protocols 

 Training for Telehealth 
 Impact of new stroke rotas on FT staffing – possible shortage of stroke 

physicians & supporting radiology 

Informatics Implications 

 Evaluation of Choose Well initiative  
 Production of performance data (activity and outcome) from WIC and 

MIU 
 Shared electronic record 
 Single point of access (111) and EMIS web 
 Telehealth and roll out of model 
 Capacity Management System hosted by NEAS / CfH 
 

What are we doing about it? 

 2011/12 

Project Gantt Chart Q1 Q2 Q3 Q4 

Share information on urgent care and associated services through the development of a GP Commissioning Website          

Single point of access & associated transport for all health and social care     
Rationalise urgent care services to make better use of existing resources, improve access and reduce inappropriate use of 
A&E 

    

Reduce avoidable admissions (0-1 day length of stay admissions and long term condition admissions)     
Reduce emergency readmissions     
Evaluate Telehealth strategy with a view to further roll out     
Standard admission assessment for GPs and community teams     

How much will this cost or save? 
 

Sunderland - Urgent Care

Cumulative Expenditure 2011-15 (£k)
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PLANNED CARE 
Why is change needed? 

 Unsustainable levels of hospital activity if admissions cannot be reduced 
 Not all patients are being seen at the right time, in the right place  
 Disjointed planned care services  
 Care often not close to home 

Objective 
Reform planned care services to be streamlined, high quality, patient-
centred and close to home, using Primary Care as a vehicle for 
capacity in community settings.  

 

How do we want the future to look and what are the 
transitional issues? 

 Streamlined, high quality, patient centred care, close to home. 
 Shift of planned activity out of hospital into primary and community settings 
 Reduced patient travel, waste and duplication 
 Right care, first time, right place 

What are we doing about it? 

Project Gantt Chart 
2011/12 

Q1 Q2 Q3 Q4 

Reduce outpatient first attendances     

Reduce outpatient review attendances     

Move Carpal tunnel out of hospital     

Reduce Nurse led outpatient activity     

Review ISTC (Spire) contract     

End short term funding to community services for HCAIs     

Cancer and Specialist Commissioning     

Reduce number of procedures of limited clinical value     

How much will this cost or save? 
S u n d e r l a n d  -  P l a n n e d  C a r e

C u m u l a t i v e  E x p e n d i t u r e  2 0 1 1 - 1 5  ( £ k )

- £ 5 , 0 0 0

£ 0

£ 5 , 0 0 0

£ 1 0 , 0 0 0

£ 1 5 , 0 0 0

£ 2 0 , 0 0 0

£ 2 5 , 0 0 0

R e d u c e  o u t p a t i e n t
f i r s t  a t t e n d a n c e s

R e d u c e  r e v i e w
o u t p a t i e n t

a t t e n d a n c e s

M o v e  C a r p a l
t u n n e l  o u t  o f

h o s p i t a l
R e d u c e  n u r s e  l e d

o u t p a t i e n t  c l i n i c s
R e v i e w  I S T C

( S p i r e )  c o n t r a c t
E l e c t i v e  A c c e s s  -

O t h e r

S p e c i a l i s t
C o m m i s s i o n i n g
D e v e l o p m e n t s  /

I s s u e s
N o n  C o n t r a c t

A c t i v i t y
N o n  N H S

H e a l t h c a r e

D i s i n v e s t m e n t I n v e s t m e n t

What KPIs will we use to monitor progress?
 

 Headline Measures 
 RTT waits - 95th percentile (admitted, non admitted, incomplete) 
 Number waiting on incomplete RTT pathway 
 Patient experience survey 
 
Supporting Measures 
 VTE risk assessment 
 Low value procedures 
 PROMs Scores 
 Referral to Treatment – median wait measures 
 Length of stay (acute) 
 Daycase Rate 
 GP written referrals to hospital 

 Other referrals for a 1st outpatient appointment 
 1st outpatient attendances following GP referral 
 All 1st outpatient attendances 
 Elective FFCEs 
 Bookings to services where named consultant led team available 
 Proportion of GP referrals to 1st op appointments booked using C&B 
 Trend in value/volume of patients being treated at non NHS hospitals 
 
Contractual Measures 
 6 week diagnostic waiting times (15 key diagnostics) 
 Cancelled elective operations for non clinical reasons 
 Choose and Book – direct booking 
 Choose and Book – slot issues

Implications, Risks and Mitigating Actions 

Risks Mitigating Actions 

Failure to secure Clinical engagement of GPs Working in partnership with Commissioning Development Unit 

Capacity to accommodate new services Development of PCCs 

Ability of FTs to engage in reform work due to internal 
pressures 

Strong engagement at all levels 

 

Estates Implications 

 Availability of flexible high spec treatment space to support intermediate 
services.  

Communications Implications 

 Stakeholder engagement 
 PPI 
 4 Tests – GP and Public engagement 

Workforce Implications 

 Transfer in activity from acute sector to primary / community care 
setting may have TUPE implications and may require up skilling of 
existing staff  

 Economies of scale with regards to workforce 

Informatics Implications 

 Technological support for developing community services 
information pathways 

 Timely routine data to monitor progress 
 4 Tests – Management Data for reform 
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MENTAL HEALTH (ADULT)  

What KPIs will we use to monitor 
progress? 

Headline Measures 
  
 
Supporting Measures 
 Length of stay (mental health) 
 Crisis resolution home treatment 
 Early intervention in psychosis (new cases) 
 Care programme approach (CPA) 7 day follow 

up 
 Improved access to psychological therapies 

(IAPT) 
 
Local Measures 
 Total assertive outreach caseload 
 Total EIP caseload 

How much will this cost or save? 
Sunderland - Mental Health

Cumulative Expenditure (£k) over 5 years

-£6,000

-£5,000

-£4,000

-£3,000

-£2,000

-£1,000

£0

£1,000

Mental Health
Rebasing

Other Mental Health /
Specialist

Commissioning
Older People's
Dementia Care

OPMH Liason
Service

Primary Care MH
Service for those

with LTC

Improving Access To
Psychological

Therapies

InvestmentDisinvestment

Implications, Risks and Mitigating Actions 

Risks Mitigating Actions 
Capacity to deliver plans at risk due to management cost reductions Representation to Exec Team made to retain current temporary project 

manager 
Current concerns from PBC groups/LMC re: NTW community services may 
lessen support to proposed changes to Community Mental Health Services 

Engagement with Primary care to ensure support to proposed changes 

Engagement and agreement of Primary care mental health model with 
primary care clinicians 

Engagement with Primary Care to ensure support to proposed changes 

Current economic situation will necessitate increased financial scrutiny of 
investment proposals 

Robust business case to be developed by NTW, supported by 
commissioners. 
 

Financial  resources available to implement action plans Ensure funding implications of action plans are fully articulated, identify 
alternative sources of funding 

Competing priorities for funding and pressures on LA’s re funding streams 
especially within the voluntary sector. 

Review of funding streams to be carried out ensuring appropriate finance is 
available to meet the developed plan.  Carer strategy groups in each LA 
area with NHS SOTW lead for carers identified. 

 

Estates Implications 

 Potential use of all PCCs and Health Centres on a flexible booking basis 
 Need expanded MRI capacity in PCCs re dementia diagnosis 
 Potential use of all PC facilities for the delivery of memory protection 

service 

Communications Implications 

 Public and staff awareness of dementia and well being strategy 
 Communication of reforms 

Workforce Implications 

 New model of care for Mental Health necessitate changing roles and 
new responsibilities for all providers and staff (all levels) 

 Recruiting new workforce to deliver IAPT 
 Enhance skills with regards to dementia – workforce modelling 

required 
 Enhance skills with regards to Autism – workforce modelling required 

Informatics Implications 

 Provision of outcome and performance Information 
 Gap in contract information systems with third sector providers 

Why is change needed? 

 Major cause of poor health & quality of life in SoTW & 
increasing mental ill health prevalence 

 Ageing population will increase numbers with dementia 
 Variable access to adult and children’s mental health services 

Objective 
Develop a fully integrated model of mental health care, underpinned by robust 

whole population Emotional Health and Wellbeing strategies; including 
comprehensive primary care services, redesigned specialist services, reprovision 

of inpatient services, and implementation of national dementia strategy. 

How do we want the future to look and what are the transitional issues? 
 Fully integrated model of mental health care with robust pathways with all partners working in collaboration 
 Reprovision of all Sunderland inpatient services  
 National dementia strategy implemented 

What are we doing about it? 

Project Gantt Chart 
2011/12 

Q1 Q2 Q3 Q4 

Local implementation of the National Dementia Strategy including memory protection services, liaison services and  
publication of joint local action plans 

    

Re-provision of Sunderland inpatient services      

Formal review of Primary Care Mental Health Services     
Continuation of roll out of the IAPT programme, ensuring that services are available to persons with other Long Term 
Conditions and inclusive of military personnel and older persons 

    

Implementation of NTW Service Re-design plans across South of Tyne and Wear     

Implementation of the Health and Wellbeing Strategy     

Local implementation of pathway for diagnosis of autism     

Implementation of Sunderland emotional health and wellbeing action plan     
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CAMHS, Learning Difficulties and Complex Needs 

How much will this cost or save? 
S u n d e r la n d  -  C A M H S  le a r n in g  
D if f ic u lt ie s  a n d  C o m p le x  N e e d s

C u m u la t i ve  E x p e n d i t u re  2 0 1 1 / 1 5  ( £ k )

- £ 1 0 0

£ 0

£ 1 0 0

£ 2 0 0

£ 3 0 0

£ 4 0 0

£ 5 0 0

£ 6 0 0

£ 7 0 0

T ie r  3  T e n d e r

In v e s t m e n t

 

Why is change needed? 
 One in ten children and young people between 5 and 16 years has a mental health problem 

which significantly impacts on health, education and social outcomes, with half of those with 
lifetime mental health problems experiencing symptoms by the age of 14 

 Fragmented mental health and learning disability service provision for children and young people 
 Lack of clarity about pathways and provision for children with complex needs and children and 

young people with multiple problems 

Objective 

Establish  integrated models of care that 
deliver personalised,  holistic and outcome 
focused services to children, young people 
and their families with mental health, learning 
difficulties,  disabilities and multiple and 
complex needs.   

How do we want the future to look and what are the transitional issues? 
 Improved access to talking therapies (IAPT) for children and young people as part of the development of Tier 2 CAMH Services  
 Improved access to effective CAMHS and Learning Disabilities for all children and young people including those in special circumstances; with acute 

mental health needs and with complex behavioural mental health and social care needs through the establishment of specialist community CAMH and 
Learning Disability  

 Reduction in the number of children and young people requiring out of area treatment 
 Clearly defined pathways of care for children and young people with neuro-developmental disorders  
 Clearly defined pathways and effective provision of service for children and young people requiring individual packages of care including 

implementation of the continuing care framework   
 Improved support for children, young people and their families with disabilities including implementation of Aiming High  
 Improved health outcomes for children and young people in special circumstances including Looked After Children and Children and Young People 

involved in the Youth Justice System 

What are we doing about it? 

Project Gantt Chart 
2011/12 

Q1 Q2 Q3 Q4 

Commission integrated tier 3 CAMHS and Learning Disability Services for children and young people 0-19 years across SOTW         

Develop and agree, with partners,  a model of resourcing of Tier 2 CAMH Service provision – to include improved access to 
talking therapies for children and young people 

        

Develop clear pathways of care between community, regional and in-patient services         
Describe clear pathways of care for children and young people with Neuro-developmental disorders including Autistic Spectrum 
Disorder  

        

Review of multi-agency pathways to support children & families with multiple problems, complex needs (High level placement 
panels, Out of Area Treatments, Individual Funding Requests , Special Educational Needs , Looked After Children) 

        

What KPIs will we use to monitor progress? 
Headline Measures 
  
 
Supporting Measures 
 Improved access to psychological therapies (IAPT) 
 
Local Measures 
 Commissioning comprehensive CAMHs service 

Implications, Risks and Mitigating Actions 

Risks Mitigating Actions 
Differences in configuration of services in different localities;  DCS sign up for programme; clarity around definitions (tiers of need and 

provision of universal, targeted and specialist support; specialist health input 
into multi-agency tier 2 CAMHS) 

Resources not available to meet requirement to improve access to 
psychological therapies and reduction of resource available to LA’s as a 
result of CSR and availability of area based grant 

Clearly defined level of resource for children and young people to support the 
development of talking therapies as part of development of Tier 2 Services  

Lack of clarity in relation to future commissioning arrangements for tier 
2 CAMHS  

Alignment with developing PBC and health and well being board / children’s 
LSP arrangements  

Transition between current and new service provision; TUPE 
implications; transfer of care, transfer of records implications  

Establishment of transition programme board to develop and implement 
transition plan  

New service fails to deliver required changes  Agree and monitor service development plan with new provider 
Changes to way in which Tier 4 services are commissioned may result 
in less effective planning and partnership with local commissioners 

Establish clear links between locality and specialist commissioners to agree 
process and work with providers to ensure clear transition arrangements are in 
place between community and in-patient services 

Complexity of arrangements to support children and young people with 
neuro developmental difficulties resulting in difficulty reforming pathway 

Ensure involvement of local CAMHS and LDD partnerships, FT, community 
and CAMHS commissioners in process  

Lack of engagement of key partners in developing pathways for 
children, young people and families with multiple and complex needs  

Kaizen event with key partners across the pathway – continuing care, OAT, 
LAC and young people involved in the criminal justice system, 

 

Estates Implications 

 Shift from hospital to community / Childrens settings to support a new 
model of service provision   

Communications Implications 

 Engagement and communications plan for the reprovision of CAMH 
service 

Workforce Implications 

 Transfer of employment and significant workforce remodelling to 
support a new model of service provision 

Informatics Implications 

 Information systems – PCT and provider system to be developed 
to support collection of performance information   
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END OF LIFE CARE 
Why is change needed? 

 Increased number of deaths forecast in next 5-10 years, many occur in hospital  
 People say they want choice of place of death  
 Inconsistent standards of end of life care in different settings  
 Increasing bed days in hospital for people who die after 14 days or more – over 40,000 in 2008/9 with 3,500 of these being in excess of expected 

length of stay 

Objective 
Ensure all people entering the end of life have their needs, priorities and preferences identified and met, with the same standards of care in all settings 

How do we want the future to look and what are the transitional issues? 
 All people in Sunderland towards the End of Life will have their needs, priorities and preferences for End of Life Care, including care after death, 

identified and met, throughout the last phase of life and bereavement 
 People can choose their place of death 
 5% reduction in numbers of people dying in hospital 

What are we doing about it? 

Project Gantt Chart 
2011/12 

Q1 Q2 Q3 Q4 

Commissioning end of life coordinated care service     

Review overnight nursing care     

Review of bed capacity for end of life     

Education programmes i.e. care homes     
 

How much will this cost or save? 
In 2009-10 £800k was invested in new end of life care services based on 
national guidelines. There is additional investment planned from 2011 
below: 

Sunderland - End of Life Care

Cumulative Expenditure 2011-15 (£k)
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What KPIs will we use to monitor progress? 
Headline Measures 
  
  
 
Supporting Measures 
 Proportion of Deaths at Home 
  
 
Local Measures 
  
  

Implications, Risks and Mitigating Actions 

Risks Mitigating Actions 

Procurement guidance may have negative effect on market Business case reflects need for 3 year contract 

Protracted timescale for policy implementation due to regional 
agreement 

Key stakeholders engaged in regional forum 

 

Estates Implications 

 Local access to palliative care beds 
 

Communications Implications 

 Stakeholder engagement 
 PPI 
 4 Tests – GP and Public engagement 

 

Workforce Implications 

 Staff training at a specialist and generalist level across health & 
social care to ensure knowledge, skills, competencies & 
attitudes necessary to deliver evidence based EoLC   

 Increase capacity to ensure 24/7 provision in all care settings  
 Forward assessment of workforce required 
 Scarcity of palliative care consultants 
 

Informatics Implications 

 Develop a commissioning data set including outcome and 
activity data 

 Access to analysis and presentation tools 
 Summary care record 
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NHS HEALTH CHECKS 

Why is change needed? 

 Vascular disease is a major cause of early death in Sunderland  
 These deaths account for a significant proportion of the health inequalities gap 
 Many people are living with undiagnosed disease (number of hypertensives/diabetes) 
 CVD is a major cause of emergency admissions 
 Smoking prevalence, obesity, and alcohol levels all above national average and contribute to CVD 

Objective 
Deliver systematic NHS Health Checks to 40-

74 year olds to identify the risk of vascular 
disease, manage appropriately via treatment of 
referral to lifestyle services and reduce health 

inequalities 

How do we want the future to look and what are the transitional issues? 
 All 40-74 years olds have received a health check and the opportunity to make lifestyle changes and receive treatment as appropriate. 
 Health checks are delivered in a universal and targeted way to reduce inequalities, via a variety of settings including workplaces and community 

venues 
 Undiagnosed disease is uncovered and deaths from vascular disease reduce 
 Increased engagement of Local Authority and community partners  in commissioning 

What KPIs will we use to monitor progress? 
 
Supporting Measures 
 Percentage of eligible people who have been offered an NHS Health 

Check in 2011/12 
 Percentage of eligible people that have received an NHS Health 

Check in 2011/12 
 
Local Measures 
 Analysis of uptake to ensure equity of access 
  

 

Implications, Risks and Mitigating Actions 

Risks Mitigating Actions 
Scale of case finding required.  Embedding the promotion of NHS Health Check  take up into partnership 

planning processes  
Changing commissioning responsibilities Discussions underway with City Council to embed a range of Public Health 

strategies into commissioning arrangements (including NHS Health 
Checks)  

Aligning data flows to  DH reporting arrangements Discussions with IT and GP consortia 
 

Estates Implications 

 Legal implications of NHS health checks in non-NHS 
premises (e.g. supermarkets) 

 Use of mobile facilities to increase uptake 

Communications Implications 

 Social marketing and media campaign to increase awareness and 
uptake of health checks – align this campaign with other national 
initiatives 

 Evaluation of marketing and media strategy 

Workforce Implications 

 Competence of staff in community setting to deliver – high 
staff turnover 

 Skill mix of staff to deliver agenda  
 Train staff to deliver point of care testing pilot 

Informatics Implications 

 Capture the detail of NHS Health Checks undertaken and the 
results of the checks  

 Data sharing issues 
 Data quality and validation of information – information flows 

well documented 

What are we doing about it? 

 

Project 
2011/12 

Q1 Q2 Q3 Q4
Deliver NHS Health Checks as part of Health inequalities programme 8 priority interventions     

Commission systematic NHS Health Checks via GP practices to cover 100% practices and increase uptake     
Commission opportunistic NHS Health Checks in the community, pharmacies & workplaces and via Third Sector to 
increase uptake 

    

Deliver a co-ordinated communications and social marketing campaign to ensure programme deliver is supported     

Target the delivery of  health checks in priority neighbourhoods as part of local neighbourhood planning process      

Work with partners to improve uptake of Health Checks     

Evaluate NHS Health Check programme, including Point of care pilot, to inform future commissioning model,     

Utilise modelling, GP dashboard, NETS methodology to inform programme delivery and improvement of quality     

 

How much will this cost or save? 
 

In 2008-09 £2.6m was invested in the NHS Health Check programme.  
Additional investment of £1.8m was made during 2010-11.  There are 
no plans to make additional investment this year but plans include 
delivery of improvements within existing budgets 
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MEDICINES MANAGEMENT  
 
 
 

Why is change needed? 

Medicines are associated with significant cost to the NHS in terms of mortality, morbidity and financial impact. Effective management of medicines can improve patient 
outcomes and yield cost efficiencies through a reduction in expenditure and hospital admissions due to inappropriate prescribing  Throughout this period of restructuring 

the local NHS needs to ensure priority is given to the safe, legal and effective use of medicines and medicines management is actively integrated into new commissioning 
structures 

Objective 

To ensure safe, legal and effective use of medicines within commissioned services 

How do we want the future to look and what are the transitional issues? 

 Ensure PCT statutory obligations with respect to medicines use continue to be met 
 Ensure emergent GP commissioning consortia develop appropriate governance infrastructure to effectively manage the medicines agenda 
 Ensure prescribing costs are managed within the agreed budgetary envelope and identified cost efficiencies are achieved 

What KPIs will we use to monitor progress? 
 
Headline Measures 
 
Supporting Measures 
 
Local Measures 
 Prescribing Cost growth 
 Prescribing cost per Astro-Pu 
 Percentage of prescribed items as repeat dispensing 
 All practices to achieve a target of 2 ADQ per STAR-PU or 

reduce prescribing of benzodiazepines by 5% 
 
 

Implications, Risks and Mitigating Actions 

Risks Mitigating Actions 
Lack of medicines management resource to deliver objectives; 
lack of engagement from GPs and secondary care clinicians; 
transfer of responsibility for QIPP to emergent GP 
commissioning consortia; drug tariff price fluctuations;  

Requirements for medicines management resource highlighted at 
senior level. Programme of engagement with key stakeholders. 
Monitoring arrangements in place for primary care medicines 
expenditure. 

 lack of investment in financial resource to support project plan 
Initial exercise to be undertaken to identify potential investment 
required. 

Lack of support / access to procurement expertise: challenge 
to proposed model from local community pharmacy 
representatives, possible legal challenge. 

Funding identified for regional procurement expertise; programme 
of engagement with local pharmaceutical committees. 

Lack of regional agreement to drug approvals, engagement of 
emergent GP consortia, engagement of secondary care 

Plan for regional collaboration on drug approvals process. 

 

Estates Implications 

 Minimal 

Communications Implications 

 Communication strategy required with all key stakeholders 

Workforce Implications 

 Limited medicines management resource to deliver objectives 
 Additional resource required to provide new services 

Informatics Implications 

 Minimal 

What are we doing about it? 

 2011/12 

Project Gantt Chart Q1 Q2 Q3 Q4 

Ensure formulary management plan in place         

Agree governance framework for medicines management in GP consortia     

Agree action plan to manage high cost prescribers and reduce spend per Astro-PU to SHA average     

Agree action plan with Mental Health Trust to rationalise mental health prescribing     

Examine and improve supply routes for a range of products     

Agree and implement action plan to facilitate improved working with secondary care     

Explore options and develop services to support patients to take their medicines more effectively     

Complete review of local decision making processes and present options to GP commissioners     

Participate in regional procurement projects led by regional pharmacy specialist     

Participate in regional public awareness campaign to reduce medicines waste     

Continue to support work on drug related deaths, to help ensure safe prescribing practice   

Complete roll-out of Scriptswitch to all practices     

Carry out RPIW of repeat dispensing and follow up actions     

How much will this cost or save? 
Sunderland - Medicines Management 

Cumulative Expenditure 2011-15 (£k)

-£2,500

-£2,000

-£1,500

-£1,000

-£500

£0

Reduce prescribing costs to North East average (Astro PU)

Disinvestment

 
Technical efficiencies in year: 
Target saving – 4% prescribing budget efficiencies £1.9m 
Investments in Year: 
Investment in services to support people taking medicines - £255K 
Investment in public awareness campaign and supporting resources - £30K 
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Section 7 – Delivery and Transition  
 

7.1  Context  
 
Over the next 4 years it is imperative that a tight grip is kept on maintaining current 
performance, financial stability and safe, high quality services. In addition we need to 
deliver: 
 
 A range of key new commitments set out in the Operating Framework; 
 A set of key performance indicators which demonstrate delivery of our QIPP 

efficiencies;   
 Actions and changes in the priority areas out in the Strategic Plan to drive health 

improvement and reduce health inequalities. 
 
All of these need to be delivered against a backdrop of transition. 2011/12 is the first year of 
transition to a new system of commissioning and this will need a range of changes to be 
made across all parts of the service. Sunderland TPCT has a key role in leading this 
change and shaping the future, working jointly with other local organisations, while 
continuing to manage the local health economy. 
 
It is expected that further national policy and guidance will be issued over the coming 
months to guide implementation of the NHS Health Bill, therefore the detail in this ISOP will 
continue to be revised, expanded and updated throughout the year to reflect developing 
national policy.  
 
7.2 Performance Management 
 
Delivery of all the components in this ISOP is critical to the success of both the PCT in the 
short term and increasingly of GP Commissioners as they become pathfinders. It is 
therefore critical that there is visible, timely measurement and reporting of performance 
together with continual evaluation of risk to delivery. We must respond quickly to 
underperformance and risks of underperformance by taking remedial actions to ensure 
delivery of the objectives set out in this ISOP.  
 
We have established a robust performance management framework for delivery of 
“integrated plans” which incorporate local and national priorities and targets, together with 
our QIPP efficiency programme. All priorities, targets and QIPP programmes have agreed 
actions, milestones, trajectories and risk assessment (based on the impact on the 
organisation and likelihood of non-achievement at the year end). This integrates our 
performance monitoring with the management of risk into a single in-year performance 
management process. Key organisational risks and controls are added to the organisational 
risk register and reviewed as part of the Trust Assurance Framework. 
 
Performance is reviewed on a weekly, monthly or quarterly basis as appropriate, by internal 
teams, the Commissioning Executive and PCT statutory Boards and made available to the 
public. Forecast outturn projections against targets are produced to ensure the risks of not 
achieving targets are identified and addressed. As part of this process, risks associated with 
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delivery of each programme are reviewed and if circumstances change, the risk 
management plan is amended to reflect the latest position. Where key risks have been 
identified, routine reporting is supplemented by escalation, exception reporting, 
development and close tracking of performance recovery plans. The focus is on the root 
causes of underperformance and remedial action plans include, where appropriate, the use 
of contractual interventions to ensure delivery and sustainability of improvement. Initiatives 
and targets ranked as high risk are closely scrutinised to ensure performance remains on 
track, and deviation from plan / trajectory is quickly identified so that appropriate action can 
be taken. In addition, external benchmarking of performance is undertaken to provide 
assurance of comparative performance and identify opportunities for improvement.  
 
Understanding provider contributions to overall PCT delivery is critical and commissioned 
providers have agreed information schedules including both national and local requirements 
with required submission dates and named recipients or departments within the PCT, where 
appropriate.  Performance targets are specified in contracts across a broad range of key 
performance domains including activity, access, health improvement, safety and quality. 
Formal reports are produced monthly to support the performance improvement discussions 
which form a key part of monthly contract review mechanisms. However some key 
measures are monitored much more frequently, e.g. waits in accident and emergency 
departments are reviewed daily, activity and waiting times are monitored weekly, and there 
is immediate reporting of any cases of MRSA bacteraemia infection. 
 
Our approach is one of continuous performance assessment and review. Formal reporting 
to the Chief Executive and Executive Directors is weekly, more frequent when there is 
escalation of a performance issue and there are both weekly and monthly routine 
performance reports to Directors via ‘Achieving the Targets’ forum and to the Boards, made 
available to the public via PCT Statutory and Local Engagement Boards. Additional detailed 
reports are provided to the Commissioning Executive and the Boards on a range of areas 
including Quality and Patient Safety, Finance, Workforce, Patient Experience together with 
specific service reports including Mental Health and Learning Disability Services, Cancer 
and Cardiovascular Networks, Joint Commissioning and Specialised Commissioning, 
ensure a comprehensive view of performance across the full range of PCT accountabilities. 
 
Building on the success of the North East Transformation System (NETS) as our corporate 
improvement methodology we will continue to work with partners and consortia to embed 
the transformation systems and processes to drive quality and continuous improvement 
through commissioning.  Examples of the actions to be undertaken in 2011/12 include: 
 

 A programme of Rapid Process Improvement Workshops and Kaizen events to 
support service reform covering the full breadth of health care provision and health 
improvement; 

 
 Weekly Visibility Wall stand-up meetings linking performance improvement with 

reform activity. 
 
The breadth of our internal performance management will reduce over time reflecting the 
shift of accountability to the Local Authorities for the delivery of health improvement with 
regard to public health outcomes and delegated commissioning accountability to GP 
pathfinders. Our focus will shift from direct performance management of the delivery of the 
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ISOP to supporting GP consortia to develop local performance frameworks and the 
performance assessment of their progress in delivering their commissioning plans.  
   

We will measure success year on year through the delivery of the milestones and agreed 
trajectories within our integrated plans including the delivery of national targets. 
 
7.3  Transition and reform   
 
7.3.1 PCT Transition  
 
The PCT will be the statutory body of accountability up until April 2013; however the PCT 
will increasingly review and establish alternative mechanisms to discharge their formal 
statutory accountability as the new system architecture develops. A key role moving 
forwards will be to support the development of emerging GP consortia, and empower 
consortia to take on new responsibilities at an appropriate pace with effective levels of 
infrastructure and support through the appropriate assignment of staff. The PCT oversee 
and are accountable for delivery during the transition and at close down of the “old” system. 
 
We will work with the Consortia to disaggregate QIPP to consortia level and support the 
Consortia taking on further areas of QIPP delivery over time. We will establish support 
teams to provide technical functions that consortia can draw on to develop their ongoing 
responsibilities effectively. We will oversee commissioning planning, contracting and 
management for all services in the cluster area not delegated to GP consortia i.e. primary 
care and national/regional specialized services and ensure an effective transition to the new 
commissioning board as it becomes established during 2011/12. 
 
We will work jointly with the Local Authority and partners to develop health and well being 
boards and ensure a smooth transition for the transfer of the PH function by April 2012. We 
will ensure a partnership approach to the whole commissioning cycle and consider the 
scope for greater joint commissioning where appropriate. 
 
The NE SHA  has established a multi-stakeholder Programme Board to coordinate a work 
programme to deliver a seamless transition from the current commissioning and service 
configuration to that set out in ‘Equity and Excellence: Liberating the NHS’. Seven work 
streams have been established and we will aim to play an active role in shaping the 
development and implementation; work streams include:   
 

Corporate and HR 
Transition 

Workforce 
Development 

Outcomes and 
Quality 

Provider 
development 

Public Health 
Services 

Health and Well 
Being Boards 

Commissioning 
Development 

 

 
 
7.3.2 Development of GP Commissioning  
 
A new Sunderland-wide GP Commissioning Board will replace the current three Sunderland 
PBC groups. An election process is currently underway to establish the new Board, led by 
the LMC, to ensure the new Board has a mandate from its colleagues.  
 



Page 49 of 86

Sunderland TPCT 
 
 

 
Integrated Strategic and Operational Plan – Subject to NE SHA Approval                  26 
 

Key features regarding Sunderland are as follows:  
 

Number of GP Practices within 
Consortium 

55 
Number of GPs within 

Consortium 
219 

Consortium patient population 279,836 
Coterminous with 
Sunderland Local 

Authority 
Yes 

 
The new Board will be in situ by 1st April 2011 at the latest.  It is anticipated that the new 
Board will aim to achieve pathfinder status by summer 2011. Initial focus will on the 
effective functioning of the Board, development activities in order to develop the pathfinder 
bid including identification of initial commissioning responsibilities, which will include:    
 

 Identification of need for and recruitment to clinical lead roles; 
 Governance arrangements and management of conflicts of interest; 
 Further work on the organisation’s structure including patient, carer and stakeholder 

involvement as well as Local Authority engagement;   
 Prioritisation of activities based on the ISOP and including delivery of QIPP priorities.  

 
A Board member will be a member of the Sunderland shadow health and well being board 
which is currently in development, ensuring early critical links with the Local Authority.  
 
Subsequent to the successful achievement of pathfinder status in summer 2011, the 
Commissioning Consortia will over time increasingly take on devolved responsibility for a 
commissioning portfolio. The pace of change will be governed by a number of factors 
including:  
 

 Development of commissioning skills and expertise / access to support; 
 Development of other pathfinders and added value resulting from joint collaboration; 
 Additional national policy and supporting guidance.  
 

It is anticipated that the Consortium will expand their remit in phases and will take on full 
commissioning responsibility from April 2013. The indicative timeline below gives an initial 
view of the phased expansion noting the key activities to be undertaken. The timeline needs 
to be discussed with the new Board once established; however it is anticipated the activities 
will be undertaken within these indicative timescales. As noted above, this overview is a 
high level view and will be driven by a number of factors including the pace of change noted 
above.   
 
The PCT is committed to working closely with the Consortia Chair and Board to help them 
identify their specific local development needs and formulate plans to meet their 
requirements.  There is an identified Head of Commissioning Development and OD lead, for 
the Consortia, who will provide resource and expertise to support their development 
agenda. 
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7.3.3 Development of the Health and Well Being Board  
 
Sunderland City Council has applied to be a second wave early implementer of Health and 
Wellbeing Boards.  The Council has already established a cross directorate Strategic 
Commissioning Board as part of internal reorganisation taking account of the Sunderland 
Way of Working workstream. 
 
The intention is for the newly configured Health and Well Being Board to be in place by 
June 2011; Sunderland Local Authority is keen to learn from the experience of early 
implementers including North Tyneside. The Board will be chaired either by the Leader or a 
Cabinet Member /Portfolio Holder and will have identified statutory members including 
representation from the recently elected GP Commissioners.  
 
As part of development of the Board, the initial focus is a refresh of the Joint Strategic 
Needs Assessment (JSNA) and the establishment of a Sunderland Outcomes Framework 
(based on current local work as well as the NHS Outcomes Framework, the Adult Social 
Care Outcomes Framework and the Public Health Outcomes Framework). It is not the 
intention to redraw the Joint Strategic Needs Assessment for a number of reasons including 
the impact of transition on partners, and 2011 being a Census year, meaning up-to-date 
information will be available during 2012. There will be reconsideration of a small number of 
thematic elements and the Council will look to work jointly with Public Health and GP 
Commissioners regarding evidence based commissioning arrangements for 2012/13. 
 
 A review of all current joint commissioning arrangements (including Alcohol, Drugs, Mental 
Health, linked health and social care commissioning for adults and children) is to be 
undertaken to establish a commissioning model for inclusion in the framework. Further 
consideration is to be given regarding the Local Authority’s role  as a Strategic 
Commissioner together with the Health and Wellbeing Board’s responsibility to facilitate 
governance arrangements of a range of functions including Children’s and Adults 
Safeguarding and Safer Partnerships; and to integrate commissioning activity across a 
range of Place partners. The Health and Well Being Board will need to link closely with the 
recently established Economic Leadership Board tasked with implementation of the 
Economic Masterplan. A review of current Local Strategic Partnership arrangements has 
been undertaken and the outcomes will be implemented by September 2011, essentially a 
reduction in permanent Partnership Delivery Boards and engagement with time limited task 
and finish groups and an enhanced focus on improvement and innovation. 
 
The Director of Health, Housing and Adult Social Care is convening a steering group to 
oversee implementation.  Sunderland has established a Health and Well Being 
Implementation Group to oversee this process over the next 3-6 months, to be chaired by 
the Director of Health, Housing and Adult Social Care. This will be supported by an 
operational group chaired by the Assistant Chief Executive.  
 
7.3.4 Transforming Community Services  
 
All Community Health Services will have moved to South Tyneside Foundation Trust by the 
end of March 2011. Our aim is to develop high quality community services that are 
personalised and coordinated for patients and are based on integrated models of health 
and social care provision and provided closer to patients home. The community service 
reform is an integral element throughout a number of our priority programmes including 
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Long Term Conditions, Mental Health and Staying Healthy as part of the delivery of the 
Strategic Plan and our QIPP programme.  All programmes work closely with acute and 
community providers to agree best practice regarding models of service, pathways of care 
and assess impact. Strong partnership working will improve communication and provide 
opportunities for increased productivity and reduced reliance on secondary care. New 
entrants into the market will create competition, where appropriate, thereby increasing 
patient choice, increasing productivity and ensuring value for money. Reform will be 
increasingly driven by GP Consortia who will continue to set standards and develop 
integrated pathways in order to ensure flexibility in models of provision. 
 
We have an agreed reform programme for community services to be reviewed moving 
forward i.e. District Nursing in order to further improve service standards. A refreshed 
business case is being developed for a new Community Information System which is critical 
to the delivery of our QIPP programme relating to urgent care, LTC as well as ensuring 
improvement in the patient safety agenda. A key requirement in the business case being 
the need to integrate with a range of provider systems in order to share electronic patient 
records thereby improving patient care and increasing productivity. Proposed changes to 
service provision are advised in the PCT Commissioning Intentions and changes to 
contracted services will be finalised via contract mechanisms. 
 
7.3.5 Reforming Commissioning  
 
PBC Commissioners are involved in all aspects of the commissioning process; from 
development of the 2011/12 plans, contracting negotiations with providers, delivery of the 
reform agenda and QIPP delivery.   
  
With regard to the development of ISOP Plans, PBC Commissioner are members of the 
PCT Commissioning Executive and have participated in the development and approval of 
2011/12 Commissioning Intentions, commissioning schedules including CQUIN, contract 
penalties etc. PBC Commissioner plans have been refreshed to support the delivery of 
specific RRIs (prescribing efficiencies, excess bed days, LTC) together with a menu of 
options focused on the key areas of  reduction of emergency admissions to hospital 
(includes reablement schemes).  
 
The involvement of PBC representatives in the 2011/12 contract negotiations with major 
providers has been recognised as a key area for preparation for the transition to GP 
Consortia. Working with PBC Chairs and the Commissioning Executive Team, development 
work has progressed on the effective management of providers to ensure commissioned 
services are delivered to the required quality standards and within financial limits. This 
includes briefings on the contractual framework including use of national standard 
contracts; CQUIN and development of local penalty schemes and the effective use of 
contracts and contract processes from the annual negotiation through to the in year actions 
to ensure compliance. Specifically for the 11/12 contract negotiations, PBC nominated 
leads have been identified and briefed by senior staff on the contracts and negotiation 
strategies with City Hospital Sunderland NHS Foundation Trust and other major providers 
for their locality and have input views and advice both prior to and during negotiations, the 
emphasis being on added clinical value, for example in negotiation with acute providers on 
actions to reduce outpatient review appointments and the development of appropriate 
indicators in CQUIN and penalty schedules to drive improvement in discharge 
communication.  
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To build upon this and robustly prepare for transition to GP Commissioning, Sunderland 
leads have approved the setting up of a GP Commissioner Reference Group where GP 
commissioners will come together with PCT staff responsible for the effective management 
of providers and the underpinning contracts. Following the confirmation of the GP 
Consortia, the Group will develop in the coming year, ensuring GP commissioners are 
clearly sighted on accountabilities in relation to contracting and fully briefed on contract 
management processes and outcomes throughout the year and enable them to play an 
active role in provider management during 2011/12 and the contract negotiations for the 
following year as part of the development and transition to GP commissioning.  
 
7.4 Quality  
 
7.4.1 Quality agenda  
 
Quality is central to our vision and encompasses the three key components of healthcare 
quality; patient safety, clinical effectiveness and patient experience. Our approach to 
commissioning for quality through provider management and pathway reform is integral to 
achieving the vision. This approach has been developed, refined and strengthened in order 
to be fit for purpose and will continue to evolve to reflect transition. A further development is 
the transfer of responsibility for the management of serious untoward incidents from the NE 
SHA to the PCT from April 1st 2011. This is a further opportunity to influence provider 
performance and have a closer understanding of the issues that are identified and ensure 
recommendations are implemented.   
 
Quality mechanisms built into contractual agreements with providers aim to secure the 
provision of safe, effective services that provide positive patient experience and also make 
best use of contractual levers e.g. ‘Commissioning for quality and innovation (CQUIN) 
schemes’ and best practice tariffs to deliver continuous quality improvement. CQUIN 
schemes have been developed with input from a broad range of stakeholders particularly 
clinicians and incentivise quality improvement in priority areas that are evidence based.   
 
GP Commissioning Consortia and pathfinders will increasingly drive the quality agenda as 
they take on responsibility for the commissioning agenda. Through the transition however, it 
is imperative that the established quality review mechanisms continue to operate effectively 
to maintain a focus on quality, particularly to ensure that patient safety is not compromised. 
Furthermore acknowledging the need for providers to increase productivity, the need to 
maintain a focus on safety and quality is critical. The National Quality Board (NQB) is 
conducting a review into how best to maintain quality and safety in a time of transition; the 
first report is expected in the Spring 2011 and relevant requirements or recommendations 
will need to be addressed including:  
 Maintaining capacity and capability for quality throughout transition;  
 Ensuring that the voice of patients is heard at all times; 
 Working with key partner organisations to collectively consider risks to quality; 
 Delivering a robust handover to successor organisations and ensuring no loss in 

corporate memory on issues relating to quality.   
 
‘Equity and Excellence: Liberating the NHS’ (July 2010) places significant emphasis on 
developing and implementing quality standards to improve healthcare outcomes for 
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patients. The new NHS Outcomes Framework published in December 2010 will drive 
quality improvement moving forwards; we will work jointly with the Local Authority and GP 
Commissioners to develop indicators for implementation in 2012/13.  
 
Our local quality improvement priorities in quality schedules or CQUIN schemes for 2011/12 
align well to the NHS Outcomes framework, examples of which are detailed below: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
7.4.2 Patient safety  
 
The development of a safety culture is integral to our commissioning arrangements with 
providers. Our acute and community NHS providers are signed up to Safer Care NE and 
the national DH Safety Express. We are actively engaged in regional Patient Safety forums 
and assurance groups including those for infection control and safeguarding. As noted 
earlier, we are taking responsibility for managing the process of Serious Untoward Incidents 
(SUIs) from NHS Northeast from April 2011. Our programme of Non Executive Director 
quality assurance visits to healthcare providers including walkarounds will ensure that the 
patient voice is firmly at the centre of our patient safety work.  
 

 
Patient safety 

 Hospital mortality (Including reducing deaths from veno-thrombo embolism)  
 Infection control 
 Reducing harm from pressure damage and falls  
 Discharge communication 
 Local SUI management  
 

Clinical effectiveness 
 Improving care for people with long term conditions particularly stroke, heart 

failure, COPD 
 ‘One stop’ cancer care 
 Improve quality of 7 day follow up for people with mental ill health  
 

Patient experience 
 Patient reported outcome measures (PROMS) 
 Delivering single sex accommodation 
 

Productivity 
 Review procedures where there is limited evidence of clinical effectiveness 
 Use of high cost of drugs 
 Implementation of enhanced recovery model of care  
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a) Infection Prevention and Control 
 
We together with our providers are committed to ensuring a zero tolerance approach to 
healthcare acquired infection (HCAI) within all of our commissioned services; which is 
reflected in reductions in the number of infections in 2010/11. Our Infection Prevention and 
Control Performance and Practice Group is a key mechanism for engaging, performance 
monitoring and learning for our providers and has resulted in significant improvements in 
performance and practice. 
 
Our GP lead for infection prevention and control has worked closely with GP practices as 
part of the root cause analysis process. Alongside other initiatives, this has resulted in 
significant improvement in the numbers of clostridium difficile cases. The use of our 
Infection prevention and control dashboard has proved valuable to identify areas for focus 
and supporting development of joint action plans between community and acute providers.  
 
We are working with our healthcare providers to ensure the continued focus on existing 
targets for HCAI and the additional DH requirements MSSA and E Coli infection. The plans 
for 2011/12 will include ensuring that providers are collecting this information and carrying 
out appropriate root cause analysis to inform their action plans, setting in-year targets in line 
with DH guidance.  
 
Engagement of GP commissioning consortia in the HCAI agenda will be through reviews of 
variation in prescribing (particularly in relation to c difficile), and also through engagement of 
GP consortia leads in quality review meetings. 
 
b) Safeguarding 
 
The safeguarding of children and adults from abuse and neglect continues to be a priority. 
The initial report from the national Munro Review of safeguarding children recently 
published, will direct future developments for health and partner organisations. To 
contribute to safeguarding work at a national level, Sunderland Council (and the PCT as a 
partner) is currently piloting a potential new system for addressing safeguarding concerns to 
inform the national review. With regard to safeguarding adults, we work closely with the 
Local Authority to improve the quality of care for vulnerable older people who are living in 
care homes; this is an key priority given our ageing population and increasing health needs. 
Furthermore we are actively involved in supporting the quality assurance of this sector of 
healthcare with the Care Quality Commission and the Local Authority. We are early 
adopters of the national Department of Health Safeguarding adults assurance framework 
and have contributed to the national evaluation process.  
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7.4.3 Clinical effectiveness  
 
As commissioners, we strive to ensure that our patients receive the best care and health 
outcomes possible through decisions based on the best clinical evidence available. This 
involves all aspects of the commissioning cycle including management of existing providers 
through quality and contract review mechanisms, pathway reform initiatives and 
development/review of service specifications. Our key mechanisms to achieve this include:  
 

 Promoting a culture of clinical engagement that encourages the involvement of 

strong clinical voices of all disciplines driving forward the clinical effectiveness 

agenda;  

 Raising awareness of existing evidence and cost effectiveness information and 

promoting access to and use of such information both within the PCT and in 

collaborative work with partners;  

 Use of systems that provide assurance or demonstrate compliance with national 

guidance e.g. NICE guidance and quality standards. 

 
7.4.4 Patient experience and the information revolution 
 
Ensuring excellent patient experience is a cornerstone of our vision and is an integral part 
of the wider quality agenda. Safe care, effective treatment and high quality provision 
combined together enable patients to have confidence in the care they receive. It is vital 
that patients are actively engaged in shaping the planning and delivery of services in order 
to ensure their needs and wants are met. We have a broad range of mechanisms to ensure 
patient and public engagement in the planning and delivery of local services. This ensures 
that the voice of patients is heard and used as part of the early warning system together 
with other information sources to understand the quality of services provided and identify 
areas for improvement. The mechanisms include: 
 

 Our local Engagement Board is a forum for direct dialogue with patients, service 
users and the public; additionally a range of other groups and mechanisms exist in 
each locality enabling us to reach a wider audience. 

  Through establishment of quality improvement and review mechanisms agreed with    
provider organisations including: 

a. Use of quality schedules within contracts to require complaints, surveys, 
PROMS and other patient reported experience information to be shared 
through the Quality Review Group; 

b. Use of CQUIN to incentivise improved patient experience against the national 
composite measure for responsiveness to personal needs and also against 
locally identified measures (specific measures with Mental Health include 
visits to MH services and meetings with users/carers, undertake a carers 
satisfaction survey and personalised recovery (health and wellbeing) 
outcomes) 
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c. Local and nationally published (e.g. national surveys) patient experience 
information is formally reviewed by the Quality Review Groups with learning 
shared and action plans developed and monitored as appropriate. 

d. Formal consideration within contract performance meetings of any published 
patient survey/experience reports 

e. Provider organisations share their plans for gathering and reviewing patient 
reported experience information through the Quality Review Group; 

 
Through specific service redesign activities in that all service redesign includes 
public engagement ; an example being the Urgent Care Programme has tested the 
use of ‘kiosks’ to gather real time feedback from patients using A&E and MIUs. This 
information was used to inform the redesign process and monitoring of delivery. 
 

Through the collection of real time patient experience data; we are exploring the use of 
Patient Line technology within Providers to collect data in order to inform service delivery, 
service redesign and also the development of both CQUIN and Quality schedules. 
 
We are establishing a programme of assurance visits to provider organisations to provide a 
mechanism for patients to provide real time patient qualitative feedback. These visits will 
include Non-Executive Directors who will then report back through our Quality review 
mechanisms. These assurance visits together with the quality review processes contribute 
to assurance against the Francis recommendations.  
 
Other mechanisms for seeking public views include local Links’ and Overview and Scrutiny 
Committees, locality PPI/Voluntary sector networks, and advice and support from PPI 
Officers in each Locality as part of the new Commissioning Development Unit. 
 
We are also in the early stages of developing patient experience metrics linking with the 
development work on this topic led by the SHA; we will publish the results once the data is 
robust and routinely available. 
 
Quality reports are published on a regular basis and are presented at PCT Boards and 
other relevant committees. These reports include a broad range of information about safety, 
effectiveness and patient reported experience both from local and national sources and 
where possible include comparisons with similar organisations or national standards.  
 
We are working with all providers on actions to enable patients to make personal decisions 
about their care and use of a wide range of services. This will build upon the NHS 
Constitution and current contractual requirements, including those in CQUIN and quality 
schedules, patient choice, provision of and access to information for service users. Work 
underway is focused on areas including personalised care planning and shared decision 
making which, for example, are key strands of the development and improvement of 
services for patients with long term conditions. 
 
7.5 Workforce 
 
Developing and remodelling the workforce is critical to the delivery of the ISOP to ensure 
that we have a workforce that is fit for purpose, working flexibly across boundaries in 
integrated pathways to provide patient centred quality care. As part of the development of 
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the strategic programmes referenced in Section 6, a number of generic workforce 
requirements have been identified, including the need to:  
  

 Build capacity and capability both internally and across the economy to provide the 
skills to improve health and deliver the new types of services required;   

 Enable the effective transfer of services from acute to primary / community settings 
through development of skills to support integrated care delivery within pathways and 
across organisational boundaries;  

 Develop a broader skills base in all sectors of the generic workforce to deliver health 
improvement messages routinely within care delivery i.e. every contact is health 
improvement opportunity;  

 Identification of the short and medium term workforce risks utilising a jointly agreed 
standardised risk rating system and collaborative action to implement creative 
solutions;  

 Support recruitment in specific disciplines including nursing, radiography and 
biomedical sciences through reform of the existing shape of the workforce, given that 
the current age profile indicates that a proportion of staff will be retiring in the next 
five years;  

  Partnership commitment to work together to effectively manage shifts in the 
workforce landscape between providers to ease potential redundancy scenarios, 
increase flexibility to support the effective transition of activity from hospital to 
community based settings;  

 Develop robust and meaningful workforce productivity measures including a 
standardised currency and means of measurement across the service, with early 
emphasis on community services.  

 
To quantify the impact of the ISOP and QIPP programme on the workforce, discussions 
with providers are continuing as noted earlier in section 5.4.  
 
7.6 Informatics 
 
We will continue to support organisations across Sunderland local health community, 
providing shared business and technology solutions. The ICT service supports a wide 
range of customers including GPs, Dentist, Optometrists, Foundation Trusts, Public Health, 
PCT Corporate and Commissioning, Community Health Services and other local shared 
services. 
 
We will further exploit the excellent work done on implementation of EPS Release 2 within 
Sunderland, which has seen a number of GP practices and linked pharmacies enabled to 
use the enhanced functionality and in the case of the practices has also initiated the move 
to the next generation of EMIS clinical information systems EMIS Web which also 
demonstrates movement through the GPSOC maturity model. 
 
Planning and design is underway to establish a GP practice blueprint which will set a 
common standard infrastructure and systems, updating or introducing some technologies 
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and optimising the use of existing solutions, for example patient appointment booking over 
the internet, workflow solutions already procured but partially exploited. 
 
Migration to next generation of GP clinical systems with exploitation of secure data sharing 
through developments in line with the Interoperability Toolkit (ITK) will see enhanced 
pathway support through initiatives such as the End of Life Early Alerts which will introduce 
the ability of 999 call handlers to manage end of life patients through visibility of advanced 
care plans and key contact details.  Use of the NHS number will be key to the successful 
delivery of these initiatives. 
 
Understanding, design and planning for implementation of the 111 service which will be 
heavily supported by ICT solutions will be a key focus and is expected to require ITK 
enabled solutions to support this new model. We will continue to seek opportunities to 
support clinical pathway development re-design through use of technologies such as Map 
of Medicine (MoM).  
 
As rich information sources such as GP clinical systems will become more accessible; the 
intelligence can be joined with other information sources such as SUS and used for 
enhanced decision making. Clinical dashboards are being piloted and will be further 
developed to support clinicians and commissioners.  Along side this Sunderland Information 
Portal (SIP) will be further developed to provide enhanced moderation, publication 
navigation and search capability.  Deployment of solutions such as Grasp AF which will 
assist practices in the management of patients with LTC’s will also be supported. 
 
During 2011/12 GP Commissioning Consortia in Sunderland is expected to evolve and we 
will support transition by firstly understanding immediate requirements (such as 
collaboration, communication and access) and then provision of ICT services and solutions 
as the role of the consortia is shaped and defined. 
 
Modernising the way community based staff work through IT enabled solutions is a key 
aspect of the plans across Gateshead, South Tyneside and Sunderland as is the ability to 
support integrated working supporting care pathways and across organisational 
boundaries. As such, we will continue to work closely with Community Health Services in 
each of the areas to establish a robust business case for the implementation of an 
integrated Community Health Information System. The requirements of this system are 
based on the foundations of interoperability and information sharing. Implementing such a 
system across Community Health Services enables these services to be best equipped for 
the new landscape of the NHS, and will ensure that the infrastructure is in place to support 
the delivery of key national programmes such as Summary Care Records and 111. The 
new system will introduce a common tool across community based staff and will support 
future processes to be efficient and lean; NHS Number compliant administrative and clinical 
processes will also be enhanced by mobile technologies such as ‘tough books’ that will give 
access to the full range of information resources staff need to perform their work and 
achieve productivity gains and efficiencies.  The introduction of these solutions is critical to 
the delivery of QIPP RRIs relating to urgent care, LTC as well as ensuring improvement in 
the patient safety agenda.  The Community Information System will support the collection 
and reporting of the Community Data Set from implementation, this ensures that contractual 
reporting requirements will be maintained and that community services can be 
benchmarked and performance reviewed in a transparent and standard approach, 
supporting commissioners to fulfil their role. Approval of the business case for the CIS, and 
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swift deployment of the successful solution is critical to the delivery of many supporting 
initiatives and the successful transition of Community health Services, as part of TCS. 
Improved personal safety of lone-worker staff is also being improved by the introduction of 
personal safety devices. 
 
Implementation of the solution delivering pathology and radiology order communications 
and results reporting is nearing completion; further exploitation of this solution will see 
discharge communications also being included and working towards delivery of the Clinical 
5 within Sunderland. 
 
Use of new technology to support self care for patients with long term conditions in the 
Sunderland locality as part a of telehealth pilot is enabling greater integrated care across 
providers and social care and improving patient quality (increasing confidence in their ability 
to manage their condition).  Phase 2 of the telehealth initiative is presently being planned 
and will expand this model. 
 
Underpinning the processes, data sharing and systems and technologies will be an 
enhanced, robust and flexible Wide Area Network (WAN) that will connect South of Tyne 
and Wear organisations and supporting; 
 

 Migration of GP practices to hosted clinical systems; 
 IP telephony;  
 Unified communications (such as instant messaging, presence information, video 

conferencing, email, fax, SMS) ; 
 Collaboration using solutions such as SharePoint, and information portals; 
 Secure remote access to ICT services.  

 
We will use a mixture of “vested brokerage” plus elements of the 2% non recurrent fund to 
finance these developments. The recurrent consequences have been built into our 
investment plans. 
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7.7 Estates  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Our estates strategy is based on a model of four patient care settings, and provides a 
hierarchy of service provision and a framework of building types used within each setting. It 
underpins our intent of shifting care from a hospital setting into community facilities, primary 
care facilities and ultimately the patient’s home, thereby enabling the right services to be 
delivered in the right place, first time and ensuring value for money. 
 
The ongoing development of our estate has been informed by a number of important 
factors including:  
 

 Flexibility - we have incorporated the NETs methodology and Health Building 
guidance to ensure our accommodation can ‘flex’ to serve many different services 
and fulfil many roles, with only changes to equipment required. We have also 
ensured regular break clauses in leased premises wherever possible to ensure 
retraction from facilities can be implemented; 

 Avoiding ‘ownership’ of clinical space wherever possible - developing sessional 
booking and charging regimes so that all providers can access modern facilities in a 
flexible way thereby driving up the efficiency and utilisation of our buildings and 
empower the commissioner;  

 Considering the infrastructure needed to deliver our future programmes of initiatives, 
including how planned and recently completed schemes could accommodate these 
requirements with minimum alteration;   

 Developing our “Commissioners’ Investment and Asset Management Strategy” 
(CIAMs) ‘Understanding your Estate’ and ‘The Planning Function’ has resulted in a 
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comprehensive review of the primary care infrastructure, whether owned or leased 
by the PCTs or by GPs and other providers themselves. We now have detailed 
information on the main sites delivering services and these are mapped 
geographically and graded according to physical condition, quality, safety, 
environmental performance, location, functionality and utilisation.  

 
The development of our estates strategy to date has focused on two key elements:  

 

 Developing Primary Care Centres (PCCs) within band 3 above (community 
premises, resource centres, community Hospitals);   

 Refurbishing or replacing Health Centres within band 2, whilst also expanding these 
to incorporate flexible bookable space for a broad range of services requiring flexible 
accommodation on a ‘session by session’ basis. 

 
The PCCs bridge the gap between a traditional health centre and acute hospitals. 
Furthermore they provide an important platform to stimulate the market and enable new 
providers to deliver new and innovative primary and community services through availability 
of high quality, state of the art facilities and infrastructure. The PCCs are zoned into 
planned care, diagnostics and urgent care. Recent schemes to accommodate new types of 
provision include: 

 

 Planned care: rehabilitation inpatient facilities, chemotherapy, renal dialysis, a range of 
out patients services, minor surgery, diabetes care and dermatology;  

 Diagnostics: X ray, cardiac echo, ultrasound, breast screening, facilities for mobile 
MRI, retinal camera and bio mechanics; 

 Urgent care: Minor Injuries units and GP facilities. 
 
7.7.1 Future developments 
 
The infrastructure within Sunderland is nearing completion with three PCCs (Grindon Lane, 
Bunnyhill and Washington) in operation and the fourth on site at Houghton-le-Spring, due 
for completion in August 2011. Only one health centre still requires replacement at Pallion 
and this will be completed in December 2011.  
 
One of our key Strategic Plan priorities is end of life care. Our future capital plans have 
identified a potential investment in a new end of life care centre and hospice. More work is 
needed on the service vision for end of life care before the project can proceed but a 
number of possible sites have been identified and strategic planning and consultation is 
continuing. It is envisaged more support for people wanting to die at home should be 
provided as well as a number of hospice beds and in-patient support functions. 
 
Additional funding has also been set aside for further improvements to health centres as 
GP consortia priorities are identified. 
 
Significant investment in the estates infrastructure over the past five years has resulted in 
much of the estate now being in place to facilitate a wide variety of planned and evolving 
service change. The premises in Sunderland are recognised as exemplar projects 
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nationally by the Department of Health, and Houghton PCC is the first health building in the 
UK to achieve the BREEAM outstanding grade for sustainability at design stage. 
Washington PCC was awarded the best Local Authority Building control healthcare building 
in 2010. The PCT own a significant proportion of the primary care estate and this is a 
significant strength in driving the reshaping of healthcare provision.  
 
There is a need to continually review our use of this valuable and expensive resource, 
particularly as the impact of other QIPP initiatives are felt. In Sunderland all owned health 
centres are relatively large with a range of tenants including multiple GP practices in each 
building in easily accessible locations. However, we have already commenced a program of 
retraction from leased premises including Answers, 6 The Green and the BIC. Further 
retraction from the main HQ bases at Pemberton House, Loftus House and Rapier House is 
likely after April 2013. 
 
Where premises are retained we are investing heavily in reducing running costs, particularly 
around energy consumption.  

 
The Department of Health is expected to make a national decision on the future ownership 
of the Primary Care Estate and this could have a fundamental impact on our plans. 
 
7.8 Proactive Management of Risks   
 
We face two types of risk to delivering our plans: 

 Financial risks; 
 System risks. 

 
Both types of risk are interconnected as some of the system risks (e.g. relationships with 
local providers) can both exacerbate the financial risks (e.g. underachievement of planned 
savings from initiatives) but can also be the mitigating factors to address the financial risks. 
The mitigating actions which are planned and shown in this section will mitigate both types 
of risk. 
 
7.8.1 Financial Risks 
 
We have identified the very high level financial risks which could destabilise our plans, 
namely:  
 Underachievement of the £18.5m savings planned from our resource releasing 

initiatives; 

 Under realisation of the savings expected from the reduced national tariffs if local 

provider Trusts work to recoup those reductions through technical adjustments to 

contract charges rather than through true efficiency improvements; 

 Increases in non-elective hospital activity, over and above those included in this 

Plan; 

 Increases in either volume or price of prescribing, over and above what is included in 

this Plan. 
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If financial pressures materialise, we would initially make use of the contingencies provided 
in our financial plan; then we would revisit our balance of investments / disinvestments 
using our local prioritisation process (assessment of impact and feasibility together with 
cost).  
  
7.8.2  System Risks 
 
A number of cross-cutting risks to delivery have been identified, which predominately reflect 
the impact of undertaking system wide transformational change in the short to medium 
term. These have been assessed for impact and likelihood and are plotted on the following 
chart. 
 

Assessment of cross cutting risks 
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The risk log below outlines mitigating actions to reduce impact and likelihood for each of the 
cross cutting risks and is ranked by severity.   

                 RISK LOG 
FT financial viability 

 
Impact – High, Likelihood – High 

Delivery Risk  
 
 Impact of tariff and rules re emergency 

admissions and readmissions   
 Lose of income results in providers no longer 

being viable   
 Impact of Patient choice  

Mitigating actions  
 Reablement schemes agreed with LAs support  

timely discharge and reduce readmissions  
 LTC / Urgent care integrated plans have range of 

initiatives to reduce emergency admissions  
 No additional pressure arising from reduced 

disinvestment schedule  

Planning assumptions 
 

Impact – High, Likelihood – Medium  
Delivery Risk  
 
 PCT allocations agreed for 2011/12 only  
 Lack of central guidance re planning assumptions, 

efficiencies or tariff rules results in organisations 
operating in vacuum  

 Lack of national direction creates potential for 
organisations to adopt different assumptions  

Mitigating actions  
 Planning assumptions proposed by SOTW 

adopted by local PCT Clusters – standard 
approach across SHA   

 Flexible headroom in financial plans 
 Flexibility within Plan to rebalance disinvestment 

with investment once national assumptions and 
allocations known  

System change and transition 
 

Impact – Medium,  Likelihood – Medium  
Delivery Risk  
 
 System changes are constrained by national 

policy and nationally determined contractual 
arrangements 

 Too much change quickly may result in instability 
in the market – need to maintain local provider 
viability  

 Pace of development of GP Pathfinders   
 Balance delivery of ISOP with development to GP 

Commissioning   
 Capacity to deliver  

Mitigating actions  
 Acknowledge lead time for providers to reshape 

business to respond to new service specifications 
 Flexibility in financial planning to enable pump 

priming or double running costs whilst new 
services become established  

 Delivering a GP Commissioner development 
programme  

 Develop a transition plan to support development 
of pathfinders   

Behaviours – linked to FT viability and time-limited life of PCTs 
 

Impact – High, Likelihood – High 
Delivery Risk  
 
 Increasing competitive market as providers seek 

to maximise income  
 Lack of system management  
 Failing organisations  

Mitigating actions  
 Accelerated Bigger Picture Group considering 

best future configuration of NHS hospital services 
given need for significant financial savings  

 Compacts with partners underpin a shared 
understanding of the need for rapid and 
sustainable change and commitment to the 
culture / behaviours needed to “go further faster” 
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NHS community estate ownership 

 
Impact – Medium,  Likelihood – Medium  

Delivery Risk  
 
 No guidance re future ownership of PCT 

community estates after April 2013  

 

Mitigating actions  
 Full inventory of properties owned / leased 

undertaken  
 Service level agreements for all tenants updated  
 Full review of property overheads / rents to be 

completed spring 2011 
 

Performance, given size of FT financial challenge 
 

Impact – High, Likelihood – Medium  
Delivery Risk  
 
 Cost improvement programmes reduce capacity 

and impact on performance, quality, patient 
experience    

Mitigating actions  
 Standards agreed within contract performance 

schedules  
 Ability to activate penalties and sanctions as 

appropriate  
 Comprehensive performance management 

frameworks enable early identification of risks  
 

Reductions in Local Authority funding 
 

Impact – Medium,  Likelihood – Medium  
Delivery Risk  
 
 Impact of LAs disinvestment on health provision 

and vice versa  

 

Mitigating actions  
 Regular dialogue with LAs to share plans and 

identify risks and mitigating actions  
 

 
These high level assessments will be developed into a full risk plan for each initiative as 
part of our local planning methodology in which we have integrated the planning framework 
with risk management. This will ensure:  
 
 Identification of risks; 
 Quantification of risks for likelihood and impact; 
 Development of mitigation plans for identified risks; 
 Integration of the risk plans into the ongoing in-year risk management and 

performance management processes. 
 
7.9 Governance  
 
As part of the PCT transition process, governance arrangements within NHS South of Tyne 
and Wear continue to be refreshed to reflect the changing context. 
 
Under our existing Board arrangements, the three PCT Boards hold Joint Board meetings 
to discuss areas that they have in common such as future plans and performance and 
approving items such as business cases for major investment.  Each PCT Board also holds 
a separate Annual General Meeting in their locality. Moving forward, each of the PCT 
Chairs will continue to provide Board leadership during the PCTs’ transition period leading 
up till 2013, supporting the development of new commissioning arrangements with GP 
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Commissioners and transfer of the health improvement function to Local Authorities. In 
addition, the PCT Chair in South Tyneside will undertake a further coordinating role where 
issues require a combined response from the three PCTs to the North East SHA and to the 
new National Commissioning Board as this becomes established.  
 
Our governance arrangements are also being refreshed in response to the development of 
GP Commissioning Consortia, planned transfer of community services under the 
Transforming Community Services programme, and new Once North East arrangements 
such as the establishment of the NE Primary Care Services Agency which South Tyneside 
PCT is hosting. Following approval of GatNet as a 2nd wave GP Commissioning pathfinder 
from February 2011, whilst the PCT Board retains ultimate responsibility and accountability 
for the services commissioned and activities undertaken on its behalf, the GP Consortium 
will be established as a Board Committee to take forward commissioning plans under an 
agreed accountability framework.  A similar arrangement will be in put in place with other 
GP pathfinders as they come on stream. Their commissioning portfolios will be expanded 
under agreement as the national policy agenda further develops in terms of proposed 
functions of GP Commissioning Consortia and as their knowledge and skills build. 
 
7.10 Equality Impact Assessment 
 
 
In accordance with our equality duties, an Equality Impact Assessment was on the carried 
out on the five year Strategic Plan and the supporting integrated plans. There is no 
evidence to suggest that the plans have an adverse impact in relation to race, disability, 
gender, age, sexual orientation, religion and belief or infringe individuals’ human rights. The 
plans are accessible to everyone regardless of age, disability, race, gender, sexual 
orientation, religion/belief or any other factor which may result in unfair treatment or 
inequalities in health.  
 
Throughout the development of the integrated plans that support the ISOP, we have sought 
to promote equality, human rights and tackle health inequalities. This has been through 
carrying out health needs assessments, life-style surveys, publication of the Single Equality 
Scheme, equality impact assessments and involving partners, stakeholders and local 
communities in the design, planning and development of services. Full Equality Impact 
Assessment scoping will continue to take place on each programme to ensure that the 
needs of all local communities are fully reflected in the design, planning, implementation 
and evaluation of services.   
 
 



Page 68 of 86

Sunderland TPCT 
 
 

 
Integrated Strategic and Operational Plan – Subject to NE SHA Approval                  45 
 

Section 8 – Board Approval 
 

The Commissioning Executive signed off the Plan on 17 March 2011. The Plan will be 
submitted to the PCT Board on 30 March 2011 for approval noting that it is subject to formal 
sign off by the NE SHA in May / June 2011.  
 
Although the emerging consortia was not established and so not in a position to shape and 
sign off the plan, the PBC Chairs participated in the development of the Plan and a number 
of clinical events were held to review the integrated plans and it was felt the Plan reflects 
local priorities. We will actively work with the emerging GP consortia to support their internal 
development together with the construction of their pathfinder bid in order to ensure that 
integrated plans (including strategic programmes, Operating Framework requirements and 
delivery of the resource releasing initiatives) continue to be aligned and reflected in their bid 
as appropriate.  
 
As part of the broader transition arrangements, we will continue to activity work with 
partners to ensure delivery of the Plan in 2011/12 and ongoing development and refinement 
of the detail in subsequent years reflecting our common agenda’s and future changes in 
accountability.  
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Appendix 1 – Resource Releasing Initiatives 2011 - 2015 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2011/12 2012/13 2013/14 2014/15 Total

Reform care of sick & injured child £0 £221 £221 £0 £442
Total £0 £221 £221 £0 £442

Reduce emergency admissions (EL Re-admissions) £3,160 £0 £0 £0 £3,160
Reduce emergency admissions (NEL Re-admissions) £1,227 £0 £0 £0 £1,227
Reduce emergency admissions £0 £395 £705 £1,680 £2,780
Reduce excess hospital bed days £442 £442 £442 £442 £1,768
Total £4,829 £837 £1,147 £2,122 £8,935

Reduce price paid for Gateshead FT older peoples mental health service £0 £0 £0 £0 £0
Total £0 £0 £0 £0 £0

Reduce outpatient first attendances £0 £177 £177 £177 £531
Reduce review outpatient attendances £239 £239 £239 £0 £717
Move Carpal tunnel out of hospital £0 £400 £0 £0 £400
Reduce nurse led outpatient clinics £0 £265 £265 £265 £795
Review ISTC (Spire) contract £0 £320 £160 £0 £480
End short term funding to community services for HCAIs £0 £0 £0 £0 £0
Research grant funding for cancer drugs, not currently reimbursed £0 £0 £400 £310 £710
Total £239 £1,401 £1,241 £752 £3,633

Reduce Primary Care budgets £1,084 £0 £0 £0 £1,084
Total £1,084 £0 £0 £0 £1,084

Reduce prescribing costs to North East average (Astro PU) £500 £500 £500 £500 £2,000
Total £500 £500 £500 £500 £2,000

Reduce PCT management Costs (Including Community Health Services) £2,080 £310 £0 £0 £2,390
Total £2,080 £310 £0 £0 £2,390

Total £8,732 £3,269 £3,109 £3,374 £18,484

Medicine Management

Support Functions

Primary & Community based services

SUNDERLAND TPCT

Long Term Conditions & Urgent Care

Mental Health

Planned Care

Programme Board RRI Year on year target savings £'000

Children's
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Appendix 2 – New Investments 2011 – 2015 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Rec Non Rec Total Rec Non Rec Total Rec Non Rec Total Rec Non Rec Total Rec Non Rec Total
SUNDERLAND INVESTMENTS 
CHILDREN & YOUNG PEOPLE
CHILDREN'S HEALTH 304,000 304,000 460,000 460,000 460,000 460,000 280,000 280,000 1,504,000 0 1,504,000
SURE START PICK UP 670,000 670,000 670,000 0 670,000
LONG TERM CONDITIONS
LONG TERM CONDITIONS / SELF CARE MANAGEMENT 200,000 200,000 200,000 200,000 200,000 200,000 200,000 200,000 800,000 0 800,000
CONTINUING CARE 300,000 300,000 300,000 300,000 300,000 300,000 300,000 300,000 1,200,000 0 1,200,000
CARERS STRATEGY / RESPITE BREAKS 630,000 630,000 630,000 630,000 630,000 630,000 630,000 630,000 2,520,000 0 2,520,000
MENTAL HEALTH
OTHER MENTAL HEALTH / SPECIALIST COMMISSIONING 350,000 350,000 100,000 100,000 100,000 100,000 100,000 100,000 650,000 0 650,000
NTA ALLOCATION REDUCTION - NHS PICK UP 200,000 200,000 0 0 0 200,000 0 200,000
OLDER PEOPLE'S DEMENTIA CARE 280,000 280,000 0 0 0 280,000 0 280,000
OPMH LIAISON SERVICE 37,500 37,500 112,500 112,500 150,000 0 150,000
PRIMARY CARE MH SERVICE FOR THOSE WITH LTC 450,000 450,000 450,000 0 450,000
IMPROVING ACCESS TO PSYCHOLOGICAL THERAPIES 190,000 190,000 0 0 0 190,000 0 190,000
BALANCE OF INVESTMENT TO DELIVER MH STRATEGY 473,000 473,000 178,000 178,000 850,000 850,000 310,000 310,000 1,811,000 0 1,811,000
MENTAL HEALTH REBASING -1,450,880 -1,450,880 -1,450,880 -1,450,880 -1,450,880 -1,450,880 -1,450,880 -1,450,880 -5,803,520 0 -5,803,520
PLANNED CARE
ELECTIVE ACCESS - OTHER 7,850,000 7,850,000 4,850,000 4,850,000 4,850,000 4,850,000 4,850,000 4,850,000 22,400,000 0 22,400,000
NON CONTRACT ACTIVITY 1,000,000 1,000,000 1,000,000 0 1,000,000
NON NHS HEALTHCARE 900,000 900,000 900,000 0 900,000
SPECIALIST COMMISSIONING DEVELOPMENTS / ISSUES 1,240,000 -91,000 1,149,000 200,000 200,000 200,000 200,000 200,000 200,000 1,840,000 -91,000 1,749,000
IMPROVING PATIENT EXPERIENCE--CANCER / EARLY DETECTION ETC 200,000 200,000 200,000 200,000 200,000 200,000 200,000 200,000 800,000 0 800,000
CANCER DRUGS / SPECIALIST COMMISSIONING 390,000 0 390,000 950,000 0 950,000 450,000 0 450,000 500,000 500,000 2,290,000 0 2,290,000
END OF LIFE / HOSPICE 200,000 200,000 500,000 500,000 500,000 500,000 0 1,200,000 0 1,200,000
STAYING HEALTHY
OTHER PUBLIC HEALTH AND HEALTH INEQUALITIES 200,000 200,000 200,000 200,000 200,000 200,000 200,000 200,000 800,000 0 800,000
URGENT CARE
NEAS OVER-PERFORMANCE 420,000 420,000 530,000 530,000 200,000 200,000 200,000 200,000 1,350,000 0 1,350,000
111 RECURRENT CONSEQUENCES 890,000 890,000 890,000 0 890,000
MEDICINES MANAGEMENT
PRIMARY CARE
GP ACCESS 582,000 582,000 582,000 582,000 582,000 582,000 582,000 582,000 0 2,328,000 2,328,000
DENTAL SERVICES 13,396,000 13,396,000 13,504,000 13,504,000 13,504,000 13,504,000 13,504,000 13,504,000 0 53,908,000 53,908,000
OPHTHALMIC 2,878,000 2,878,000 2,878,000 2,878,000 2,878,000 2,878,000 2,878,000 2,878,000 0 11,512,000 11,512,000
PHARMACY 4,889,000 4,889,000 4,889,000 4,889,000 4,889,000 4,889,000 4,889,000 4,889,000 0 19,556,000 19,556,000
SUPPORT FUNCTIONS
CAPITAL PROG FINANCED FROM REV RETURN OF BROKERAGE 5,450,000 5,450,000 0 7,250,000 7,250,000 0 0 0 0 12,700,000 12,700,000
IM&T ADD RUNNING COSTS 100,000 100,000 100,000 100,000 100,000 100,000 100,000 100,000 400,000 0 400,000
COMMUNITY SERVICES
COMMUNITY SERVICES - CES/CONTINENCE/ENT FEEDS ETC 755,000 755,000 0 0 0 755,000 0 755,000
COMMUNITY SERVICES -DMARDS 261,000 261,000 0 0 0 261,000 0 261,000
COMMUNITY DIAGNOSTICS (MOBILE MRI FYE) 350,000 350,000 350,000 0 350,000
CAMHS
TIER 3 TENDER 650,000 650,000 0 0 0 650,000 0 650,000
OPERATING FRAMEWORK
CONTINGENCY/MOVING CARE OUT OF HOSPITAL 1,746,866 1,746,866 8,434,478 8,434,478 7,360,303 7,360,303 7,178,529 7,178,529 24,720,176 0 24,720,176
OTHER

OTHER POLICY - CENTRAL BUNDLE IN YEAR ALLOCATIONS 1,332,000 1,332,000 0 0 0 0 1,332,000 1,332,000
2% NR (NEED £10.7m, HOWEVER £7.7m IN REC RESERVCES = BAL £3m) 0 300,000 300,000 300,000 300,000 300,000 300,000 900,000 0 900,000
REABLEMENT 5,468,000 5,468,000 945,000 945,000 0 0 6,413,000 0 6,413,000
£2/HEAD GPCC DEVELOPMENT FUND 648,000 648,000 648,000 0 648,000
SOCIAL CARE FUNDING 4,339,000 4,339,000 4,339,000 4,339,000 4,339,000 4,339,000 4,339,000 4,339,000 0 17,356,000 17,356,000

24,562,486 32,775,000 57,337,486 19,079,098 33,442,000 52,521,098 15,449,423 26,192,000 41,641,423 14,097,649 26,192,000 40,289,649 73,188,656 118,601,000 191,789,656
KEY
MUST DO - NO CHOICE
LIMITED FLEXIBILITY
CAN BE AMENDED

2011-12 2012-13 2013-14 2014-15 Total
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Appendix 3 – Hospital activity plans submitted to Department of Health 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SRS11
2011 2011/12 2012/13 2013/14 2014/15

April May June July August September October November December January February March Total 2012_13 2013_14 2014_15
SRS11_0
2

Number of GP written 
referrals in the period

4701 4661 4892 4850 4329 4918 5173 4688 3984 4648 4515 4918 56277 56405 56698 56923

SRS12
2011 2012 2011/12 2012/13 2013/14 2014/15

April May June July August September October November December January February March Total 2012_13 2013_14 2014_15

SRS12_0
2

Number of other (non-GP) 
referrals for a first 
consultant outpatient 
episode in the period

4974 5092 5185 5502 4975 5491 5773 5269 4930 5080 4561 5391 62223 62365 62689 62937

SRS13
2011 2011/12 2012/13 2013/14 2014/15

April May June July August September October November December January February March Total 2012_13 2013_14 2014_15

SRS13_0
2

Number of 1st outpatient 
attendances (consultant-
led) following GP referral in 
general and acute 
specialties

4366 3966 4653 4629 3789 4583 4775 4638 4108 4044 3968 4379 51898 52015 52285 52492

SRS14
2011 2012 2011/12 2012/13 2013/14 2014/15

April May June July August September October November December January February March Total 2012_13 2013_14 2014_15

SRS14_0
2

All first outpatient 
attendances (consultant-
led) in general and acute 
specialties

7627 6851 7936 7972 6755 8159 8251 7917 7224 7178 6843 7818 90531 90737 91209 91570

SRS15
2011 2011/12 2012/13 2013/14 2014/15

April May June July August September October November December January February March Total 2012_13 2013_14 2014_15

SRS15_0
4

Number of elective FFCEs -
ordinary admissions

1010 983 1003 961 969 1050 1124 1055 878 1042 1035 1143 12253 12379 12583 12769

SRS15_0
5

Number of elective FFCEs -
daycases

3029 2980 3099 3102 2934 3063 3292 3064 2762 3081 3111 3239 36756 37136 37749 38308

SRS15_0
6

Total number of FFCEs in 
the period

4039 3963 4102 4063 3903 4113 4416 4119 3640 4123 4146 4382 49009 49515 50332 51077

HRS06
2011 2011/12 2012/13 2013/14 2014/15

April May June July August September October November December January February March Total 2012_13 2013_14 2014_15

HRS06_0
2

Number of G&A non-
elective FFCEs in the 
period

2587 2655 2591 2618 2670 2644 2836 2747 2855 2769 2559 2809 32340 32459 32461 31991

Non-elective Admissions
2012

GP Written Referrals from GPs for a first outpatient appointment in G&A specialties

Other referrals for a first outpatient appointment in general & acute specialties

First Outpatient Attendances (consultant-led) following GP Referral in general & acute specialties

All first outpatient attendances (consultant-led) in general and acute specialties

2012

Elective Admissions
2012

2012
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Appendix 4 – Operating Framework 2011/12 Planning 
Checklist 
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HEALTH & WELL-BEING SCRUTINY 
COMMITTEE 

8th JUNE 2011 
 

  

ANNUAL WORK PROGRAMME AND POLICY REVIEW 
2011-12 

 

  

REPORT OF THE CHIEF EXECUTIVE  
 
1. Purpose of Report 
 
1.1 For Members to determine the Annual Work Programme for the Scrutiny 

Committee during 2011-12, including the main theme for a detailed policy 
review. 

 
2. Background 
  
2.1 The Scrutiny Committee is responsible for setting its own work programme 

within the following scope:   
 

General Scope:  To consider issues relating to health and adult social 
care services 
 
Remit: Social Care (Adults); Welfare Rights; Relationships and scrutiny 
of health services; Healthy life and lifestyle choices for adults and 
children; Public Health; Citizenship (Adults); and External inspections 
(Adult Services) 

 
2.2 The Council’s Scrutiny Committees are aligned to the relevant priorities of the 

Sustainable Community Strategy – the Sunderland Strategy. This allows each 
Scrutiny Committee to focus on the priority areas and targets in the 
Sunderland Strategy and Local Area Agreement (LAA) and for the work of all 
Scrutiny Committees to consistently address those areas of performance 
requiring detailed examination.  

 
2.3 This approach allows a clear themed focus on the outcomes for the people of 

Sunderland, and allows for cross-cutting examination of issues, with potential 
for linking areas of knowledge and expertise that would not ordinarily be 
brought together, so increasing the likelihood of the committees identifying 
novel approaches and solutions to the issues they consider.  

 
2.4 The most relevant Sunderland Strategy priority for this committee is:  
 

Healthy City: To create a city where everyone can be supported to 
make healthy life and lifestyle choices - a city that provides excellent 
health and social care services for all who need them. Everyone in 
Sunderland will have the opportunity to live long, healthy, happy and 
independent lives. 
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2.5 All Scrutiny Committees will take a role in the scrutiny of partnership and area 
issues and have a role in engaging with partners, external scrutiny, community 
and public engagement, and engaging with media and area scrutiny. 

 
3. Policy Review 

 
3.1 Policy review is the process of maintaining an overview of council policies and 

will usually examine whether the Council and its partners intended policy 
outcomes have been achieved.  The process will also explore issues such as 
the service user’s perspective. 

 
3.2 Policy reviews are project planned with appropriate methodology applied to 

investigate the chosen topic.  This may include meetings, site visits, surveys, 
public meetings or analysis of comparative practice in other local authorities.      

 
3.3 Previous reviews carried out by this Scrutiny Committee have included 

Hospital Food, Dementia Care, Living with Diabetes, Employment of Adults 
with a Physical Disability, Community Mental Health, Corporate Parenting, 
Keeping Older People out of Hospital, and Home Care Services.  All previous 
reviews are available at  
http://cityweb/directorates/chief-executive/scrutiny/scrutinyhome.shtm 
 

3.4 Following the selection of a topic for review, the Committee will receive a 
report setting out a possible approach to the review.  This will include the 
terms of reference, definitions, links to corporate goals, partnerships, the 
national and local context, and proposals for gathering evidence. 

 
3.5 The shortlist of topics for 2011-12 is listed below.  The Committee is 

recommended to select one topic from this shortlist for an in depth review.  
The list includes all topics suggested by Members from the discussions held at 
the Scrutiny Conference on 19th May 2011. 
 

Suggested Topic 
 

Objective of the review 

Male Mortality To investigate male mortality and its links to cancer 
(early awareness; chronic disease management; 
variation in hospital services).  Relevant services 
include smoking; alcohol and obesity. 
 

Hospital Discharge 
 

The review will consider the support available for 
patients who are ready to be discharged from 
hospital and whether this is coordinated and that all 
elements of the support needed after discharge is 
available.  The review could consider this national 
issue in a local context across the health, 
community care and housing services.  
 

Telecare – use of 
technology in social 
care 

How Sunderland Telecare contributes  to the 
councils keys service delivery  including:- 

https://cityweb/directorates/chief-executive/scrutiny/scrutinyhome.shtm
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 • Choice and Control.  

• Independent Living  

• Equal Access for All.  

• Improving Health and Well-being.  

 

Strengthening 
Transition 
Arrangements – 
young person to 
adult 
 

Continuity of health care from children to adults. 
Assessing how services are joined up and planned 
for especially for children with multiple and complex 
needs or learning disabilities.  
 

Best start – children 
and young people 

Assessing the life course of children/young people, 
beginning with breast feeding and uptake, smoking 
in pregnancy.  
 

 

3.6 Other items discussed for possible work programme topics included:  
 

(a) Supported Living for Vulnerable Adults – supporting people with complex 
needs at home including extra care, the move out of group living schemes 
to people with a learning disability or with mental health problems living in 
their own homes and all associated tenancy issues.    

 
(b) Reducing Under-18 Conception Rate -  the National Support Team for 

Teenage Pregnancy produced a report in April 2010 and the Scrutiny 
Committee may wish to receive a report on progress against the 
recommendations.   

 
(c) Re-commissioning of Staying Healthy services including substance 

misuse; obesity and more targeting of deprived/at risk areas and the 
further development of services. 

 
(d) Houghton Quarry Landfill – possible public health issues including water 

supply and how agencies are responding to public concerns.  
 

(e) Workplace Health – how do employers promote well-being services, early 
detection and prevention and take on a leadership role (links to Male 
Mortality project).  

 
(f) Ageing Well – services which allow people to stay in their own homes.  

(links to Delayed Discharge project). 
 

(g) Food in private care homes – extending the work carried out during last 
year’s food in hospitals review to include residential care. 

 
(h) Personalisation – Balancing risk and choice to meet the personalisation 

agenda, e.g. is the approach suitable and adaptable for all service users. 
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(i) Improve Access to Services – specifically the under-use of services by 
certain groups and equity of take up (links to Male Mortality project). 

 
4. Work Programme 

 

4.1 A draft work programme for 2011-12 with items already scheduled is attached 
as Appendix A.    

 
4.2 The work programme can be amended during the year and any Member of the 

Committee can add an item of business to am agenda (See Protocol 1 
Overview & Scrutiny Handbook). 

 
5. Conclusion & Recommendation 
 
5.1 The Committee is asked to : 
 

(a) Consider the draft Annual Work Programme for 2011-12 and indicate any 
additions or amendments; 

(b) Consider the list of suggestions for policy review and determine one topic 
for review. 

 
5.2 Subject to any amendment at this meeting, the work programme will be 

submitted to the Management Scrutiny Committee in its coordinating role. 
 
6. Background Papers 

None 
 
 
 
 

Contact Officer : Karen Brown 0191 561 1004   
 karen.brown@sunderland.gov.uk 
 

 

mailto:karen.brown@sunderland.gov.uk
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HEALTH AND WELL-BEING SCRUTINY COMMITTEE WORK PROGRAMME 2011-12         Appendix A   

 JUNE  
08.06.11 

JULY 
19.07.11 

SEPTEMBER 
7.09.11 

OCTOBER 
19.10.11 

DECEMBER 
07.12.11 

JANUARY 
11.01.12 

FEBRUARY 
22.02.12 

APRIL  
4.04.12 

Cabinet  
Referrals & 
Responses 

 Cabinet Response 
to 2010/11 Food 
Policy Review 
 

  Progress report 
on 2010/11 Policy 
Review 
 

   

Policy Review  Work Programme & 
Policy Review (KJB) 
 
 

Scope of Policy 
Review (KJB) 
 
 

 
 

 Home Care – final 
progress report 
(SL) 

  Draft Annual 
Report (KB) 
 

Performance   Performance & VfM 
Annual Report (SL) 
 

Procurement of 
social care for 
adults with a 
learning disability 
– progress report 
(SL) 
 

Performance Q2 
(SL) 
 

 
 

 
 
 

Performance Q3 
(SL) 
 

Scrutiny Safe and 
Sustainable: 
Consultation 
 
Integrated Strategic 
& Operational Plan 
(STPCT) 
 
Health & Well-Being 
Board  (JC) 
 

Campus Closure 
Programme (PC) 
 
 

Safe and Sustainable:  
Independent report 
 
Assessment 
Procedure (PC) 
 
 

Meals at Home 
Service (PC) 
 
 
 

Safe and 
Sustainable 
outcome of 
consultation 

Quality 
Standards 
Care Homes 
(SL) 

 
 

Annual 
Commissioning 
Plan (STPCT) 
 
 

CCfA/Members 
items/Petitions 

 
 
 
 

 
 

      

   
At every meeting:  Forward Plan items within the remit of this committee / Work Programme update 

         



Page 80 of 86

HEALTH AND WELL-BEING SCRUTINY COMMITTEE  
 
8th June 2011 
 
HEALTH AND WELLBEING BOARD 
 
REPORT OF THE DIRECTOR OF HEALTH, HOUSING AND ADULTS 
 
1.  Purpose of Report 
 
1.1  The purpose of this report is to provide members with an update about 

progress in Sunderland with the development of a Health and 
Wellbeing Board and an update on the surrounding national policy 
context. 

 
2. Background 
 
2.1  On 12th July, the Secretary of State for Health launched the equity and 

excellence in health, liberating the NHS white paper. The white paper 
The NHS White Paper “Equity and Excellence: Liberating the NHS” 
was published in July 2010 and was followed up with a number of 
further guidance papers detailing aspects of the new proposals for 
consultation. One of the seven supporting guidance papers “Liberating 
the NHS: Local democratic legitimacy in health’ details proposals for: 

 
• Local Authorities taking on health improvement functions 
• Local Authorities role in promoting service integration 
• Local Health Watch organisations acting as independent consumer      
champions, accountable to Local Authorities 
• Health and Wellbeing Boards 

 
2.2 The “Liberating the NHS: Local democratic legitimacy in health’ 

consultation document states that local authorities will have greater 
responsibility for health in four areas: 

 
• Leading Joint Strategic Needs Assessments (JSNA) to ensure 
coherent and co-ordinated commissioning strategies 
• Supporting local voice, and the exercise of patient choice 
• Promoting joined up commissioning of local NHS Services, social 
care and health improvement 
• Leading on local health improvement and prevention activity 

 
2.3 In delivering these functions, the Local Authority will have a “convening 

role” and “promote joint commissioning between GP consortia and 
Local Authorities”. 

 
2.4  The guidance states that there will be “an enhanced role for elected 

Local Councillors and Local Authorities, as a more effective way to 
boost local democratic engagement”. 
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2.5 Directors of Public Health (DPH) will transfer to Local Government and 
be jointly appointed by the Local Authority and a new national Public 
Health Service. They will bring with them a “transferred resource” of 4 / 
5% of NHS spend currently dedicated to prevention. This budget will be 
ring fenced within the Local Authority. The DPH will have strategic 
influence over the wider determinants of health, independently advising 
elected members and being part of the senior management team in the 
local authority. 

 
2.6 In addition, the government intends “to develop a more powerful and 

stable local infrastructure in the form of Health Watch, which will act as 
local consumer champions across health and care. Local Involvement 
Networks (LINKS) will become the local Health Watch, which will 
become like a ‘citizens advice bureau’ for health and social care”. 
Health Watch will be given additional funding for NHS complaints 
advocacy services and supporting individuals to exercise choice.  

 
2.7 Local Authorities will commission Health Watch and may intervene in 

the event of underperformance. Health Watch will also report to Health 
Watch England which will be established as part of the Care Quality 
Commission. 

 

2.8 The Health and Social Care Bill states that each local authority must 
establish a Health and Wellbeing (H&WB) Board for its area. The Bill 
also states that the H&WB Board will be a committee of the local 
authority. 

 
2.9 Local authorities will take on an enhanced health role, including the 

major responsibility of improving the health and life-chances of the 
population they serve. These functions will be conferred on the local 
authorities as a whole not just the responsibility of the Health and 
Wellbeing Board. During 2011, joint arrangements need to be in place 
to manage the transfer of PCT funding to social care activities 
benefiting health. 

 
2.10 The Health and Wellbeing Boards will bring together the key NHS, 

public health and social care leaders in each local authority area to 
work in partnership. 

 
2.11  The proposals in the Health and Social Care Bill require the Council 

and its partners to build on the progress that has been made, to 
engage emerging GP consortia, to consider to what extent and in what 
way joint working and or integration should be taken forward, and to 
successfully transfer public health functions to the Council. 

 
3. Current Progress in Sunderland 
 
3.1 The Council has continued to work in partnership with health 

colleagues and the developing arrangements with the GP 
Commissioners.  Earlier in the year the opportunity was provided to all 
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local authorities to apply to become a network of early implementers of 
health and wellbeing boards.  Sunderland was successful in gaining 
this status and in June 2011 a report will come to Cabinet setting out 
the proposals for the implementing an Early Implementer Health and 
Wellbeing Board. 

3.2 Across the country there are now 132 councils that will adopt early 

“shadow” boards in 2011/12.  It is intended that the key players will 

come together to consider all health and care needs together.. 

3.3 In terms of current national guidance it is anticipated that health and 
well-being boards will be established from 2013, running formally in 
shadow form from 2012, with 2011/2012 as a transitional year.   

 
4.  Role of Scrutiny 
 
4.1 Moving forward the role of scrutiny will become increasing important to 

scrutinise the work and decisions of the Health and Wellbeing Board 
and provide support and challenge to the evolving work programme.  In 
Sunderland it is proposed that scrutiny remains independent of the 
Health and Wellbeing Board from the outset. 

 
5.  Conclusion 
 
5.1  The Committee is asked to note the contents of the report and provide 

initial comments upon the role of scrutiny going forward.  It is 
suggested that following the Cabinet report, further consideration to the 
role of scrutiny going forward is considered at the July Scrutiny 
Committee. 

 
6.  Background Papers 

 
Equity and Excellence in Health, liberating the NHS white paper 
Commissioning for patients – consultation paper 
Regulating healthcare providers – consultation paper 
Transparency in outcomes – consultation paper 
A framework for the NHS and local democratic legitimacy in health – 
consultation paper 

 
 
Contact Officer: Jean Carter, Deputy Director of Health, Housing and Adults 
Jean.carter@sunderland.gov.uk 
Tel: 0191 566 2698 
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HEALTH & WELL-BEING SCRUTINY COMMITTEE 8
th
 JUNE 2011 

SAFE AND SUSTAINABLE CONSULTATION: CHILDREN’S HEART SERVICES 

REPORT OF THE CHIEF EXECUTIVE  

 

1. Purpose of Report 

1.1 To provide the Scrutiny Committee with details of the ongoing consultation about the 

reconfiguration of children’s heart services in England. 

2. Background 

2.1 The NHS in England is currently consulting on proposals for reconfiguration of 

children’s congenital heart services in England. The four-month Safe and Sustainable 

consultation has involved public consultation events and online consultation. 

2.2 The consultation follows the national ‘Safe and sustainable review’ which is 

proposing four options to reduce the number of hospitals providing children’s heart 

surgery from 11 to six or seven.  The review also proposes that many non surgical 

services, such as diagnosis, assessments and ongoing care, are provided closer to 

where patients live. 

 

3. Consultation Process 

3.1 Safe and Sustainable would like to encourage overview and scrutiny committees to 

consider and respond to the proposals set out in the consultation document Safe and 

Sustainable: a new vision for children’s congenital heart services in England (‘the 

consultation proposals’). 

http://www.specialisedservices.nhs.uk/safe_sustainable/public-consultation-2011 

3.2 Safe and Sustainable will share key findings of the health impact assessment during 

the consultation to inform responses to the consultation, and a more substantive 

report will be shared in August 2011.  An independent report on the outcome of the 

consultation will also be shared in August 2011.  Overview and scrutiny committees 

will then have an opportunity to add to their earlier submissions, should they wish to, 

until 5 October 2011.  

3.3 Responses to the consultation proposals will be considered in the decision-making 

process, along with an independent report to the consultation, full health impact 

assessment and other evidence.  

3.4 No decisions about the future of any of the centres under review will be made until 

after the consultation. A decision on the proposals is expected in November 2011 

and it will be made by the Joint Committee of Primary Care Trusts (JCPCT) on behalf 

of local commissioners. 

3.5 Once the JCPCT makes a decision on the future configuration of children’s 

congenital heart services in England, Safe and Sustainable will share it with the 

overview and scrutiny committees.  This is expected to take place in November 2011.  

https://www.specialisedservices.nhs.uk/safe_sustainable/public-consultation-2011
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4. Conclusion 

4.1 Members are asked to consider and respond to the proposals in the consultation. 

 

5. Background Papers 
 

Safe and Sustainable: A New Vision for Children's Congenital Heart Services in 

England - Consultation Document 

 

 

 

 

Contact Officer : Karen Brown 0191 561 1004   

 karen.brown@sunderland.gov.uk 

 

 

 

 
 

mailto:karen.brown@sunderland.gov.uk
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HEALTH & WELL-BEING SCRUTINY 
COMMITTEE 

8th June 2011 
 

  

FORWARD PLAN – KEY DECISIONS FOR THE 1 JUNE 
– 30 SEPTEMBER PERIOD  

 

  

REPORT OF THE CHIEF EXECUTIVE  
 
1. Purpose of the Report 

 
1.1 To provide Members with an opportunity to consider the Executive’s Forward Plan 

for the period 1 June – 30 September 2011. 
 

2. Background Information 
 
2.1 The Council’s Forward Plan contains matters which are likely to be the subject of a 

key decision to be taken by the Executive. The Plan covers a four month period and 
is prepared and updated on a monthly basis.   

 
2.2 Holding the Executive to account is one of the main functions of scrutiny. One of the 

ways that this can be achieved is by considering the forthcoming decisions of the 
Executive (as outlined in the Forward Plan) and deciding whether scrutiny can add 
value in advance of the decision being made.  This does not negate Non-Executive 
Members ability to call-in a decision after it has been made. 

 
2.3 In considering the Forward Plan, members are asked to consider only those issues 

which are under the remit of the Scrutiny Committee. These are as follows:- 
 

General Scope:  To consider issues relating to health and adult social care services 
 

Remit: Social Care (Adults); Welfare Rights; Relationships and scrutiny of health 
services; Healthy life and lifestyle choices for adults and children; Public Health; 
Citizenship (Adults); and External inspections (Adult Services) 

 
3. Current Position 
 
3.1 The relevant extract from the Forward Plan is attached. 
 
3.2 In the event of members having any queries that cannot be dealt with directly in the 

meeting, a response will be sought from the relevant Directorate. 
 
4. Recommendations 
 
4.1 To consider the Executive’s Forward Plan for the current period. 
 
5. Background Papers 

 
Forward Plan 1 June – 30 September 2011 
 

Contact Officer : Karen Brown, Scrutiny Officer  
 karen.brown@sunderland.gov.uk 
 

mailto:karen.brown@sunderland.gov.uk
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Forward Plan: Key Decisions from - 01/Jun/2011 to 30/Sep/2011  

Items which fall within the remit of the Health and Well Being Scrutiny Committee 
  

 

No. Description of 

Decision 

Decision 

Taker 

Anticipated 

Date of 

Decision 

Principal 

Consultees 

Means of 

Consultation 

When and how to 

make 

representations 

and appropriate 

Scrutiny 

Committee 

Documents 

to 

be 

considered 

Contact 

Officer 

Tel No 

01506 To agree to the 

recommendations of 

the Health and 

Wellbeing Scrutiny 

Committee following a 

review of the Health 

Needs Ex-Service 

Personnel 

Cabinet 22/Jun/2011 MoD, HM Armed 

Forces, NHS North 

East, Regional 

Commissioning 

Units, Primary Care 

Trusts, Foundation 

Trusts, Local 

Authorities 

Evidence at 

Regional 

Events 

Via the Contact 

Officer by 20 May 

2011 - Health and 

Wellbeing Scrutiny 

Committee 

Scrutiny 

Committee 

Minutes 

Karen 

Brown 

5611004 

01438 To agree the Social 

Care Contributions 

Policy for 

Personalisation 

Cabinet 22/Jun/2011 Cabinet, Service 

Users and Ward 

Members, Portfolio 

Holders 

Briefings and/ 

or meetings 

with interested 

parties 

via the Contact 

Officer by 20 May - 

Health and 

Wellbeing Scrutiny 

Committee 

Report Neil 

Revely 

5661880 

01505 To agree the 

recommendations of 

the Health and 

Wellbeing Scrutiny 

Committee following a 

review of Food in 

Hospitals. 

Cabinet 22/Jun/2011 Service Users, City 

Hospitals 

Sunderland, Age UK 

and Links 

Evidence at 

Scrutiny 

Meetings 

Via the Contact 

Officer by 20 May 

2011 - Health and 

Wellbeing Scrutiny 

Committee 

Scrutiny 

Committee 

Minutes 

Karen 

Brown 

5611004 
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