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Meeting of the Governing Body 
 

To be held on Tuesday 25 January 2022, 1.45pm – 3.30pm. 
 

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

 
AGENDA 

 
1. Welcome and Introduction   

C Macklin, Vice chair 
  

    
2. Apologies for Absence   
    
3. Declarations of Interest   
    
4. Minutes of the previous meeting held on 30 

November 2021 
 Enclosure 

    
4.1 
 

Matters arising from the minutes and action log 
 

 Enclosure 
 

5. Notification of Items of Any other business   
    
6. Question Time 

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

  

    
7. 
 
7.1 
 
 
7.2 
 
 
 
7.3 
 
 
8. 
 
8.1 
 
 
 
 

Items of Quality and Safety 
 
Patient Story 
A Fox 
 
Minutes of the Joint Quality and Safety Committee 
meeting held on 14 December  2021 
P Harle 
 
Quality and Safety Update 
A Fox 
 
Items for decision 
 
Clinical Leadership proposed model and approach 
for Sunderland 
C Nesbit 
 
 

 
 
 
 
 
 
 
 

 
 
Verbal 
 
 
Enclosure 
 
 
 
Enclosure 
 
 
 
 
Enclosure 
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9. 
 
9.1 
 
 
9.2 
 
 
9.3 
 
 
10. 
 
10.1 
 
 
10.2 
 
 
10.3 

Items of Governance and Assurance 
 
Performance Report 
S Watson  
 
Financial Report  
D Chandler 
 
Sunderland Partnership Memorandum of 
Understanding 
 
Items for sub-committee assurance 
 
Minutes of the Executive Committee meeting held 
on 11 January 2022 
 
Minutes of the Executive Committee meeting held 
on 1 February 2022 
 
Minutes of the Patient and Public Involvement 
Committee meeting held on 9 November 2021 
 

 
 
Enclosure 
 
 
Enclosure 
 
 
Enclosure 
 
 
 
 
Enclosure 
 
 
Enclosure 
 
 
Enclosure 
 
 

11. Items for Information Only 
 

 
 

 

11.1 
 
 
11.2 
 

Accountable Officer’s Report 
N O’Brien 
 
Minutes of the Northern Joint CCG Committee 
meeting held on 10 February 2022 
 

 Enclosure 
 
 
Enclosure 

12. Any other business   
    
13. Date of next meeting   
 Tuesday 24 May 2022, Virtual meeting.   
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GOVERNING BODY 

 
Minutes of the meeting held on Tuesday 25 January 2022, at 2.00pm 

by Virtual Video Conferencing 

Minutes 
 

 
Present: Mr Chris Macklin, Vice Chair 
 Dr Raj Bethapudi, Elected GP Member  
 Mr David Chandler, Deputy Chief Officer/Director of Finance 
 Mr Derek Cruickshank, Secondary Care Clinician 
 Mrs Pat Harle, Lay Member Primary 

Mrs Ann Fox, Director of Nursing and Quality 
Dr Fadi Khalil, Elected GP Member  
Dr Tracy Lucas, Elected GP Member  
Dr Saira Malik Elected GP Member 

        Dr Neil O'Brien, Accountable Officer 
    
In Attendance: Dr Claire Bradford, Medical Director 

   Mrs Fiona Brown, Executive Director of Neighbourhoods,    
Sunderland City Council  

 Mrs Debbie Burnicle, Lay Member PPI 
 Ms Deborah Cornell, Head of Corporate Affairs 
 Mr Eric Harrison, Lead Practice Manager 
 Mrs Clare Nesbit, Director of  People and Primary Care 

Ms Gerry Taylor, Executive Director Public Health and Integrated 
Commissioning, Sunderland County Council 
Mr Matt Thubron,  
Mrs Jan Thwaites, minutes 

 
2022/01 Welcome and Introductions 

 
The Chair welcomed everyone to the meeting, informing those present 
that the meeting would be recorded. This was to support administrative 
accuracy and for robust governance. There were no objections to the use 
of the recording device. 

2022/02 Apologies for Absence 
 

Apologies had been received from Dr Ian Pattison, Clinical Chair  
 

 
The Chair confirmed that the meeting was quorate. 
 

2022/03 Declarations of Interest 
 

Ms Cornell declared that she was Head of Corporate Affairs 
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across both South Tyneside and Sunderland CCGs. 
 
Mrs Harle declared that she holds a post as a lay member at 
South Tyneside CCG.  The Chair accepted the declaration 
and noted this should be a standard item on the agenda. 

 
Dr O’Brien declared that he was Accountable Officer across Durham, 
South Tyneside and Sunderland CCGs 

 

2022/04 Minutes of the previous meeting held on 30 November 2021 
 

Subject to a minor amendment the minutes of the meeting held on 30 
November 2021 were APPROVED as an accurate record.   

 
2022/05 Matters arising from the minutes  
 

There were no matters arising from the minutes. 
 

2022/06 Notification of Items of any other business 
 
 There were no items of other business. 
 
2022/07 Question Time 
 
 There were no questions from members of the public. 
 
2022/08 Section 75 agreement 

 
The purpose of the report is to seek agreement of the Section 75 for the 
Better Care Fund (BCF) for 2021/22. 
 
The guidance for the BCF which would be received from a national 
perspective had been delayed. The BCF was aligned to the All Together 
Better (ATB) delegation. It was noted that there was more work to do 
going forward in regard to the new place based arrangements. There 
were no material changes from previous years. 
 
As a point of accuracy it was noted that there were 5 programmes of 
work in ATB not 4 as noted in the appendices of the report. 
 
The Governing Body NOTED the content of the report and APPROVED 
the Section 75 arrangement for 2021/22 between Sunderland CCG and 
Sunderland City Council. 

 
2022/09 Minutes of the Quality and Safety Committee meeting held on 12 

October 2021 
  

 The Governing Body RECEIVED the minutes for Assurance. 
 
    2022/10 Quality and Safety Update 
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 The update gave a summary of key issues pulled together across quality 
and safety. 

 
 In response to a question it was confirmed that the birthing unit in South 

Tyneside and Sunderland NHS Foundation Trust (STSFT) due to the 
Covid pandemic and staff pressures was still closed at this time. It was 
noted that maternity across the patch were all having similar challenges, 
these were being monitored and reported on. 

 
 In terms of the LeDeR update where the diagnosis of autism in adults 

with no learning disability would be included from beginning of January; 
clarity was requested as it was not yet clear how the process would be 
enacted. It was not clear yet how to take this forward. The review of 
deaths would commence from February. The process would be looked at 
to ensure it was as effective as it could be and would be routinely 
reported into the Quality and Safety Committee as part of its usual 
governance arrangements. 

 
 The Governing Body RECEIVED the report and NOTED the content. 

  
  2022/11  Performance Report 

  
The report provided the Governing Body with an exception report in 
relation to the current position for the CCG against the NHS Single 
Oversight Framework requirements. 
 
Attention was drawn to the key highlights from the report, these included 
the following areas: 
 

• Performance remained in a relatively positive position despite the 
usual winter, surge and Covid issues 

• Planned care remained in a positive position although there were 
some areas of pressure 

• Referral to treatment (RTT) remained positive with Sunderland 
remaining the highest performer in the ICS at 84% of patients 
being seem within 18 weeks against the standard of 92% 

• Over 52 week waits remained stable at around 250, there had 
been a substantial reduction over the past few months with the 
majority being in relation to orthopaedics. 

• 104 week waiters a static position of around 19 patients with the 
majority in complex spinal specialist services 

• Diagnostics were impacted by Covid especially echo 
cardiography, the position had improved month on month and was 
expected to improve further during January to March. Additional 
capacity had been commissioned via national funding 

• Urgent care remained a challenge locally, regionally and nationally 
and around emergency department, NHS 111 and ambulance 
response time performance – the latter was under extreme 
workforce pressures across the whole service. Additional capacity 
was in place for NHS111 via Vocare. The CCG were working with 
the co-ordinating commissioner on an improvement plan linked to 
performance recovery. These issues had been escalated to the 
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Quality Surveillance Group   

• Emergency department had deteriorated due to Covid pandemic 
and the volume of patients. Remain in a positive position in terms 
of the surge arrangements to support the system focus on 
discharge and working with the local authority in relation to social 
care 

• In regard to children's mental health demand and waiting times 
and referrals remained high with a further increase in November 
2021. The performance remained positive with a slight increase in 
children's waiting times, capacity remained strong with the 
additional support provided via the Mental Health Investment 
Standard. 

• Over 80 week waiters remained significantly low at pre pandemic 
levels 

 
Clarity was requested in relation to the NEAS use and advice given to 
patients around personal transport and taxis, was this advice still correct 
and what category of patients was this aimed at. 
 
In response it was noted that NEAS had promoted this advice in relation 
to category 3 and 4 not 1 and 2 resulting from the pressures during 
December. The CCG were working with the lead commissioner to deal 
with the information from NEAS and ensuring a system response. It was 
noted that if someone had a medical emergency they should still ring 999 
to receive an appropriate level of triage if this was truly required. The 
surge group worked with partners to look at ways to ease the pressure 
on NEAS by looking at alternate non clinical transport for patients who 
were not critically unwell. Around 31 December NEAS had reached the 
highest level of critical escalation. Some of the pressures were easing at 
this moment in time. It was confirmed that NEAS were not aware of any 
patient harm in regard to the changes that had been made. 
 
A question was raised in relation to the section in the report stating that 
A&E attendance had been 12% lower than in December  2019 – was this 
all attendances or did it include the Urgent Treatment Centre (UTC). In 
response it was both including paediatrics, adults and children which had 
been volatile over the past few months due to Covid and lockdowns. 
During this November and December they had reduced below 2019/20 
levels. In terms of total attendances these were lower and paediatric 
attendances had also reduced.  
 
In relation to CAMHS and CYPS waiting times whilst better than pre-
pandemic levels and the significant investment involved could a more 
itemised action plan with the mitigating actions be included in the next 
report. In response it was noted that a Single Point of Access (SPOA) for 
Children was being developed to ensure referrers, parents, schools etc 
know where to access services and be seen by the most appropriate 
clinician and team. This information could be included in future reports 
including information on referral benchmarking. 

 
The Governing Body NOTED the position and progress against each 
indicator in the NHS Single Oversight Framework and the risks to 
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performance as a result of Covid19. 
 Mr Thubron left the meeting 14.42pm. 

 
  2022/12  Finance Report 
 

 The purpose of the report was to present to the Governing Body a 
summary of the financial position and year end forecast as at month 9 
(period ending 31st December 2021). 

 
 In addition, the report provided assurance on the delivery of the CCGs 

productivity plan for 2021/22. 
 

 The CCG were delivering against all the financial key performance 
indicators and were forecasting a surplus of £3.6m which was £3m above 
plan. This revised position was following a discussion at Governing Body 
development session and NHSE national and regionally requesting  
robust as possible forecasting for month 9. In regard to Covid funding 
there were more funds than required, prescribing had improved across 
the board, seeing underspends as patients not moving to the 
independent sector to reduce waiting times. Packages of care were 
forecasting improvement. 

    
 The CCG were looking to spend as much as possible whilst protecting 

the public purse. There had been over £5m used to promote schemes 
approved by a Governing Body sub-committee. 

 
 The report highlighted some variances against the plan for example 

continuing health care was an overspend some of which was driven by 
the impact of Covid. The mental health overspend was linked to section 
117 packages of care. 

 
 In regard to risks they weren’t many adverse risks, there may be  

additional slippage on the budgets i.e. prescribing or covid schemes. 
 

 The guidance for next year had been issued in draft form, this states that 
CCG surpluses across and ICB would be merged, the 1% that each CCG 
has to achieve would then be removed. It was explained that the letter of 
guarantee that Sunderland CCG had from NHSE would be respected, 
this totalled £9.5m and would transfer to the ICS. Assurance would be 
sought that this money would be protected for Sunderland. 

 
 The CCG were developing 4 business cases as quickly as possible to 

ensure drawdown funding was spent. The cases included were mental 
health hubs in the community, a wellness centre at St Benedict's, a 
command centre at the hospital to manage overflow and recruitment and 
retention workforce schemes. 

 
 It was noted that the four schemes if approved could provide a legacy 

from Sunderland CCG to the population of Sunderland. 
 
 A comment was raised in regard to the guarantee that the surplus would 

remain in place. In response it was noted that it would be the ICB's 
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decision to allocate its resources but as this was a historic sum there was 
a strong rationale where this should be protected. It was important to 
invest in the agreed business schemes and carry them through to 
completion. 

 
 Action: Dr O'Brien would raise the issue of the letter of guarantee when 

the ICB designate board was in place and would discuss this with Sam 
Allen, Chief Executive (Designate) ICB when she came into post. 

 
 A question was raised in relation to the elective recovery monies and the 

allocation to the independent sector. What monies were going to the 
private sector and was this recoverable if the activity was not as per the 
contract, if there was an issue of patients not accessing this service this 
needed to be looked into to assess the issues. 

 In response it had been assessed how much activity would go through 
the independent sector this may have either been over optimistic 
planning or that less people came forward. It was explained that if 
operations did not happen then there was not a money flow as this 
flowed with the patients. 

   
 The Governing Body NOTED the finance update and CONSIDERED the 

legacy drawdown proposals outlined within section 8 of the report. 
  
  2022/13  General Practice Update 
   
  Mrs Thompson joined the meeting at this point 15.02pm. 
 

 The purpose of the report was to provide an update to the Governing 
Body regarding initiatives that have been implemented to support our GP 
practices in 2021/22. 

 
 An overview to the significant support and investment to General Practice 

was given being mindful of the challenges that they and the system had 
faced and continue to do so. 

 
 Assurance was given on three key areas: 
 

▪ Investment and support 
▪ How budgets been utilised to provide value for money 
▪ Improving patients access and outcomes 

 
 Attention was drawn to the work in regard to the GP retention support 

and increase of trainers, the GP career start scheme had been put in 
place for a further 4 years, the Career start nurse programme in 
conjunction with Health Education England to ensure it mapped across 
the fellowship scheme that had been introduced this year. 

 
 The support received in light of the Covid vaccination programme from 

CCG, Sunderland GP Alliance and South Tyneside and Sunderland NHS 
Foundation Trust (STSFT) was acknowledged. There was a big ask of 
general practice to support the booster programme and the rapid 
implementation of this by the end of December. Practices had offered up 
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to 50% of their practice management to support the programme. 
  
 There had been lots of changes in regard to the 12-15 year olds and the 

5-11 year olds. Vaccinations would be offered as soon as the vaccine 
had been  received. 

 
 Responses to requests for pop up clinics had been undertaken with 

sessions available in Sunderland adjacent to the Primark store. These 
had proved very popular with 200-300 attendances per day and included 
people who had not had either 1st or 2nd vaccinations. 

 
 The flu programme continued with over 65s doing well, more work was 

required in regard to under 65s and pregnant women. 
 
 A significant issue had been raised in regard to access to appointments. 

Work was ongoing in Sunderland to try to improve this, a response had 
been sent in regard to the national requirement that had been received. 

 A number of schemes had been developed via the winter access fund to 
support practices to implement improved access. These included a  
respiratory hub for paediatric appointments and overspill clinics.  

 
 The support that the 6 Primary Care Networks (PCNs) had received 

included a number of staff recruited through the additional roles 
reimbursement scheme, a large pharmacy team within the PCNs as well 
as social prescribers, health and wellbeing coaches and therapy staff. 

 
 The CCG workforce lead had been working closely with the Local 

Authority, CNTW and STSFT to obtain some therapy staff to work with 
the PCNs. 

 
 Some of the funding within PCNs was short term in terms of the 

leadership and development fund and some ongoing into practices and 
PCNS with constant scrutiny to ensure this had been utilised fully. 

 
 Thanks were given for a very comprehensive report and the work on the 

GP Strategy, the amount of investment in general practice to deliver care 
closer to home and to enable practices to deliver at pace the vaccination 
programme for Sunderland. 

 
 A risk going forward had been highlighted in that the investments were 

non-recurrent and were the efforts put in so far sustainable in the future. 
 It was acknowledged that some areas in the report such as quality 

premium were in essence recurrent.  
   
 In related to the variances of access in the report there was a need to 

understand this data more if to improve access. 
 
 A question was raised as to what patients did before trying to access GP 

appointments. Need to work with the public to highlight other options 
such as pharmacies and NHS111. 

  
 A question was raised in relation to a news item where it was stated that 
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1 in 10 staff in practices may leave because of the vaccination 
requirement – was this an issue in Sunderland. In response it was noted 
that following a regional stocktake this had not been deemed to be a 
huge risk for the operation of primary care. The CCG were working with 
practices re the potential impact on services; the numbers were very low. 

 
 It was explained that Sunderland had 2 outstanding practices, the rest 

had been rated good and 1practice was in special measures. In terms of 
the variation the data was quite stark although there was an access 
project being undertaken to get underneath some of the data as this was 
not showing the correct picture. There was a need to understand what 
was important to patients, what could be done to get the right messages 
out to patients and to understand what the practices barriers were. 

 
 Thanks were given by the Chair of the Primary Care Commissioning 

Committee for the excellent report and the commitment shown to and by  
Primary Care during this trying time. 

 
 The Governing Body NOTED the contents of the report and the work 

undertaken within the CCG to support general practice and PCNs. 
 RECEIVED assurance that primary care budgets were being fully utilised 

for a number of initiatives which had been developed to support 
practices. 

 
  2022/14  Governing Body Assurance Framework  
 

The report presented the Governing Body with an update for the 
Governing Body assurance framework (GBAF).  This is the half year 
position for 2021/22. 
 
The report set out the progress in delivery of the CCGs corporate 
objectives. The framework had been updated by the Director and 
relevant leads and had been reviewed by the Audit and Risk Committee. 
The current report incorporated minor changes recommended by the 
committee. Appendix one set out these changes and Appendix two was 
the strategic risk register that detailed the risks under the GBAF. 
 
The Governing Body RECEIVED the updated GBAF 2021/22 for 
assurance. 

 
2022/15 Minutes of the Executive Committee meeting held on 2 November    

2021 
 
  The Governing Body RECEIVED the minutes. 

 
2022/16 Minutes of the Executive Committee meeting held on 7 December 

2021 
 
  The Governing Body RECEIVED the minutes. 

 
2022/17 Minutes of the Primary Care Commissioning Committee meeting 

held on 24 June 2021 
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  The Governing Body RECEIVED the minutes. 
 
2022/18 Minutes of the Audit and Risk Committee meeting held on 21  

September  2021 
 
 The Governing Body RECEIVED the minutes 
 

2022/19  Accountable officer's Report 
   The report gave an update from the Accountable Officer on key issues 

  that affected Sunderland. 
 

Due to a delay in the implementation an update on the ICB position had 
not been included  within the report. It was noted that the recruitment 
process for the Executive Directors should be completed by the end of 
February 2022. The aspiration was to have the shadow arrangements 
running from 1 April 2022. 

  
The urgent and emergency care pressures had been highlighted earlier 
in the meeting in particular the delayed discharges. It was noted that ATB 
had undertaken a fantastic role working collaboratively with the 
Foundation Trust to unblock some of these issues. 
 
The booster campaign had also been recognised with an amazing effort 
across the North East and particularly in Sunderland. Thanks were given 
to all involved in this undertaking. 

 
  The Governing Body RECEIVED the report. 

 
2022/20  Any other business 
 

 There was no other business. 
 

2022/21  Date of next meeting 
  Tuesday 22 March 2022, Virtual meeting. 

 



                                                                  NHS Official                                              Item: 4.1      

              

 
1 

NHS SCCG Governing Body Action Log      

NHS Sunderland CCG Governing Body Action Log   
 

 

Minute Reference Action Point Lead Timescale 

2022/12 Dr O'Brien would raise the issue of the letter of 

guarantee when the ICB designate board was in 

place and would discuss this with Sam Allen, Chief 

Executive (Designate) ICB when she came into 

post. 

 

NO Following the meeting 
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Joint Quality and Safety Committee 

14 December 2021, 9am – 12:00 
Via Microsoft Teams  

 
 
Present:  
  Mrs Pat Harle, Lay Member STCCG/SCCG (Chair) 
  Dr Claire Bradford, Medical Director SCCG 

Mrs Debbie Burnicle, Lay Member for PPI SCCG 
Mr Tarquin Cross, Secondary Care Clinician STCCG (joined at 10:45)  
Mr Derek Cruickshank, Secondary Care Clinician SCCG 
Miss Kirstie Hesketh, Head of Quality and Safety STCCG/SCCG 
Mrs Ann Fox, Executive Director of Nursing Quality and Safety SCCG 
Dr Saira Malik, Executive GP SCCG 
Ms Helen Osborn, Senior Clinical Quality Officer NECS 
Ms Jeanette Scott, Executive Director of Nursing Quality and Safety STCCG 

 
In Attendance: 
  Mrs Victoria Cotter, STCCG (for item 2021/132 only) 
  Mr Connor Dooley, Clinical Quality Nurse, SCCG (for item 2021/131 only) 
  Mrs Maria Farrow -Tait (for item 2021/128 only) 

Mrs Jane Leighton, Governance Manager SCCG/STCCG 
Mr Ben Seale, Public Health Lead, (on behalf of Ms Gerry Taylor) Sunderland 
Council  

  Ms Eleanor Hardy, PA SCCG (minutes) 
 
 
2021/123 Welcome and Introductions 
 

The Chair welcomed everyone present to the meeting of the Joint Quality and 
Safety Committee.  
 

 
2021/124 Apologies for Absence 
     

Mrs Vicky Playforth, Head of CHC and Complex Cases SCCG 
Dr Ian Pattison, SCCG Clinical Chair 
Mrs Wendy Proctor, Designated Nurse Safeguarding Adults SCCG 
Ms Gerry Taylor, Executive Director of Public Health and Integrated 
Commissioning 
Mrs Sharon Thompson, Designated Nurse Safeguarding Adults STCCG 
Dr Matthew Walmsley, Clinical Chair STCCG 
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2021/124  Declarations of Interest 

 
The Chair reminded all present that if any declarations became apparent 
during the meeting these should be declared at the time of the relevant 
agenda item.  
 
The Chair declared an interest in that she was a lay member with both South 
Tyneside CCG (STCCG) and Sunderland CCG (SCCG). This would be a 
standard declaration of interest item going forward. Miss Hesketh declared an 
interest as she is Head of Quality for South Tyneside and Sunderland CCGs. 
Mrs Leighton declared an interest as she was the Governance Manager for 
STCCG and SCCG.  Ms Osborn declared an interest as she was NECS 
Clinical Quality support to both South Tyneside CCG and Sunderland CCG.  
Dr Malik declared an interest due to her substantive role as GP in Sunderland 
 
The Chair advised there were no material issues.  
 
The Chair declared the meeting as quorate. 
 
The Chair updated the committee, due to the vaccination programme and 
CCG staff to be deployed into it, the contents within the reports would be 
utilised regarding issues, risks, mitigating actions and assurance, in the 
minutes to give assurance to both Governing Bodies that although the  
meeting would be condensed, all such was available, and that key points of 
issues and concerns were raised and discussed 

 
 
2021/125 Minutes of the Joint Quality and Safety Committee held on 12 October 

2021 
 

The minutes of the meeting held on 12 October 2021 were AGREED as a true 
and accurate record of the meeting. 

 
 
2021/126 Matters Arising  
 
 There were no matters arising.   
   
 
2021/127 Action Log  
 

Actions 4, 5, 6, 7, 10, 12 and 13 had been updated prior to the meeting and 
the Quality and Safety Committee supported the actions taken and approved 
them for closure.  Actions 8, 9 and 11 would remain on the action log and 
updated prior to the next meeting on 8 February 2022. 
 
 

  QUALITY AND GOVERNANCE 
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2021/128 Quality and Safety Risk Management Reports  
 

The report provided the committee with the latest update of the quality and 
safety risks in each CCG area as of 1 December 2021.  
 
There were currently six risks documented for STCCG and one risk had been 
closed during the reporting period.  
 
There were currently 14 risks documented for SCCG: one new risk had been 
added and one risk closed during the reporting period. 

 
The Joint Quality and Safety Committee RECEIVED the reports and NOTED 
the content. 

 
 
  PATIENT SAFETY 
 
2021/127 Patient Safety Specialist Briefing  
 
  Miss Hesketh provided a verbal update to the committee.  
 

The Patient Safety Sylabus had been released and as the Patient Safety 
Specialist for the 2 CCGs, Miss Hesketh would recommend that individuals 
within both CCGs undertook this training.   
 
Mrs Fox suggested this should be recommended as good practice and people 
AAAencouraged to undertake this training in Quarter 4.  
 
It was queried whether there was a process for training to be added to 
manatory training and it was agreed this would be explored. 

 
The Joint Quality and Safety Committee supported the recomendation made 
by Miss Hesketh. 
 
Action: Mrs Fox/Dr Bradford to identify if there is a process for adding 
mandatory training for SCCG and Mrs Scott to look at this being added 
to the required training programme for STCCG. Also to propose to both 
Executive Committees with the emphasis that this is an important 
element of training.  

 
The Joint Quality and Safety Committee RECEIVED the update for 
information  

   
 
2021/128 Safeguarding Reports (SCCG and STCCG) 
 
  STCCG Safeguarding Report  
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The report provided an overview of safeguarding activity within South   
Tyneside and assurance that statutory responsibilities were being complied 
within the CCG and across the health economy.   

 
In light of the recent press coverage in relation to the death of child Arthur, the 
Prime Minister had asked for a national review to be undertaken.  There would 
be an extraordinary meeting held with South Tyneside Safeguarding 
Partnership to ensure that all partners had the correct practice and 
procedures in place with regards to looking after, safeguarding and protecting 
children.  
 
The STCCG Designated Doctor had already delivered training to South 
Tyneside's Children and Adults Partnership staff on bruising in mobile babies 
and when to be suspicious, in response to the child safeguarding review for 
child J, and would be delivering training again at least twice to reiterate the 
issues that happened with child Arthur.   
 
A number of pieces of work in primary care were underway in relation to 
reducing the risk to children by ensuring systems were in place to facilitate 
sharing timely and proportionate information across the agencies in the 
borough.  There was assurance for this committee that the safeguarding 
children practice in South Tyneside was being looked into. 
 
The Chair queried whether there was assurance from SCCG in relation to this.  
Mrs Fox advised that SCCG had been doing a significant amount of work 
around safeguarding with regard to covid recovery and was aware there 
would be unkowns because of the lockdown. It was constant practice in 
Sunderland to review practices within safeguarding children and adults 
services.  However full assurance could not be given that something would 
not emerge  For assurance to the committee, Ofsted concluded a full 
inspection of 'Together for Children' (TfC) in June 2021. The outcome rated 
TfC as 'Outstanding' in its publication on 20 August 2021. 

 
The Chair noted this would be a difficult time for the teams involved and 
queried whether there was support in place.  It was confirmed supervision was 
in place and the teams very much supported each other.  
 
For assurance to the committee, both CCGs had ongoing monitoring and 
governance via the CCG Designated and Named Safeguarding Assurance 
Group, Provider QRGs and all statutory partnerships.   

 
SCCG Safeguarding Report 
 
The report provided an overview of safeguarding activity within Sunderland 
and assurance that statutory responsibilities were being complied with in the 
CCG and across the health economy.  The quarterly assurance submission 
dates at QSC had been aligned with safeguarding data updates. 
 
Attention was drawn to the work the Looked After Children Sunderland had 
done around how they wanted to be referred to. A very powerful piece of work 
had been undertaken around how those children wanted to be referred to and 
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they wanted to be referred to as "Cared for Children", the same as any other 
child. The Chair requested that the committee's congratulations were given to 
those children who had carried out this  piece of work.  
 
The language used in terms of clinicians/statutory roles was discussed.  From 
a medical/legal perspective, this was a worry as clinicians are  taught exact 
key words to use for documentation and record keeping and legally, these 
were the terms that were accepted. Although Dr Malik fully supported the new 
language, she was unsure what the ramifications would be. 
 
It was noted none of the statutory guidance had changed and changes 
needed to come from government down.  
 
Mrs Farrow-Taite advised from a Sunderland perspective, the title had of the 
designated nurse already changed to "Cared for Children". The issue was that 
the title had not been changed in Statutory documentation.  
 
The Chair stated that conversations needed to be held at various levels to 
ensure there was shared understanding around this and asked for assurance 
that those conversations would be held locally and nationally.  
 
Mrs Scott noted it was really important to use language consistently to ensure 
there was no confusion, but the national statutory element needed to be 
considered. The key thing was to get the national language changed.  
 
Mrs Fox suggested in the meantime, to look at some local guidance and 
include in brackets the term LAC (Looked After Children) where necessary.  
Mrs Fox reiterated that all partners in Sunderland had agreed to the change. 
The Safeguarding Team needed to determine what was the implementation 
plan so that the guidance was consistent and correct across all teams. Also, 
to issue some guidance around how we would propose to manage the 
medical/legal perspectives to enable the change in language to happen.  
 
Action: Mrs Farrow-Tait to explore the implementaion plan, ensure it 
addresses the above medical/legal concerns and update the QSC at the 
next meeting. 
 
The Chair referred to the implications with regard to the Covid Level 4 
situation and the vaccination porgramme and the impact on the teams. Mrs 
Fox advised that discussion on what support the teams could give to the 
vaccination programme would be explored with the team directly following this 
meeting accepting there were statutory duties the team needed to continue to 
deliver. Support would be for the a 4-6 week period for the most important 
priority in the NHS at the moment.  Developments would need to be paused to 
ensure we did not compromise delivery of the CCGs statutory duties.  

 
Clarification was sought on what section 42 enquiries were as the report 
stated there had been a 110% increase in these.  In response it was 
explained that these were Adult Safeguarding Concerns (when an adult was 
at significant risk of harm). From July 2021, there had been a change in the 
safeguarding adults triage process resulting in more concerns being 
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progressed to Section 42 Enquiries. This was a direct result of aligning with 
NHS England data response options and regional practice. There had been 
an increase in section 42 enquiries but the significant increase was due to the 
change in data criteria and recording.  
 
The Joint Quality and Safety Committee RECEIVED both reports and NOTED 
the assurance provided.  

 
 
2021/129 Quarterly LeDeR Update  
 
  Miss Hesketh provided a verbal update to the committee.  
 

There had been no further movement from an ICB/ICS perspective.  Cases 
were being monitored and reviews were assigned as they arise and the 
LeDeR Panels continued to sign off cases from a multi disciplinary 
perspective. There were new quarterly reports being published through the 
regional network and Miss Hesketh proposed that going forward reference 
material from these will be brought to the committee so members could see 
what was being published from a regional perspective around any themes and 
trends. The Chair and committee members were happy with this proposal.  
 
Mrs Scott advised that the CCGs were under pressure to identify the resource 
that was applied to these reviews.  In South Tyneside, although NECS had 
been used for some reviews, local teams had been used that knew the 
individuals or families involved. It was becoming difficult in regards to time and 
costs to carry out reviews.  There was a risk that South Tyneside would be 
identifying teams within the trust and within the Joint Commissiooing Unit who 
carry out reviews but who are already in substantive posts.  The level of the 
risk around 'reviewer' resources for the ICB was not known currently.  
 
Miss Hesketh advised that the risks had been identified on the transition 
documents for the ICB in preparation. Provider staff were not being listed as 
reviewers and many had not completed the revised training in the last round. 
On the returns to region it had been documented that ST/SCCGs  had no 
reviewers, due to the team being in substantive posts, and support the 
reviews through goodwill.  
 
The Chair noted that expectations would be raised in terms of the level of 
family input to the porgramme and appropriately supported. 
 
The Joint Quality and Safety Committee RECEIVED the update for assurance 
and information.  

 
 
2021/130 SIRMS Quarter 2, 2021/22 Report - South Tyneside and Sunderland 

CCGs 
 
 The report provided the committee with information and assurance from the 

Quarter 22021/22 Safeguarding Incidents and Risk Management System 
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(SIRMS)  activity for South Tyneside CCG and Sunderland CCG.  The report 
would also be shared with the GP Practices across both CCG areas. 

 
 The data showed a positive  increase with the level of reporting from  

Sunderland pratices but indicated a decrease in South Tyneside practices 
reporting. Both CCGs and NECS continue to promote incident reporting 
robustly.  

 
 Work has continued on making changes to the SIRMS system; the incident 

form had been streamlined in part but further work was required as well as 
improving feedback mechansims to incident reporters. 

 
 Assurance for the committee was: 

• Sustained high rates of self-reporting internal incidents. 

• Reciprocal reporting processes in place. 

• Trusts using SIRMS to feedback investigation findings direct to the 
incident reporter.  

• Learning shared from GP practice and provider incidents 
 

The Chair noted that assurance had been given to the committee around 
making the SIRMS system more user friendly.  Miss Osborn advised that 
service users would be involved throughout the process and SIRMS would be 
a standardised system across the region. Other changes needed to be made 
by the software provider Uyleses and those changes would take a little longer 
to implement but should be in place within the next 2 months.  
 
Dr Bradford advised the CCG had been made aware of a number of serious 
incidents that may not have been recorded on SIRMS at this time.  Quite a lot 
of pressure had to be put on the practices concerned to  enter these on 
SIRMS. This was a note of caution that we needed to continue to work on 
promoting reporting to practices. 
 
The committee noted that work was ongoing and being addressed with 
practices that were not reporting and Commissioning Managers were 
monitoring this.  
 
Mrs Burnicle queried whether it was clear why some practices were not 
reporting.  In response Miss Osborn advised there were multiple reasons 
including time, so the more streamlined the reporting form becomes the better. 
Also, there would always be pratices that were reluctant to engage for various 
reasons. The benefits of reporting incidents and the learning from them 
needed to be reiterated to pratices.  
 
Mrs Scott shared that when the SIRMS system was launched,  incident 
reporting had been promoted at TiTo sessions across South Tyneside and 
Sunderland.  At a previous session she had been challenged by some GPs as 
they had their own internal incident reporting system which is being used for 
the CQC incident reporting requirements. A significant amount of work had 
been undertaken to ensure SIRMS was user friendly but it continued to be the 
same practices that did not report. 
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Dr Malik noted that practices were asked to do multiple things by different 
organisations and the reporting system needed to be streamlined from a 
CCG/NHSE perspective.  
 

 
The Joint Quality and afety Committee RECEIVED the report NOTED the 
content.  
 

 
QUALITY IN COMMISSIONED SERVICES  

 
2021/131 Quality Assurance Exception Report  
 

The report outlined any key risks to quality for the CCGs’ main commissioned 
providers, as well as actions and related assurances, whilst outlining any 
contractual changes included in the providers’ standard contracts. In addition 
to this the report detailed information regarding primary care incident reporting 
on the Safeguard Incident & Risk Management System (SIRMS). 
 
Since the report had been written, South Tyneside and Sunderland 
Foundation Trust (STSFT) had reported a never event which was the second 
one this year for the Eye Infirmary.  This had been a patient who had laser 
procedure undertaken on the wrong eye.  The patient did  require surgery on 
both eyes, but the underlying issue was around the site marking.  

 
The Chair noted the report had addressed some of the areas of concern from 
the previous meeting.  There were 2 main areas that the committee had 
concerns about which were NEASFT and the system, and Midwifery.   

 
Mrs Fox updated the committee on the NEASFT and the wider urgent care 
system concern. The committee had recognised that the pressures within the 
urgent and emergency care system  may manifest in  poor performance for 
NEASFT.  So much capacity and time was lost to handovers and the 
committee were accepting that NEASFT were experiencing the same 
pressures as other providers, including work force challenges associated with 
Covid and staff having to isolate etc.  There was also the issue of  significant 
handover delays being felt across the whole system which meant clinical 
teams are sat outside of Emergency Departments for a considerable time.  It 
was acknowledged that although the NEASFT Quality Review Group (QRG)  
look at quality issues, they are not looking at the whole system issue, 
therefore the challenges and risks to quality had been raised with the Chair of 
the Quality Surveillance Group (QSG).  There had been agreement that this 
would be high on the QSG agenda.  There was a significant amount of work 
being undertaken nationally to try to release ambulance crews, and the 
committee were mindful that every ambulance trust across the country was in 
a similar position.   CCGs are wanting to look at this through the quality lens 
as there may be patient harm that is not being measured.  There was no 
answer to these issues yet, but the CCGs were endeavoring to join up what 
was happening operationally within the Urgent and Emergency Network, the 
QSG and NEASFT QRG.  The action on the action log for executives to have 
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conversations at the right places had been completed however, currently 
there was nothing further to share.  
 
To support SCCG pressures locally, the Executive Committee had 
commissioned a non-clinical patient transport service to support general 
practices to enable people to be taken to the correct point of care.  This was 
the taxi company previously used to take patients to the hot hubs during the 
first Covid outbreak.  Mrs Fox empathised this was non-clinical and was for 
patients that did not have a friend or family member to transport them.  It 
would be interesting to see the impact and the frequency that the service was 
being used and its effectiveness  as a SCCG place based contribution. .  
 
Mr Cruickshank noted it was reassuring to see the action that had been taken 
and queried whether there was a timeline to receive outcomes  from the 
system wide review.  Mrs Fox was unable to give an answer at the present 
time, however advised that pressures in emergency and urgent care were 
currently high up the agenda with other top priority pressures and for further 
assurance, this had been escalated to the QSG as it cannot necessarily  be 
resolved at place level. 
 
It was agreed that this action would remain on the action log to enable 
updates to be provided as appropriate. 
 
The Joint Quality and Safety Committee RECEIVED the report NOTED the 
content and had sought clarification where required.  

 
  
2021/132 SCCG Care Home Quality Assurance Report 
 

The report provided an overview by exception of quality risks, good practice, 
issues, or concerns relating to the care home sector across Sunderland.   
 
Assurances were: 

• ATB Programme 5 was now established with key projects to further 
support and transform care home services and drive quality and safety.  

• The Care Home and community service partnership group (sub-group 
of Programme 5) was increasing its scope and reviewing their Terms of 
Reference to increase inclusivity and impact of support mechanisms 
across the care sector of the health and social care system. 

• The CCG Clinical Quality Nurse was continuing to be involved with the 
development of multi partner information sharing.   

 
Mr Dooley invited any questions from the committee and requested if any 
further questions came up following the meeting to email him directly and he 
would respond. 
 
Mrs Burnicle noted it was good to see the walk arounds by the Infection 
Control Team and questioned  if there had been any issues  with staff leaving 
because of vaccinations and its impact. Mr Dooley advised the assurance he 
had received was it had not had any significant impact on staff numbers and 
no reduction in care.  As an exception, one concern had been 10 members of 
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staff (from a total of 50 staff) from one care home trapped abroad because of 
travel restrictions. The Care Home Manager had put measures in place via 
bank/agency staff and had been more than covered in terms of staffing.  
 
The Chair was glad to see that the local authority commissioning team were 
moving away from a tiered approach to quality assessment and various 
standards changed to "we are assured of quality" or "we are not assured of 
quality". 
 
The Chair referred to pressure ulcers in care homes and noted the 
significance of this to patients.  In the past there had been an issue around 
staff being able to identify those patients coming into care homes with 
pressure ulcers. It would be good to get a focus on this moving forward and 
queried whether this could be done.  Mrs Fox advised that Mr Dooley had 
being having conversations with care homes to assess what useful 
updates/training needs may be as a follow-on progression from the PROACT 
research done in care homes. This was something that was in hand but 
thought needed to be given around the timing. Mr Dooley would be having 
focused meetings with the Tissue Viability Nurse for STSFT who had some 
new developments coming through around identification of pressure damage, 
particularly in people of colour and there was a need to move away from 
"react to red".  This would form part of the package that would be delivered to 
providers as part of the training.  Updates on this would be included in the next 
report to QSC. 
 
Dr Bradford noted the worry over the new Covid situation was the impact on 
staffing levels in all sectors. Even if people had been vaccinated and become 
unwell, the biggest problem to care homes and all other services is that people 
would not be able to go to work.  It was good to receive assurance, but we 
need to ensure that staff have been boosted and continue with all of the other 
non-pharmacal interventions as well.  
 
The Chair noted it was going to be a concerning time and queried if there was 
something the CCG could do.  Mrs Fox advised the SCCG had the care Home 
Group as programme 5 in ATB where commissioners and partners were all 
involved. The CCG have had assurance that Business Continuity Plans were 
in place, but full assurance could not be given, however  the CCG was as best 
prepared and planned as could be based on the experience over the last 2 
years. In terms of escalation, CCGs had regular surge meetings, the 
frequency which could be stepped up to address pressures when necessary.  
The CCG had mechanisms in place to know and then look for a system 
response to support.  
 
Dr Malik referred to patient safety and the well-being of those providing safety 
measures and was not conscious that any work was being done around the 
General Practice workforce in Sunderland. In terms of Primary Care, Dr Malik 
queried what mitigating steps were being taken to find out how that workforce 
was doing and how people were feeling.  Mrs Fox advised that the CCG had 
carried out a lot of work through the Executive GPs, Primary Care Network 
(PCN) Directors and the Commissioning Mangers to look at how we could 
support general practices.  This was difficult as CCGs were not the employer 
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but had provided the tools and resources shared throughout the Pandemic for 
everyone to use to support health and well-being.  In addition, with care 
homes, regular resources went out via the Local Authority who took the lead in 
terms of commissioning.   Also, a lot of work had been undertaken in terms of 
understanding and amplifying the mental health support offer that was 
available to our teams and care homes. It was incumbent both on 
commissioner and providers to ensure staff and teams across the whole 
system were being looked after. If there was anything that may be helpful to 
anyone working in heath and care, we should be sharing this. 
 
Dr Malik queried whether the CCG Head of Primary Care could be tasked with 
sending out a survey to different organisations the CCG was working with in 
relation to patients, asking how they were as this would be good assurance. 
Mrs Fox noted that some of this had been done previously; a suggestion could 
be made but we needed to be mindful it was not just about CCGs receiving 
assurance, we needed general practices teams and the lead in all our 
organisations to do something, even informally like a 10-minute huddle at the 
start of each day.  Mrs Fox would advise the Head of Primary Care of Dr 
Malik's suggestion and it was agreed Dr Malik would raise this for discussion 
at the next clinical leaders meeting but noted to be mindful that efforts were 
currently concentrated on vaccine/booster clinics due to the escalation to 
Level 4. 
 
Dr Bradford noted a regular survey, asking how staff were, was sent via email 
to all CCG staff. When the next routine email to practices was cascaded, the 
CCG would use this as an opportunity to remind practices what support was 
available for example every mind matters etc. and information would be 
included in the regular Newsletters that were distributed to all practices. Dr 
Malik would query what additional support practice staff required on the next 
Clinical Leaders Group call  
 
Action: : Dr Malik to raise possible action re staff wellbeing in general 
practice at the next clinical leaders meeting 
   
The Chair empathised that the current pressures in primary care were 
recognised and noted that the Primary Care Commissioning Committee and 
SCCG Primary Care Team were doing everything they could to provide 
support to practice staff. 
 

  The Joint Quality and Safety Committee RECEIVED the report for assurance.  
 

 
2021/133 STCCG Quality of Care Sector Assurance Report  
 
 The report provided an update and assurance to the committee regarding 

progress and outcomes arising from recent quality assessments and 
monitoring of providers within South Tyneside locality. 

 
 Assurance for the committee was: 
 

• Vaccinations of both residents and staff were very high. 



Item: 7.2  
     

Page 12 of 16 

 

• Any concerns were discussed at the South Tyneside Intelligence 
Sharing meeting with Safeguarding, CCG and CQC in attendance.  

• The Covid Core Group had been supporting Covid related initiatives 
and monitoring Covid related activity. 

• Enhanced support of all services continued with weekly contact in 
place. 

 
Miss Hesketh highlighted there were pressures across the Help to Live at 
Home (HTLAH) service, partly due to the rise in Covid levels in the community 
which was impacting on the workforce.  The Local Authority was working with 
providers to support recruitment and pressures across winter and the HTLAH 
team was working closely with all providers to ensure continuity of care.   
 
With regard to Children's Commissioned Services, the team would be 
adopting the regional quality assessment tool to look at the assessment for 
children's education and residential accommodation from January 2022. 
 
The Joint Quality and Safety Committee RECEIVED the report for assurance.  

 
 
2021/134 STCCG Transforming Care Report 
 
 The report provided a briefing to the committee on progress against the host 

commissioner arrangements and delivery of the learning disabilities 
programme.    

  
South Tyneside CCG held Host Commissioner responsibility for Rose Lodge 
Learning Disability Specialist Assessment and Treatment Unit based in 
Hebburn and a brief update on delivery was included in Appendix 1 of the 
report. Quarterly assurance visits took place every 3 weeks to the unit as well 
as the standard 6-8 weekly visits for a person with a Learning Disability and/or 
Autism who were placed in an out of area inpatient setting. 

  
 Miss Hesketh drew attention to "How Your Voice Counts" referenced within 

the report. Your Voice Counts had been commissioned to provide additional 
user voices into Rose Lodge to ensure there was a clear understanding of 
what a 'day to day' looked like for inpatients in Rose Lodge. This feedback 
would be used to improve the quality of the service.  In addition, the Joint 
Commissioning Unit had employed an 'expert by experience' to undertake 6-8 
weekly visits to Rose Lodge.   

 
 Mrs Fox noted the SCCG Transforming Care report was not on the agenda 

today as a comprehensive report had been submitted to the previous 
committee meeting and also because of the coordination of timing of quarterly 
reports.  

 
 Additional assurance for the committee was: 

• A specialist pharmacist for the Primary Care Health Hub had been 
recruited to support Stopping over Medication of people with a learning 
disability, autism or both and the Support Treatment and Appropriate 
Medication in Paediatrics (STOMP/STAMP) programme. 
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• The Learning Disability Alliance had a clear framework and action plan 
in place to ensure the CCG achieved its ambitions for meeting the 
requirements of the long-term plan for Learning disabilities/ Autism, 
with oversight from the Alliance Executive.     

 
The Joint Quality and Safety Committee RECEIVED the report NOTED the 
content. 

 
  

POLICIES FOR REVIEW 
 
2021/135 SCCG Domestic Abuse Policy  
 

The CCG Domestic Abuse in the Workplace Policy has been subject to a 
planned review.  There were some minor changes to the policy as well as 
updated hyperlinks and contact details. 

 
The policy now referenced; 

• the new Domestic Abuse Act 2021 

• the new Domestic Abuse Champion roles within CCG  

• guidance for staff / managers for stalking behaviors 

• updated legislation to support victims of stalking 
 

The Joint Quality and Safety Committee APPROVED the reviewed and 
updated policy. 

 
 

ITEMS FOR INFORMATION  
 
2021/136 SCCG Performance Report 
 

The Joint Quality and Safety Committee RECEIVED the report for information. 
 
 

2021/137 South Tyneside Alliance Executive Committee Integrated Quality and 
Provider Management Report 

 
  The Joint Quality and Safety Committee RECEIVED the report for information. 
 
 
2021/138 Cycle of Business (CoB) 
 

The Chair referred to the email that had been forwarded to the committee by 
Miss Hesketh following discussions with the Chair and Executive Directors of 
Nursing Quality and Safety, advising of the suggested way forward for the 
next meetings. The meeting scheduled for February would be a meeting of 2 
halves; the first half would focus on exception reporting.   
 
Mrs Fox advised that the second half would be for the Heads of Service to 
update the committee on the position regarding transitioning to the new 
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organisation. Using the transition documentation as the framework for the 
discussion. 

 
Following this, any key risks regarding transition and/or provider services 
would be documented.  Mrs Fox suggested that the draft quality handover 
document being produced by NECS was also available for this meeting or if 
the draft was not available, the meeting would inform what it would contain for 
Sunderland and South Tyneside.  This would be an opportunity to scrutinise 
the transition position at that point and also to flag any quality issues that had 
not been resolved at that point. 
 
Mrs Scott noted that it was hoped the Governance structure and scheme of 
delegation was available at that point and it was unlikely the top team would 
be in place. What the committee needed to do was decide how we kept things 
moving and safe until then.   
 
The Chair noted in taking this approach the committee had shown the level of 
responsibility and commitment to ensure the assurance mechanisms in place 
were effective and informed the transition. 
 
The Chair requested that Miss Hesketh captured this in the one-page quality 
and safety briefing she produced for the Governing Body to ensure they had 
assurance.  

 
Action: Miss Hesketh 
 
The next 2 meetings would be held on 8 February 2022 and 1 March 2022, 
followed by meetings on 12 April 2022 and 14 June 2022 but removed if we 
knew what was going to happen before then.  All of those dates would be sent 
via meeting requests to members of the committee and would be visible in all 
of their diaries.  
 
Action: Ms Hardy 
 
The Joint Quality and Safety Committee RECEIVED the Cycle of Business for 
information.  

 
 
2021/139 Sunderland GP Alliance Quality Review Group minutes, 26 May 2021 
 

The Joint Quality and Safety Committee RECEIVED the minutes for 
information. 
 
 

2021/140 Cumbria, Northumberland, Tyne & Wear NHS Foundation Trust Quality 
Review Group minutes, 17 August 2021 

 
The Joint Quality and Safety Committee RECEIVED the minutes for 
information. 
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2021/141 Designated and Named Safeguarding Assurance Group Dashboard 
Meeting minutes, 29 July 2021 

 
 The Joint Quality and Safety Committee RECEIVED the minutes for 

information. 
  
 
2021/142 North East Ambulance Service Quality Review Group minutes, 11 June 

2021 & 13 August 2021 
 
 The Joint Quality and Safety Committee RECEIVED the minutes for 

information. 
 
 
2021/143 South Tyneside and Sunderland Area Prescribing Committee minutes, 6 

October 2021 
 

The Joint Quality and Safety Committee RECEIVED the minutes for 
information.  

   
 
  ANY OTHER BUSINESS 
 
2021/144 Dr Bradford informed the committee there was an outbreak of avian flu at 

Washington Wildlife Centre.   There was a European and National avian flu 
problem affecting both wild and caged animals.  An outbreak meeting was 
being held with the UK Health Security Agency and mitigations were in place 
to swab and treat any workers at the Washington Wildlife Centre.  There was 
currently no risk to the general public and the risk to staff, who were being 
monitored, was low.  

  
  
2021/145 Any issues for escalation  
 
  Mrs Fox referred to the risk in relation to CNTW Foundation Trust (FT) 

compliance with their statutory training which was referenced within the 
Safeguarding Report.  In terms of an issue for escalation, she asked Mrs Scott 
to provide an update to the committee.  Mrs Scott advised that the issue with 
regard to Safeguarding Adults Level 3 training compliance had been raised 
with CNTWFT numerous times.  This had been escalated by the Designated 
and Named Safeguarding Assurance to the CNTWFT Quality Review Group 
as the issue had not been resolved and was a contractual obligation.  A 
commitment had been given from CNTWFT to start to address this issue.  An 
offer had been given to CNTWFT around multi-agency online training that 
would assist them in being compliant.   

 
On further discussion between Mrs Fox and Mrs Scott, around serious 
incidents they had recently reviewed, there was clearly issues around 
safeguarding adults knowledge and competence, not necessarily in relation to 
outcomes but included in learning that had been identified.  It had been 
agreed to escalate by writing a letter from the 3 Chairs of the CNTWFT Quality 
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Review Group.  Mrs Scott had drafted a letter containing an itemised action 
plan and the date of 31 March 2022 for completion and sent it to the other 2 
Chairs for consideration.  A response had been received from one of the 
Chairs but currently none from the remaining Chair. Mrs Scott would follow 
this up with the other Chair and the letter would be sent to CNTWFT this 
week.  This needed to be done on a more formal basis rather than an action 
on an action log as it had gone on for so long and other areas had also noted 
similar themes around safeguarding adults learning from serious incidents. 
Mrs Scott would ask the other 2 Chairs if they were happy for her to share the 
letter with the Chairs of their respective Quality and Safety Committees.   

 
 Action: Mrs Scott 
 
 The Chair would raise this issue to the Governing Body 
 
 
   
  DATE AND TIME OF NEXT MEETING 
 
2021/146 Tuesday 8 February 2022, 9am - 12.00 Via Microsoft teams  

  
   
 
 

Signed:    
 
   
 
 
  Date: 8 February 2022 
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GOVERNING BODY 

 
22nd March 2022 

Report Title: 
 

Quality and Safeguarding Update  
 

Purpose of report 

The following update provides the Governing Body with a succinct single page document highlighting quality and safeguarding 
activity across Sunderland Clinical Commissioning Group and its commissioned services.   
 

Key points 

• The update includes a brief overview of information reported at the Quality Safety Committee and details any key quality 
assurance exceptions, patient safety updates and any key publications.       

• Any key changes in legislation are reflected and a brief synopsis of safeguarding activity is presented.  
 

Risks and issues 

• Ongoing pressures have resulted in closure of the Midwifery Led Birthing Unit (MLBU) at South Tyneside being 
extended.    

• CCG Executive Committee have approved a business case proposal for the Adult MASH (Multi Agency Safeguarding 
Hub) which will provide recurrent funding for a band 7 Mental Health Navigator post. The service supports adults at risk 
to have improved outcomes for complex presentations and mental health issues. The service also improves signposting, 
GP liaison and supports the police and the council with understanding complex needs and high-risk individuals.   

• Sunderland CCG Safeguarding team are supportive of The Change Council, who are a group of cared for and care 
experienced children and young people, who have relaunched their Change the language campaign which is to be 
supported by Together for Children and partners across Sunderland. Our young people have advised that they would like 
to be known as cared for children as they do not 'LAC' in anything. The language used within National Policies has yet to 
be updated and decided on, therefore, the current consideration is for the 'language used' when communicating with a 
young person and the ask from this cohort is that we use this language when communicating with them.  

• Due to increasing pressures associated with the current acuity and complexity of in-patients at the Rose Lodge Learning 
Disability specialist assessment and treatment in patient unit in South Tyneside a decision was made by CNTWFT to 
temporarily close the unit to any new admissions for a period of 4-weeks. A meeting was held on the 7th March with 
commissioners to look at the rationale behind this decision and CCGs across the ICS are working together to address 
any delayed transfers of care that maybe contributing to the pressures.  

• In order to support the NHS to achieve its recovery priorities a new CQUIN (Commissioning for Quality and Innovation) 
framework has been reintroduced for 2022/23. The scheme consists of 15 core clinical priority areas which have been 
selected due to their ongoing importance in the context of COVID-19 recovery and where there is a need to reduce 
clinical variation between providers.  The scheme was discussed at length at the recent Quality Safety Committee and 
members felt strongly that scheme could have had a better focus on workforce. Currently one one element of the 
scheme, flu vaccinations relates directly to workforce – it was felt that flu was a little counterproductive and perhaps the 
scheme could have been better placed focusing more on the wider NHS staff health/well-being intitaives and also 
addressing rentention issues. The QSC were accepting that the CCG is unable to influence this current scheme but felt 
that feedback should be given to NHSE all the same. The CCGs Executive Nurses agreed to escalate to the Directors of 
People for consideration in future CQUINs.                         

• In accordance with National direction STSFT have commenced recruitment of community medical examiners to work 
across South Tyneside and Sunderland. To further promote these new roles the lead Medical Examiner based at STSFT 
attended a recent time in time out session with GPs. Work will need to progress on information sharing processes and 
effective pathways to enhance the medical examiner role in the community.         

• Since January the commissioned IPC service has provided outbreak support to 18 care homes across Sunderland which 
is further enhanced by a programme of training and education to address any identified needs. The team are also 
revisiting their approach with regards to engaging with GP Practices, in the hope of raising awareness of the IPC 
community support offer and available training and education that will help to ensure safe effective IPC practices in 
Primary Care.   

 

  Assurances 
  

• Any quality or safeguarding concerns are discussed at the CCG Quality and Safety Committee, and respective Quality 
Review groups with providers. 

• Key quality risks that may impact on the wider health care system are shared with the Cumbria and North East Quality 
Surveillance Group and captured on the CCGs directorate risk register.  

• Regular dialogue takes place between commissioned services and the CCG Executive Director of Nursing, Quality and 
Safety and the Head of Quality and Patient Safety and Safeguarding Designates.       

        

Recommendation/Action Required 

The Governing Body is asked to note the content of the update.    
 

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

Report author Kirstie Hesketh, Head of Quality and Patient Safety   



    

                                             
                                                                                                                                                                                                                                                  
                                                                                                                                                                                                                          
 

                                                                  Quality and Safeguarding Update  Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1:Develop and support system transformation and  ensure a well-led organisation  

CO2:  Maintain financial control and performance   

CO3: Maintain and improve quality of CCG commissioned services ✓ 

CO4:Identify and deliver the CCG’s strategic priorities  

CO5: Covid-19 Response and Recovery  

Relevant legal/statutory issues 

 

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

Yes  No ✓ N/A  

If yes, please specify  

Equality analysis 
completed 
(please tick)  

Yes  No  N/A ✓ 

Quality impact assessment 
undertaken  
(please tick) 

Yes  No  N/A ✓ 

 If no, please specify  yes, please specify  

Key implications 

Are additional resources 
required?   

 
No 

Has there been appropriate 
clinical engagement?  

Not applicable 

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

Not applicable 

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

Not applicable   

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

Not applicable  
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Commissioning for Quality and Innovation (CQUIN)      
In order to support the NHS to achieve its recovery priorities, 
CQUIN has been reintroduced for 2022/23. The scheme 
consists of 15 core clinical priority areas which have been 
selected due to their ongoing importance in the context of 
COVID-19 recovery and where there is a need to reduce 
clinical variation between providers.  The CQUIN financial 
incentive value sits at 1.25% of the contract value. Acute and 
mental health providers are only required to undertake a 
maximum of 5 indicators.  

• In line with Mental Health MH) specific CQUIN indicators 
Cumbria, Northumberland, Tyne and Wear NHS Foundation 
Trust (CNTWFT) will look to deliver flu vaccinations for 
frontline healthcare workers, cirrhosis and fibrosis tests for 
alcohol dependent patients, implement outcome 
measurements and adopt the use of biopsychosocial 
assessments. There is a MH CQUIN promoting use of anxiety 
disorder specific measures in improving access to 
psychological therapies (IAPT) and as this is commissioned 
separately with Life Cycle this CQUIN has been transferred to 
their contract. STSFT are proposing to deliver 5 CQUINs 
which will include flu vaccinations, NEWS2 scores, anaemia 
screening and treatment for patients undergoing major elective 
surgery. They also intend to implement the CQUIN for 
supporting patients to drink, eat and mobilise after surgery and 
for assessment, diagnosis, and treatment of lower leg wounds.    

• NEASFT - The scheme only offers ambulance Trusts one 
CQUIN; flu vaccination. Guidance suggests for providers with 
3 or less indicators that local additional schemes can be 
developed. Therefore, the Trust has been asked to propose a 
set of indicators for commissioner consideration and for 
discussion at the March contract meeting.      
       

Author  
Kirstie Hesketh - Head of Quality and Patient Safety, 
SCCG 
With contributions from the CCG safeguarding team    

 Quality Accounts   

• Guidance has been 
published for this year's 
quality accounts with 4 
exceptions.  
1) NHS Foundation 
Trusts (FTs) are no 
longer required to 
produce a quality report 
as part of their annual 
report.  
2) There is no national 
requirement for FTs to 
obtain external auditor 
assurance on the quality 
account. 
3) Publication has been 
amended and providers 
need to publish on their 
own websites by 30th 
June 22, not on NHS 
Choices as before.  
4) Integrated Care 
Boards (ICB) were 
expected to assume 
responsibility for review 
and scrutiny of the 

quality accounts. In light 
of the amended 
timescales for transition 
the 2021/22 quality 
accounts will now remain 
the responsibility of 
individual CCGs.    

•

  Safeguarding  

• The CCG Executive Committee have approved a business case proposal for the Adult MASH (Multi Agency Safeguarding Hub) 
which will provide recurrent funding for a band 7 Health Navigator post. This development is recognised as a high-quality service 
regionally and nationally and reflects good practice. The service supports adults at risk to have improved outcomes for complex 
presentations and mental health issues. The service also improves signposting, GP liaison and supports the police and the council 
with understanding complex needs and high-risk individuals.   

• Sunderland CCG Safeguarding team are supportive of The Change Council, who are a group of cared for and care experienced 
children and young people, who have relaunched their Change the language campaign which is to be supported by Together for 
Children and partners across Sunderland. This is part of the commitment to listening and considering the voices and wishes of 
children and young people. Our young people have advised that they would like to be known as cared for children as they do not 
'LAC' in anything. The language used within National Policies has yet to be updated and decided on, therefore, the current 
consideration is for the 'language used' when communicating with a young person and the ask on their behalf is that we use this 
language when communicating with them.  

 

Quality and Safety Committee (QSC)  
The QSC, held jointly with South Tyneside CCG, took place on the 8th February. Aside from information already cited in this update 
other areas of discussion to note are as follows:   

• Patient Safety Update: the committee discussed the implications the new patient safety incident response framework may have on 
existing processes and current resources. It was agreed that any significant risks that come to light would be recorded on the risk 
register. Organisations will be given time to embed changes and processes once work commences on implementing the framework.     

• Continuing Health Care: A report was recieved which highlighted ongoing achievement of the national CHC performance standards 
against a backdrop of significant system and workforce pressures.  

• Commissioning for Quality and Innovation (CQUIN): the new scheme for 2022/23 was presented to the committee and prompted 
debate around its mainly clinical focus. Members felt that the scheme could have had a better focus on workforce, as only one 
element specifically targets this and that is flu vaccinations. It was felt the flu indicator was a little counterproductive and perhaps  
the scheme could have placed a better focus on the wider NHS staff health/well-being and rentention issues that are being felt 
particularly following the impact of the pandemic. Accepting that the CCG is unable to influence this years scheme it was felt  
necessary to share this feedback with NHSE. The CCGs Executive Nurse agreed to escalate to the Directors of People for 
consideration in future CQUINs.                        
 

 
CCG Governing Body - March 2022 

Midwifery 

• South Tyneside Midwifery Led Unit (MLU): Owing to ongoing staffing pressures within maternity 
services the Trust have extended closure of the MLU.  

• On 25th January NHSE wrote to Trusts to highlight a few key asks, firstly that they revisit the 
maternity assurance tool with their public Boards by end of March 2022. The assurance tool includes 
the recommendations from the Morecambe Bay investigation report and the Ockenden report. The 
Trust Board will receive an update on the Ockenden 7 immediate and essential actions and overview 
of STSFTs maternity workforce plans. Secondly the letter outlines a requirement that progress is 
shared with the Local Maternity Systems and with the ICS. A specific item on maternity is being held 
at the March Quality Review Group to discuss maternity workforce, the MLU and staff progress with 
Ockenden and the better births framework.  

• CQC Maternity survey (2021), published February 2022. The survey sample was drawn from women 
who gave birth in February 2021, which was during the third national lockdown. In the past the 
maternity survey has shown year on year improvements, however the 2021 results showed a decline 
across many areas which likely reflects the impact the pandemic had on both services and staff. 
Overall areas particularly affected were involvement of partners, choice, information provision and 
staff availability. However, results show the majority of women continued to report positive 
experiences of maternity care, particularly during their labour and birth and indicators relating to 
continuity of care and mental health support were less impacted and scored positively. STSFT were 
one of 7 Trusts nationally who performed better than expected in the survey.         

 

Care Quality Commission (CQC) 

• Continue to maintain a focus on issues around access 
through their usual inspection activity and will not now 
carry out focused inspections on access only 

• CQC are continuing inspections of GP, out-of-hours and 
NHS 111 services where there is a risk of harm, this 
includes where they have previously identified breaches of 
regulations. These will usually be focused inspections 
looking at three key questions (safe, effective and well-
led), as well as any other areas identified as new concerns 

• Some inspection activity will be focused on the urgent and 
emergency care system which will help us understand the 
pressures, where local or national support is needed, and 
share good practice to drive improvement. 
 

  Due Diligence (DD): In readiness for the transition to the ICB CCGs are carrying out appropriate 
due diligence checks in connection with the transfer. Part of the DD covers a number of Quality 
Governance indicators and work has been ongoing within the Quality and Safeguarding teams to 
identify any risks or concerns ahead of transition. A position statement will be shared with the 
forthcoming April QSC in order for members to have oversight and also provide opportunity for their 
scrutiny and challenge 

Medical Examiner 

• Over the last year a Medical Examiner 
service has been established at South 
Tyneside and Sunderland Foundation 
Trust. The team currently consists of 5 
Medical Examiners and 2 Medical 
Examiner Officers. Their roles are to  
review the case notes of all non-
coronial adult deaths and agree the 
cause (s) of death to be recorded on 
the Death certificate with the clinical 
team, highlight cases that need 
coroner referral and raise any 
concerns that are identified about care.  

• In accordance with the national 
direction the Trust commenced the 
recruitment of community medical 
examiners to work across South 
Tyneside and Sunderland community 
and adverts were posted on NHS jobs 
in February.  

• To further promote the roles the lead 
Medical Examiner attended a recent 
time in time out session with GPs.       
  

Infection, Prevention and Control (IPC) 

• STSFT have been engaged in work to review 
hospital visitor restrictions by NHS Provider Trusts 
across North East and North Cumbria with the aim 
of supporting the introduction of safe visiting 
practices and ensuring consistency across Trusts. 
This has since been introduced across STSFT with 
visitors and carers being asked to follow strict 
infection, prevention and control guidance at all 
times.   

• Since January the commissioned IPC service has 
provided outbreak support to 18 care homes across 
Sunderland supported by ongoing training and 
education to address identified needs.     

• The IPC team are revisiting their approach with 
regards to engaging with GP Practices in the hope 
of raising awareness of the IPC community support 
offer and available training and education to ensure 
safe effective IPC practices are in place.   
 

Rose lodge (CNTWFT): Due to increasing pressures 
associated with acuity and complexity of patients at this time 
a decision has been made to temporarily close the unit to 
admissions for 4-weeks. CCGs across the ICS have met to 
consider how they can mutually address any delayed 
transfers of care that are contributing to increased 
pressures.            



NHS Official Item: 8.1 
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GOVERNING BODY 

 
22 March 2022 

Report Title: 
Clinical Leadership Proposals for Sunderland 
 

Purpose of report 

The purpose of this paper is to outline proposals for the clinical leadership model in Sunderland 
and to request the Governing Body to endorse the proposed clinical leadership model and note the 
direction of travel for ICB arrangements recognising the model will evolve over time.  
 

Key points 

On 11th February 2021 the Government published a White Paper proposing changes in legislation 

that will lead to the abolition of CCGs and the transfer of CCG functions to a statutory Integrated 

Care Board (ICB), (part of the Integrated Care System (ICS)), as of 01 April 2022.  This has since 

been delayed until 01 July 2022.   

The NHS published the design principles that ICSs are expected to adopt and clinical and care 

leadership is a key expectation.  This paper outlines the key design principles of the ICS in North 

East and North Cumbria but more specifically outlines the proposals for Sunderland, especially in 

respect of GP leadership. The proposed model for Sunderland will evolve over time as the ICS is 

finalised. Work is underway in respect of nurse and pharmacy leadership models. 

The paper also highlights the current ATB clinical leadership model as one which has been 

adopted for the out of hospital system and proposes a strengthened model of clinical leadership to 

feed into proposed governance arrangements (phase 1 and 2) via the Health and Care Delivery 

Board and up into the future Consultative Forum.  This ensures clinical leadership continues to be 

an important aspect of place-based arrangements in Sunderland. 

Risks and issues 

Should the clinical leadership model not be finalised prior to transfer to the ICB, there is a risk that 
there will be diminished control over what the final model will look like, leading to loss of 
organisational memory and disengaged clinicians.  This will unpick all the hard work the CCG and 
others have undertaken to ensure clinicians are at the heart of commissioning decisions and the 
expertise and experience that has been developed in Sunderland over the past few years. 
 

Assurances  
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By finalising the proposals now, this will provide sufficient time for implementation of the model 
prior to the abolition of the CCG. 

Recommendation/Action Required 

 
The Governing Body is asked to: 
 

• The Governing Body is therefore asked to: 

• Endorse the model of clinical leadership outlined in section 8 and be cognisant of the ATB 
model as shown in section 5.2 of this paper and how they compliment each other. 

• Agree that the proposed model will not exceed the cost of the current clinical leadership 
model. 

• Note that further work is required to determine clinical leadership of Together for Children 
as part of the overall place-based model 

• Note the direction of travel in line with ICB arrangements and that this clinical leadership 
model will flex and evolve in-line with ICB developments. 
 

Sponsor/approving directors   Dr Neil O'Brien, Accountable Officer 

Report authors 
Wendy Thompson, Head of Primary Care 
Dr Fadi Khalil, Clinical Vice-Chair and Exec GP 
Clare Nesbit, Director of People and Primary Care 

Governance and Assurance 

Link to CCG corporate objectives (please tick all that apply) 

CO1: Develop and support system transformation and ensure a well-led organisation  

CO2:  Maintain financial control and performance   

CO3: Maintain and improve quality of CCG commissioned services  

CO4: Identify and deliver the CCG’s strategic priorities  

CO5: Covid-19 Response and Recovery  

Relevant legal/statutory issues 

The Government's White Paper regarding the abolition of CCGs and the formation of the Integrated 
Care Board is yet to pass through legislation. 

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

Yes  No  N/A  

 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Quality impact assessment 
undertaken  
(please tick) 

Yes  No  N/A  

 Ye 
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Key implications 

Are additional resources 
required?   

No – the proposed model is not expected to exceed the current 
budget 

Has there been appropriate 
clinical engagement?  

Yes.  Information contained within the report has been 
discussed at clinical leaders forum and is supported by primary 
care clinical leaders throughout Sunderland 

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

Not directly as a result of this report  

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

Not directly  

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

Not as practices but individual partners from practices are part 
of clinical leaders forum and this has been discussed with PCN 
CDs. 
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Clinical Leadership Proposals for Sunderland 

 

1. Introduction 

The purpose of this paper is to outline proposals for the clinical leadership model in 

Sunderland and to request the Governing Body to endorse the proposed clinical 

leadership model and note the direction of travel for ICB arrangements recognising the 

model will evolve over time. 

The paper proposes a clinical leadership structure to not only meet the national and 

regional expectations of clinical leadership; it is also intended to support the future place-

based arrangements that are currently in development.   

It has a particular focus on GP leadership, as work is ongoing throughout the region in 

respect of leadership within other clinical disciplines.  Therefore, the arrangements 

discussed within this report will compliment and evolve over time as clinical leadership in 

the wider sense becomes formalised. 

2. Background 

On 01 April 2013, CCGs were formally constituted from member GP practices within 

defined geographical areas and were given the statutory responsibility to commission 

healthcare services at 'place'. They were designed to be clinically led organisations which 

ensured clinicians were at the heart of planning services to meet the needs of the local 

population.   

On 11th February 2021 the Government published a White Paper1 proposing changes in 

legislation that will lead to the abolition of the CCGs and the transfer of CCG functions to 

a statutory Integrated Care Board (ICB), (part of the Integrated Care System (ICS)), as of 

01 April 2022.  This has since been delayed until 01 July 2022. 

From a regional perspective this means there will be one ICS for the North East and 

North Cumbria, bringing together colleagues from 8 CCGs, 10 Foundation/NHS Trusts, 

13 Local Authorities, 66 Primary Care Networks and 16 Clinical Networks. 

There is a danger that the abolition of CCGs and the transfer of functions to an 

organisation covering a much wider geographical footprint, will diminish the clinical 

leadership models that are currently in place and thereby reduce clinical input into the 

decisions to be taken to support health and social care planning and delivery at 'place'. 

 
1 https://www.gov.uk/government/publications/health-and-social-care-integration-joining-up-care-for-people-places-

and-populations  

https://www.gov.uk/government/publications/health-and-social-care-integration-joining-up-care-for-people-places-and-populations
https://www.gov.uk/government/publications/health-and-social-care-integration-joining-up-care-for-people-places-and-populations
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This is however recognised within the ICS design framework, published in June 2021, 

which requests that ICSs develop a 'model of distributed clinical and care professional 

leadership, and a culture which encourages and supports such clinical leadership to 

thrive'.2 

3. Design Principles of ICSs 

On 02 September 2021 the NHS published 'Building strong integrated care system 

everywhere: ICS implementation guidance on effective clinical and care professional 

leadership' (Appendix 1).  The document explains there are two core expectations for 

each ICS in terms of clinical leadership: 

• Expectation 1: Each ICB is to agree a local framework for clinical and care 

professional leadership with ICS partners. 

• Expectation 2: Individuals in clinical and/or care professional roles on the ICB 

board, including the nursing director or medical director, should ensure leaders 

from all clinical and care professions are involved and invested in the vision, 

purpose and work of the ICS. 

To support these expectations, the document describes five core principles: 

• Principle 1: Integrating clinical and care professionals in decision-making at every 

level of the ICS. 

• Principle 2: Creating a culture of shared learning, collaboration and innovation, 

working alongside patients and local communities. 

• Principle 3: Ensuring clinical and care professional leaders have appropriate 

resources to carry out their system role(s). 

• Principle 4: Providing dedicated leadership development for all clinical and care 

professional leaders. 

• Principle 5: Identifying, recruiting and creating a pipeline of clinical and care 

professional leaders. 

4. Clinical Leadership within Northeast and North Cumbria (NENC) ICS 

There are a number of workstreams within the ICS that have been agreed as key 

priorities during transition, one of which is dedicated to Clinical Leadership.  This 

workstream has been divided into distinct sections and is being led as follows: 

 
2 https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf  

https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf
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• Nursing, Quality and Safeguarding – Jill Cassells is working with all Directors of 

Nursing from each CCG to assess what functions are currently being undertaken 

within CCGs, what is no longer required and what will need to remain at both 

'place' and within the ICS. 

• Pharmacy – Ewan Maule is leading this workstream whereby a proposed ICS 

structure is in development to facilitate systems working, including an ICS-level 

Medicines Board and a transformation plan for the pharmacy profession. 

• Networks and Secondary Care – Professor Mike Bramble is leading this 

workstream which involves looking at the existing Clinical Networks, including 

delivery, governance and assurance processes to the ICS and also looking at 

Provider Collaboratives and how these could function and report into the ICS. 

• Medical Leadership - Dr Neil O'Brien is leading this workstream and work is 

ongoing to finalise the medical leadership model within the ICS.  Place-based 

arrangements will need to feed into whatever model is finalised within the ICS. 

In terms of an operating framework, the ICS has agreed five principles for placing 

effective clinical and professional leadership; these are in line with the national 

expectations and are as follows: 

1. Ensure that the full range of clinical and professional leaders from diverse 

backgrounds are integrated into system decision-making at all levels, supporting 

this with a flow of communications and opportunities for dialogue.  

2. Nurture a culture that systematically embraces shared learning, supporting clinical 

and care professional leaders to collaborate and innovate with a wide range of 

partners, including patients and local communities.  

3. Support clinical and care professional leaders throughout the system to be 

involved and invested in ICS planning and delivery, with appropriate protected 

time, support and infrastructure to carry out this work.  

4. Create a support offer for clinical and care professional leaders at all levels of the 

system, one which enables them to learn and develop alongside non-clinical 

leaders and provides training and development opportunities that recognise the 

different kind of leadership skills required when working effectively across 

organisational and professional boundaries  

5. Adopt a transparent approach to identifying and recruiting leaders which promotes 

equity of opportunity and creates a professionally and demographically diverse 
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talent pipeline that reflects the community served and ensures that appointments 

are based on ability and skillset to perform the intended function. 

There is a national expectation that a local framework for clinical and care professional 

leadership will be devised with partners across the ICS, as part of the arrangements from 

July 2022 to ensure clinical involvement in decision making is at every level. 

This paper is proposing the model for Sunderland and how clinical leadership within 

Sunderland will feed into the ICB. 

5. Current Clinical Leadership within Sunderland  

5.1 CCG Clinical Leadership 

The CCG has worked tirelessly since its inception to develop and establish strong clinical 

representation and leadership within Sunderland and to ensure clinicians are at the heart 

of planning, decision making and commissioning of services in the city.   

As the CCG transitions to the ICS, it is important to recognise the existing clinical 

leadership structure that is already in place in Sunderland with a view that there is a safe 

transition from the CCG to the ICS with retention of organisational memory and a 

continuation of clinical leadership, working as a collective to avoid fragmentation.   

The CCG has a range of clinicians at senior levels within the organisation: 

GP/Medical 

Clinical Chair 
5 Executive GPs (one vacancy) 
Medical Director 
Safeguarding GP 
Primary Care Advisor 

 

Nursing 

Executive Director of Nursing, Quality and 
Patient Safety 
Head of Continuing Health Care 
Strategic Practice Nurse 
Neighbourhood Practice Nurses x 5 
Clinical Safeguarding Professionals 
Research Nurse 
 

Pharmacy (not community pharmacy) 

Head of Medicines Optimisation 
Pharmacists 

Public Health 

Director of Public Health (joint post with LA)  

There are also a range of Clinical Leads (GPs and other healthcare professionals) and teams 

who support key projects and functions.   



8 | P a g e  

 

A copy of the current CCG clinical structure is shown in Appendix 2.  These roles will 

transfer to the ICS and become employees of the ICB, working at place but supporting the 

ICB by informing pathway development and supporting commissioning of secondary care, 

acute and mental health services.  In time the transferred roles will most likely need to be 

reviewed. 

5.2 All Together Better Clinical Leadership Model 

ATB is a place-based provider and commissioner alliance with clear governance and 

delegated responsibilities and has been in place for over 3 years after its successful inception 

during the Vanguard Programme and working closely with NHSE New Care Models Team. 

The ATB model of clinical leadership, depicted below, focuses on the structure of ATB as an 

out of hospital model and includes the five ATB programme Senior Responsible Clinicians 

(SRCs), Clinical Leads/subject matter experts and the PCN Clinical Directors. Clinical 

Leadership has been sourced from across the health and care spectrum.  The model depicts 

how Clinical Leads, who work at project level, feed into the structure and how other groups 

link in, including the ICP Clinical Pathway Group; this ensures there is clinical representation 

at all levels of the structure.   

 

Sunderland ATB Clinical Leadership Architecture 

 

  

 

 

 

 

 

 

 

 

 

  

ATB Clinical Chair 

ATB Director of Nursing 

 

ATB Medical Director 

 

Director of Public 

Health 

Senior Responsible 

Clinicians from all 

programmes ( x5) 

PCN Clinical Director 

Representative of all PCNs 

Programme 1  

Primary Care 

Senior Responsible 

Clinician  

+ ALL PCN Clinical 

Directors 

Programme 2 

Mental Health, 

Autism & Learning 

Disability 

Senior Responsible 

Clinician 

PCN CD rep 

Programme 3 

Enhanced 

Community Services 

Senior Responsible 

Clinician 

PCN CD rep 

Programme 4 

Urgent & Immediate 

Care  

Senior Responsible 

Clinician 

PCN CD rep 

Programme 5 

Interlinked Health & 

Social Care services 

Senior Responsible 

Clinician 

PCN CD rep 

PCN 

 

PCN 

 

PCN 

 

PCN 

 

PCN 

 

PCN 

 

 

ICP Clinical 

Pathway/ 

Reference Group 

PCN and 

Neighbourhood 

Development 

Programmes 

Various Clinical 

leads and SME 

are part of each 

programme and 

project group 

 

Each role within the ATB structure has a formal job specification outlining the key 

responsibilities of the post.  
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From the above model, a number of clinicians within ATB are from within the existing CCG 

clinical leadership structure as follows: 

• ATB Medical Director – Dr Fadi Khalil who is also an Exec GP and Deputy Clinical 

Chair for the CCG 

• Programme 3 SRC – Dr Raj Bethapudi who is also an Exec GP for the CCG 

• Programme 4 SRC – Dr Tracey Lucas who is also an Exec GP for the CCG 

• Programme 5 SRC – Vicky Playforth who is also the Head of CHC for the CCG 

• Director of Public Health – Gerry Taylor who is also the Director of Public Health for 

CCG/LA 

 

This has enabled strong working relationships across commissioners and providers as well 

as retaining organisational and business memory whilst creating a system-working ethos, 

moving away from organisational agendas. 

The ATB Clinical Chair and SRC for Programme 1 are also GPs in Sunderland and have held 

their positions for a number of years. PCN Clinical Directors (5 GPs and 1 nurse) are part of 

ATB in terms of sitting within ATB Exec and programmes.   

6. Future Governance Arrangements in Sunderland  

6.1    Place-Based Partnership Arrangements in Sunderland From July 22 onwards 

Within Sunderland both Cabinet and the CCG's Governing Body have agreed the 

establishment of a Consultative Forum – this Forum is currently the Integrated Care 

Executive and is designed to agree the strategic direction for Sunderland and inform both 

local partners and the ICB’s decisions from a strategic perspective.  

 

The Consultative Forum will be supported by a Health and Care Delivery Group as part of a 

phased approach which will support the Consultative Forum to fulfil its functions and 

accountabilities.  The Health and Care Delivery Group is the current Transition Steering 

Group. 

 

Working with partners, the CCG/ICB and Council will develop and agree how the functions 

(for example, the monitoring of quality of local health and care services) might be discharged 

in practice at place level. An MOU has been developed which underpins the current 

arrangements and is in the process of being formally approved. 

 

The Consultative Forum will then evolve into a Joint Committee from April 2023, supported 

by the Health and Care Delivery Group and a number of collaboratives/provider partnerships. 

 

Future Clinical Leadership will therefore need to be incorporated in every level of 

governance and decision making as per our national and ICS principles. 
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The future governance arrangements in Sunderland are depicted as follows: 
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Phase 1- July 22  

 

 
 

Phase 2 – April 23 (potential future arrangements – not yet approved) 

 
The above arrangements are subject to the Health and Care Bill being enacted as currently 

drafted and the relevant sections of that Bill, and subsequent secondary legislation, coming 

into force.  Future developments of the collaborative arrangements between the CCG/ICB 

and partners will be the subject of further reports. 

 

7. Clinical Leadership Engagement in Sunderland 
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To enhance, consolidate and further develop clinical leadership within the city, Dr Pattison 

(Clinical Chair of Sunderland CCG) established a Clinical Leaders Group that meets 

fortnightly.  The group consists of Exec GPs, PCN CDs, GP leaders from ATB as well as 

senior nurses and managers. Whilst it is not a formal decision-making group, it is a key 

engagement mechanism to discuss key operational issues within the city, impart timely 

information and obtain consensus of opinion.  

In order to establish what our place-based arrangements for clinical leadership could look 

like, various meetings have been held to discuss clinical leadership within the city and, in 

order to support discussions, a high-level paper was developed with proposals for place-

based arrangements (Appendix 3).  

The proposals for Sunderland are based on the 5 ICS Clinical Leadership Principles in 

section 3. 

Clinical leaders in Sunderland have discussed the proposals and are supportive of the 

proposed model.  Further meetings continue to take place with clinical leaders to keep them 

abreast of ICS clinical leadership proposals.  

A Leadership and People workstream has also been established to ensure professional and 

clinical leadership is integral to the arrangements developed within Sunderland.  It reports 

into the Transition Steering Group and any model that is developed should adhere to the 

following 5 principles which mirror the ICS principles. 

 

Principle 1 Integrating clinical and care professionals in decision-making at every level of 

the ICS. 

Principle 2 Creating a culture of shared learning, collaboration and innovation, working 

alongside patients and local communities. 

Principle 3 Ensuring clinical and care professional leaders have appropriate resources to 

carry out their system role(s). 

Principle 4 Providing dedicated leadership development for all clinical and care 

professional leaders. 

Principle 5 Identifying, recruiting and creating a pipeline of clinical and care professional 

leaders. 

 

8.  Proposed Clinical Leadership Arrangements in Sunderland 

 

It is important to ensure there is clinical representation at the Consultative Forum and the 

future Joint Committee, to ensure place-based arrangements meet the core expectation that 

'the full range of clinical and professional leaders from diverse backgrounds are integrated 

into system decision-making at all levels'.   A Primary Care Clinical Leader for Sunderland will 

be a member of the Consultative Forum and will work closely with the ICB Executive Medical 
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Director until formal structures are appointed to.  It is proposed Dr Ian Pattison will work with 

other clinical colleagues across the patch and fulfil this role until structures are finalised. 

 

Whilst it is currently unclear what will be the final model of delegation at place within 

Sunderland, our established All Together Better (ATB) arrangements for the out of hospital 

system have been developed over a number of years and have been supported by the 

Governing Body and Partners across Sunderland.  

 

Having existing CCG clinical leaders continuing to work within the ATB structure continues 

the journey of collaboration between commissioners and providers, ensuring that patients 

and people are at the heart of everything we do. Supporting the current clinical leadership 

arrangements within ATB will help retain organisational memory as we transition to the ICS 

and take on delegated responsibility at place.  It is anticipated that this model could be the 

basis of the clinical leadership model which will represent views into the Health and Delivery 

Group. The clinical leadership model for Together for Children will need to be confirmed but, 

at present, this is out of scope for this paper. 

 

The proposed model, shown below, remains a draft and is subject to ICB place-based 

structures being finalised; however, we propose that any clinical leadership architecture 

adheres to our locally defined principles shown in section 7 and specifically Principle 1, which 

is regarding integrating clinical and care professional leadership in decision-making at every 

level of the ICS.  The interactions within the different levels of the proposed new architecture 

are shown below. 
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Other groups that are at a regional level are not fully depicted in the above diagram, however 

there are various groups in development across the Central ICP region to foster good 

working relationships and ensure patient pathways are integrated and synergistic across the 

region. Those groups will need further support and consideration from the ICB and is not the 

focus of this paper. 

The proposed model, shown below, builds on the approved integration arrangements in 

Sunderland and will fit into the ICS and regional level structures; it focuses specifically on 

Sunderland clinical leadership and clinical representation at each forum. 
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Sunderland Integrated Care 

Executive- Consultative 

Forum 

• Primary Care Clinical Lead for 

Sunderland 

• ATB Clinical Chair 

• ICB Clinical role 

• Director of Integrated 

Commissioning and Public Health 

Sunderland Health And Care 

Delivery Group 

• ATB Medical Director  

• Director of Nursing Quality and 

Safety 

• Head of Medicine Optimisation 

• STSFT Medical Director 

• Director of Public Health 

• Clinical lead for Integrated 

Commissioning for Children 

 

All Together Better - Adults Together for Children 

• Senior Responsible Clinicians x 5  

• ATB Medical Director 

• ATB Clinical Chair 

• Head of Medicine Optimisation 

• Senior PCN Pharmacist 

• Clinical leads and SME 

• PCN Clinical Directors x 6 

• Neighbourhood Practice Nurses x5 

• Director of Public Health 

 

• Clinical lead for integrated 

Commissioning 

• Designated nurse safeguarding 

children 

• Designated Nurse LAC 

• Primary Care Clinical lead 

• Midwifery lead 

• Health Visiting Clinical lead 

 

It is expected that there will be various other delivery and support groups that will require 

clinical input and representation such as pathway developments, new clinical initiatives, 

assurance groups etc. These will be further defined as the work with the ICB structures 

further develops.  The ATB model of clinical leadership is anticipated to remain as depicted in 

section 5.2. 

 

 

 

9. Other Considerations 

9.1 Primary Care Commissioning Delegation 
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At the time of writing this report it is unclear as to what primary care budget and functions will 

be delegated by the ICB to place and what will be undertaken at a regional level.  A task and 

finish group has been set up under the commissioning and contracting workstream to 

determine how functions will be managed and decisions will be taken from 01 July 2022.  The 

outputs from this group are expected in April/May 2022.  

9.2 Clinical Leadership Development 

It is important to consider the continual development of existing leaders at place, as well as 

supporting those emerging leaders to develop the necessary skills to become inclusive 

clinical leaders.  The CCG is funding and developing a Local Mentorship Scheme for 

Emerging Leaders – this Scheme will support those clinicians who wish to develop into 

leaders within Sunderland by providing opportunities to develop leadership skills as well as 

commissioning, business planning and people skills.   

9.3 Funding 

There has always been significant investment in clinical leadership across Sunderland and 

the current CCG holds the budget under which all clinical leadership roles (including non-

medical) are funded.  This has been costed by the finance team at £1.26m. 

It is anticipated that the future model of clinical leadership will not exceed the cost of the 

current model.  Consideration will need to be given for a training budget to be utilised at place 

to support current and emerging clinical leaders to develop. 

Recommendation 

Whilst the ICS is currently developing the overall clinical leadership model and governance 

arrangements, we have the opportunity to agree our place-based provider clinical leadership 

model. 

The Governing Body is therefore asked to: 

• Endorse the model of clinical leadership outlined in section 8 and be cognisant of the 

ATB model as shown in section 5.2 of this paper and how they compliment each other. 

• Agree that the proposed model will not exceed the cost of the current clinical 

leadership model. 

• Note that further work is required to determine clinical leadership of Together for 

Children as part of the overall place-based model. 

• Note the direction of travel in line with ICB arrangements and that this clinical 
leadership model will flex and evolve in-line with ICB developments. 
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ICS implementation guidance 

Integrated care systems (ICSs) are partnerships of health and care organisations 

that come together to plan and deliver joined up services and to improve the health 

of people who live and work in their area.  

They exist to achieve four aims: 

• improve outcomes in population health and healthcare  

• tackle inequalities in outcomes, experience and access  

• enhance productivity and value for money  

• help the NHS support broader social and economic development. 

Following several years of locally-led development, and based on the 

recommendations of NHS England and NHS Improvement, the government has set 

out plans to put ICSs on a statutory footing. 

To support this transition, NHS England and NHS Improvement are publishing 

guidance and resources, drawing on learning from all over the country.  

Our aim is to enable local health and care leaders to build strong and effective ICSs 

in every part of England. 

Collaborating as ICSs will help health and care organisations tackle complex 

challenges, including: 

• improving the health of children and young people 

• supporting people to stay well and independent 

• acting sooner to help those with preventable conditions 

• supporting those with long-term conditions or mental health issues 

• caring for those with multiple needs as populations age 

• getting the best from collective resources so people get care as quickly as 

possible. 
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About this document 

This guidance supports the development of distributed clinical and care professional 

leadership across integrated care systems (ICSs). It describes ‘what good looks like’ 
in this regard, based on an extensive engagement exercise involving over 2,000 

clinical and care professional leaders from across the country, led by a multi-

professional steering group. 

Key points 

• The document identifies five core design principles for effective clinical and 

care professional leadership across ICSs.  

• It asks system leaders to develop a local framework for embedding these 

principles in their ICS arrangements and to ensure that the full range of clinical 

and care professionals are involved in decision-making at every level of their 

system.  

• To support implementation of this guidance, targeted improvement funding will 

be allocated to systems in the second half of 2021/2022. 

Action required 

ICSs, and designate integrated care board (ICB) leaders as they are appointed, 

should:  

• agree an initial local framework and associated development plan for clinical 

and care professional leadership with partners across the ICS, as part of 

establishing their arrangements from April 2022 

• ensure leaders from all clinical and care professions are involved and invested 

in the vision, purpose and work of their ICS as it matures. 

Other guidance and resources 

• ICS design framework 

• Thriving places: Guidance on the development of place-based partnerships as 

part of statutory integrated care systems 

• National Quality Board Position Statement on Quality in Integrated Care 

Systems  

• National Quality Board: Shared Commitment to Quality 

https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf
https://www.england.nhs.uk/publication/integrated-care-systems-guidance/
https://www.england.nhs.uk/publication/integrated-care-systems-guidance/
https://www.england.nhs.uk/publication/national-quality-board-position-statement-on-quality-in-integrated-care-systems/
https://www.england.nhs.uk/publication/national-quality-board-position-statement-on-quality-in-integrated-care-systems/
https://www.england.nhs.uk/publication/national-quality-board-shared-commitment-to-quality/
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• Building strong integrated care systems everywhere: guidance on the ICS 
people function 

• Interim guidance on the functions and governance of the integrated care 
board  

• Draft integrated care partnership guidance (due to be published by the 

Department of Health and Social Care). 

Additional resources, including case studies and a summary of the feedback received 

during engagement on this product, will be available on FutureNHS. 

https://www.england.nhs.uk/publication/integrated-care-systems-guidance/
https://www.england.nhs.uk/publication/integrated-care-systems-guidance/
https://www.england.nhs.uk/publication/integrated-care-systems-guidance/
https://www.england.nhs.uk/publication/integrated-care-systems-guidance/
https://future.nhs.uk/ICSGuidance/grouphome


 

6  |  ICS implementation guidance on effective clinical and care professional leadership effective 
clinical and care professional leadership 

 

Foreword  

Fully inclusive multiprofessional clinical and care professional leadership is clearly 

central to designing and delivering integrated care and meeting the complex needs of 

people, rather than just treating their individual conditions. This is why many 

integrated care systems (ICSs) have made it a priority from the outset. 

As we transition to the proposed new statutory arrangements for ICSs, the full range 

of clinical and care professional leaders, from a diversity of backgrounds, should be 

involved in decision-making throughout the ICS so they can share and contribute 

towards a collective ambition for the health and wellbeing of the population.  

ICSs should be careful not to lose the depth and breadth of clinical leadership they 

currently have. They should build on the expertise of existing clinical and care 

professional networks; for example, Cancer Alliances and networks covering areas 

like cardiac, renal and respiratory care. This is not to replace existing networks; it is 

about aligning them within the ICS.  

Importantly, this is about involving the full range clinical and care professionals in 

service design, not just leaders with a specific position or function.  

Together they will help ensure the priorities, strategies and plans of the integrated 

care partnership (ICP) and integrated care board (ICB) fully connect with the needs 

and aspirations of local communities, service users and carers. They will play a key 

role in ensuring that care is high quality and that any risks to this are identified and 

managed effectively. 

The COVID-19 pandemic accelerated the shift to system working, empowering 

clinicians and care professionals to work across traditional organisational boundaries 

to overcome challenges, protect communities and redesign services when needed. It 

is important to retain and embed this spirit of innovation as ICSs develop.  

In developing this guidance, we listened to clinical and care professional staff who 

are leading change and delivering frontline services. We wanted to know their hopes 

and concerns, to design principles that will help them and their colleagues maximise 

the potential for ICSs to have a profound and lasting impact on health, economic and 

social outcomes, and to support them to do their jobs effectively and safely.  

Clinical and Care Professional Leadership Steering Group 
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Introduction  

This guidance supports the development of distributed clinical and care professional 

leadership across ICSs. It is part of a set of resources developed by NHS England 

and NHS Improvement to guide NHS leaders in their preparations to establish 

statutory ICS arrangements from April 2022. 

It does not describe the full breadth of professional leadership arrangements across 

the ICS or the role of all constituent partners but focuses on how we expect the NHS 

to contribute to effective clinical and care professional leadership and to work equally 

with local government, social care and other partners. For non-NHS organisations, 

including other health and social care providers, local authorities and the VCSE and 

independent sector, we hope this guidance provides helpful framing on how the NHS 

will approach clinical and care professional leadership and form a basis for 

collaborative arrangements across all ICS partners.  

It is clinical and care professional leaders, working in partnership with others and with 

people in local communities, who make improvements happen. They will help realise 

the ICS mission to improve population health, tackle unequal access to services, 

experience and outcomes, and enhance productivity, effectiveness and value for 

money. The evidence is clear that strong clinical and care professional leadership is 

associated with higher productivity and better organisational performance. 

Building on existing arrangements, it aims to help ICSs ensure that clinical and care 

professional leaders are fully integrated into decision-making on all aspects of ICS 

functions and governance at every level of the system and create an environment in 

which distributed leadership can thrive.  

It is the result of an extensive engagement exercise involving over 2,000 clinical and 

care professionals and partners in local authority, public health, the voluntary, 

community and social enterprise (VCSE) sector and a wide range of professional 

membership organisations.  

The term clinical and care professional leadership is intended to be fully inclusive, 

reflecting the broad range of professions who need to work together through the ICB, 

the ICP and across place-based partnerships, provider collaboratives and partners in 

primary care networks (including general practice and other primary care and 

community service partners). This includes allied health professionals, pharmacists, 

doctors, nurses, social workers/practitioners, psychologists, healthcare scientists, 
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physician associates, midwives, dentists, optometrists, orthoptists and public health 

professionals, among others.  

Informed by intelligence and insight from people working in systems across the 

country, our aim was to provide guidance addressing the leadership requirements of 

developing ICS and their clinical and care workforce, by describing what is possible 

and what good should look like. The work has been overseen by a multiprofessional 

steering group (see Annex 1).  

The ambitious view of ‘what good looks like’ in this guidance is intended to stimulate 
aspiration in systems to strive for continuous improvement and greater clinical and 

care professional leadership as the ICSs mature. We do not intend to restrict, or 

prescribe, how systems should go about developing their arrangements for clinical 

and care professional leadership. Rather, this guidance offers a view of ‘what good 
looks like’ and a framework on which to base individual ICS arrangements for clinical 
and care professional leadership, while retaining the flexiblity that will allow local 

innovation and adaption. 

The document describes: 

• two core expectations for ICBs to ensure clinical and care professional 

leadership is embedded in ICS arrangements from April 2022  

• five principles for ICSs to consider when developing arrangements for clinical 

and care professional leadership and ‘what good looks like’ in each case, to 

help systems evaluate current arrangements and identify where more 

development might be needed. 

Elements of this guidance are subject to change until the Health and Care Bill passes 

through Parliament and receives Royal Assent. All the latest guidance relating to the 

development of ICSs can be found on the ICS Guidance workspace on FutureNHS 

here: https://future.nhs.uk/ICSGuidance/grouphome 

 

https://future.nhs.uk/ICSGuidance/grouphome
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Core expectations and five principles for 
integrated care systems 

Through our engagement exercise and working with the multiprofessional steering 

group, we have developed five principles for placing effective clinical and 

professional leadership at the heart of integrated care systems and two core 

expectations of all systems to help ensure this is achieved. 

Two core expectations for every system 

 

Core expectations  
 

1. Each ICB is expected to agree a local framework and plan for clinical and care 

professional leadership with ICS partners and ensure this is promoted across 

the system. The framework should demonstrate how clinical and care 

professionals will be involved in all aspects of ICS decision-making, building 

on and aggregating clinical and professional leadership in neighbourhood and 

place. It should make clear how appropriate and equal professional 

representation will be achieved and how the leadership community will reflect 

the diversity of the communities served.  

The local framework should consider how: 

• the five principles in this guidance are reflected in the system’s 
governance and leadership arrangements  

• the ICS will strengthen and further develop its clinical and care 

professional leadership arrangements for current and future leaders 

• the ICS will support ongoing learning and development opportunities for 

clinical and care professional leaders 

• the ICS will assess progress in developing effective clinical and care 

professional leadership, including an element of peer review where 

appropriate  

• the ICS will undertake regular staff engagement exercises (at least 

annually) to gauge the views (‘pulse checks’) of local multi-professional 

health and care leaders  

• the ICS will ensure that clinical and care professional leaders are 

empowered to deliver high-quality care and to exercise effective clinical 

advocacy for individuals and groups who are the most unequal or 
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excluded in its communities, this, in turn, will ensure improved health 

outcomes and reduce unwarranted variation for its local populations. 

2. Individuals in clinical and/or care professional roles on the ICB board, including 

the nursing director or medical director,* should ensure leaders from all clinical 

and care professions are involved and invested in the vision, purpose and 

work of the ICS. 

* These roles (nursing director and medical director) are not exclusive and other clinical and 
care professionals on the board may be required to perform specific functions.  

Five principles for placing effective clinical and professional 
leadership at the heart of ICSs  

In developing their local framework and wider governance arrangements, system 

leaders are asked to commit that they will: 

1. Ensure that the full range of clinical and professional leaders from diverse 

backgrounds are integrated into system decision-making at all levels, 

supporting this with a flow of communications and opportunities for dialogue. 

2. Nurture a culture that systematically embraces shared learning, supporting 

clinical and care professional leaders to collaborate and innovate with a wide 

range of partners, including patients and local communities. 

3. Support clinical and care professional leaders throughout the system to be 

involved and invested in ICS planning and delivery, with appropriate protected 

time, support and infrastructure to carry out this work. 

4. Create a support offer for clinical and care professional leaders at all levels of 

the system, one which enables them to learn and develop alongside non-

clinical leaders (eg managers and other non-clinical professionals in local 

government and the VCSE sector), and provides training and development 

opportunities that recognise the different kind of leadership skills required 

when working effectively across organisational and professional boundaries 

and at the different levels of the system (particularly at place).  

5. Adopt a transparent approach to identifying and recruiting leaders which 

promotes equity of opportunity and creates a professionally and 

demographically diverse talent pipeline that reflects the community served and 

ensures that appointments are based on ability and skillset to perform the 

intended function. 
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What good looks like 

The following sections are intended to stimulate thinking for those designing local 

frameworks and leading transformation for clinical and care professional leadership 

and that permeates throughout the ICS. The specific responsibilites of particular 

organisations within the ICS will be for local determination. Systems may want to 

incoporate other elements and therefore these sections are not exhaustive or 

restrictive.  

Principle 1: Integrating clinical and care professionals in decision-
making at every level of the ICS 

As ICSs, we will ensure that the full range of clinical and professional leaders from 

diverse backgrounds ae integrated into system decision-making at all levels, 

supporting this with a flow of communications and opportunities for dialogue. 

What good looks like  

Systems integrate a wide multiprofessional range of clinicians and care 

professionals in their decision-making, planning and strategy-setting forums, 

possibly illustrated in functions/decision-making mapping. This will show how the 

governance and decision-making aligns,* including system quality groups. 

*Including pan-ICS collaboration/governance where this applies.  

Clinical and care professionals (regardless of their profession) carrying out a role in 

the system actively seek the views of frontline colleagues, so that an informed and 

collective view is used in advice and decision-making.  

Systems can illustrate which clinical and care professionals sit on which 

committees, boards and other groups (including the ICP, place-based partnerships, 

the board, any committees of the ICB and any workstream and programme boards) 

showing clear lines of sight between the various forums and how they connect 

to/feed into one another. This should include clarity about roles and responsibilities 

for quality across the system. 

These functions are likely to include (for local determination): 

• transformational and clinical service redesign: this is multiprofessional 

clinical and care professional leadership at every level of an ICS 
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• professional representation and engagement: leaders of specific working or 

reference groups providing a specific professional viewpoint (eg allied health 

professionals and healthcare scientist professionals leading corresponding 

councils or their local or regional professional body networks) 

• professional accountability: specific responsibilities, some of which may 

currently sit within organisations and can only be carried out by a member of 

a specific profession (eg acute trust medical director and revalidation) 

• current CCG functions and statutory responsibilities that will be conferred on 

ICBs 

• current statutory and other functions that sit with NHS England and NHS 

Improvement regionally that may be devolved to ICBs and potential links and 

joint functions with local authorities. 

The system has purposefully considered and identified the full breadth of care 

professionals and is confident that all care professionals, including social care, are 

integrated and involved in decision-making. System partners invest in building 

relationships between NHS and social care leaders so that the right individuals are 

involved at the outset and there is a balanced view across health and care. This 

will include a wide range of professionals, including social workers, domiciliary care 

workers, mental health professionals and those representing the care home sector, 

among others.  

Where decisions are made (eg regarding priorities for service redesign or changes 

to the way that care and treatment is organised and delivered) clinical and care 

professionals have been directly involved in them.  

Following the principle of subsidiarity, decisions should be made as close to the 

patient as possible. This will be at neighbourhood where possible and at place and 

system where appropriate. 

Decisions and intelligence sharing across the ICS is timely and transparent; where 

concerns and risks are identified, they are acted on promptly. 

The ICS involves the full range of health and care professionals from diverse 

backgrounds when setting priorities in systems and places. This will include the full 

range of clinical and care professionals, managerial and operational leaders, as 

well as leaders from the VCSE sector, citizens, patients and carers.  
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The system has a communications and engagement plan in place that enables 

clinicians and care professionals to see what is happening across the system, build 

connections, celebrate progress, and share practice and opportunities for 

improvement (eg learning from incidents). 

The plan covers how two-way communication will be achieved so that clinical and 

care professionals across the wider community (and not just those in decision-

making roles) can contribute their views and influence decision-making. 

There is a mechanism to ‘test’, perhaps using techniques such as appreciative 

enquiry, whether clinical and care professionals feel their voices have been heard, 

which could be validated via a staff survey for this group.  

The system has mechanisms to ensure that professionals can uphold the rights of 

local citizens, including when compulsory treatment or admission is considered, 

where people are at risk of or are experiencing abuse or neglect or where they may 

be deprived of their liberty. Overall there is a mechanism to check how clinicians 

have made a positive difference. 

The ICB is responsible for ensuring that the fundamental standards of quality are 

delivered and that there is continual quality improvement in NHS services across the 

ICS. This requires close collaborative working with system partners (including 

providers, people using services, NHS England and NHS Improvement regional 

teams, regulators and wider partners), shared quality improvement priorities and 

shared ownership of risks.  

ICBs should ensure their board has clear governance and escalation processes for 

quality (including safety) in place, and actively monitors and manages system quality 

risks, in a way that enables continual learning and improvement.  

The ICB has processes in place to ensure that items going to the board have been 

co-produced and/or informed by appropriate opinion from clinical and care 

professionals and by the people and communities they serve.  

Principle 2: Creating a culture of shared learning, collaboration and 
innovation, working alongside patients and local communities  

As ICSs, we will nurture a culture that systematically embraces shared learning, 

supporting clinical and care professional leaders to collaborate and innovate with a 

wide range of partners, including patients and local communities. 
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What good looks like  

System partners have agreed methods for bringing different groups of leaders 

together to drive transformational change and delivery.  

System leaders work collaboratively with clinical and care professionals, 

encouraging curiosity and flexibility to maximise innovative thinking.  

System leaders consider how they can effectively gather a ‘consensus’ view from 
relevant professional groups (eg primary care) to inform engagement, achieving a 

‘single voice’ where helpful.  

The system has a means of mapping and aggregating the community assets of its 

local partnerships and enables clinical and care professionals to make connections, 

working with others outside its immediate circle. This should include the 

independent sector and professional membership organisations (including 

community groups, VCSE organisations, local charities and support groups) as well 

as user groups and citizens and those who have lived experience (eg learning 

disability, autism, mental health).  

The system draws on the wide range of expertise, knowledge and experience of 

professional membership bodies/organisations when redesigning services (eg 

workforce considerations).  

To encourage a culture of shared learning, the system will have considered and 

implemented opportunities for clinical and care professionals to lead and/or 

participate in forums (such as multiprofessional events, virtually and face-to-face) 

where good practice and lessons learned are shared in a manner that enables 

clinical and care professionals to feel safe and supported. 

Systems have mechanisms to review the evidence on the impact of its 

transformation programmes and supports clinical and care professionals to drive the 

spread and adoption of innovation across the ICS, through measurement of impact 

and horizon scanning (eg learning networks).  

In developing local strategies, system partners give thought to how the workforce 

across the ICS can be involved/engaged and feel a sense of responsibility for 

delivery of its ambitions. This might cover: 

• communicating the vision and strategy of the ICS, including at induction 
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• targeting specific groups of clinicians and care professionals, focusing on 

their particular areas of work and how that connects to the ambitions of the 

ICS. People need to understand this connection before they can start to feel 

a sense of being ‘part’ of a system 

• encouraging clinicians and care professionals so they feel energised and 

motivated in the work they are doing and can see how it contributes to the 

overall success of the ICS strategy.  

The ICS develops methods of measuring how well its collaborative arrangements 

are working. This might involve: 

• a regular stocktake: identifying new ideas/ways of working that have been 

implemented and checking to see if they are working or not  

• stopping/changing what is not working: capturing the learning from this, then 

putting something new in place 

• an assessment of how successfully the ICS is working with people and 

communities 

• putting in place an ongoing programme of checks and balances: identifying 

any development needs which may arise and the corresponding 

budget/resources to support these. 

Principle 3: Ensuring clinical and care professional leaders have 
appropriate resources to carry out their system role(s) 

As ICSs, we will support clinical and care professional leaders throughout the 

system to be involved and invested in ICS planning and delivery, with appropriate 

protected time, support and infrastructure to carry out this work.  

What good looks like  

Clinicians and care professionals are given sufficient dedicated, scheduled 

protected time and/or back-fill during the working week to undertake system roles, 

and the time allocated for these roles is appropriate for the work required. 

Particularly for formal system roles, and where appropriate, this may require paid 

secondments, fixed-term appointments, back-fill and so on.  

Where appropriate, employing organisations may need to agree to release their 

clinical and care professional leaders, enabling them to participate in system work 

https://www.england.nhs.uk/publication/integrated-care-systems-guidance/
https://www.england.nhs.uk/publication/integrated-care-systems-guidance/
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(eg clinical networks, specific transformational/improvement programmes and 

projects).  

The ‘ask’ of clinicians and care professionals in system roles is clearly defined so 
that time spent on the task is as productive and rewarding as possible. This ‘ask’ is 
set out clearly in job descriptions/person specifications, and is clear about whether 

a role is: 

• transformational/clinical service redesign 

• professional representation 

• professional accountability 

• statutory role/responsibility currently held by CCGs 

• statutory role/responsibility that may be delegated from NHS England and 

NHS Improvement to ICBs and potential links and joint functions with local 

authorities. 

Clinicians and care professionals have appropriate access to administrative 

support when undertaking system leadership roles and responsibilities. System 

partners will make it clear how this can be accessed (at every level of the system) 

and make a commitment on the appropriate administrative time being available and 

where to find it.  

Clinicians and care professionals have appropriate access to other forms of support 

when undertaking system roles (including project and programme management, 

data analysis, improvement methodologies, change management and finance 

expertise) and individuals supporting them have sufficient time to do so.  

Clinicians and care professionals have access to relevant shared data and 

analytics, to health economists and research academics and to training, if required, 

to enable them to use data most effectively.  

Principle 4: Providing dedicated leadership development for all 
clinical and care professional leaders 

As ICSs, we will create a support offer for clinical and care professional leaders at all 

levels of the system, one which enables them to learn and develop alongside non-

clinical leaders (eg managers and other non-clinical professionals in local 

government and the VCSE sector), and provides training and development 

opportunities that recognise the different kind of leadership skills required when 
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working effectively across organisational and professional boundaries and at the 

different levels of the system (particularly at place). 

What good looks like  

System partners agree defined budgets for the development of clinicians and care 

professionals working in system leadership roles.  

Systems have a clearly defined ‘systems leadership’ support offer, one which 

addresses the key behaviours and skills required to support effective system 

working and enables, in particular, those working at ‘place’ to deliver population 
health-focused care, including:  

• ability to work successfully beyond organisational boundaries to bring about 

change for the benefit of the population  

• ability to apply population health techniques and methodologies to drive 

service transformation and proactive integrated care models, using linked 

data and risk stratification to identify at-risk cohorts 

• acting with integrity in an open, honest and inclusive manner  

• working with all partners to create a shared vision in which there is space and 

opportunity to understand all perspectives and contributions  

• strong relationship building and communication skills, working with partners 

to develop a shared vision, joint priorities and plans  

• a readiness to take ownership of complex problems that could be perceived 

as being the responsibility of others in the system. 

The system has taken learning from its systems leadership programmes; those run 

by formal training providers (eg the NHS England and NHS Improvement 

Leadership Academy) and from evaluation of other national programmes (such as a 

multiprofessional leadership programme) to inform the core competencies for its 

clinical and care professional leadership roles, including them in job descriptions 

and using them recruitment.  

Assessment against these competencies will be a key feature of appraisal and 

personal development processes. 

The support builds on the place-based systems leadership programmes which NHS 

England and NHS Improvement supported with investment in 2018-2020, meaning 

that ICSs will already have a platform from which to build. m  
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Systems leadership development is additional to the continued need for 

professional-specific training. 

Staff groups at all levels in the ICS should have equitable opportunity to access 

support offers. The ICS might consider its processes/mechanisms for advertising 

and promoting system leadership development opportunities to ensure that the wide 

range of clinical and care professions not only to know about what is on offer, but 

can take up the various opportunities. 

Clinical and care professionals are supported to take time away from the day job to 

participate in system learning opportunities, including coaching, mentoring, peer 

support networks and actions learning sets. 

Principle 5: Identifying, recruiting and creating a pipeline of clinical 
and care professional leaders 

As ICSs, we will adopt a transparent approach to identifying and recruiting leaders 

which promotes equity of opportunity and creates a professionally and 

demographically diverse talent pipeline which reflects the community served and 

ensures that appointments are based on ability and skillset to perform the intended 

function. 

What good looks like  

System partners have mapped current clinical and care professional leadership and 

make this information available to ensure that other people working in the system 

know who is leading on what, and how to contact them. 
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The ICS taps into the knowledge and experience of all partners to find out where 

the future system leaders are, so they can be supported and developed into system 

roles; drawing on their ‘existing talent’ knowledge. 

ICBs work with their workforce leads and NHS Leadership Academy, particularly the 

regional talent teams, to shape diverse talent pools and develop their talent 

management approaches, drawing on the latest theory and practice. 

System partners collectively use workforce planning intelligence to horizon scan for 

current and future workforce pressures/shortages/skill mix, and plans/mitigates 

effectively.  

Systems will have clear, transparent and inclusive processes for advertising, 

recruiting and promoting to all roles across the ICS, including system clinical and 

care professional roles, purposefully encouraging new talent to step forward.  

System partners work to ensure consistent recruitment and promotion practices that 

address biases and improve diversity, and set clear accountability for equality, 

diversity and inclusion (see Model Employer).  

ICSs take steps to ensure their clinical and care professional leaders reflect the 

populations they are working with, as well as the diverse range of professions which 

meet the needs of local communities. Including:  

• demonstrating how the system is building a diverse and inclusive leadership 

community in line with the NHS England and NHS Improvement Phase 3 

recommendations by publishing an action plan in 2022/23 showing how, over 

the next five years, the NHS ICS body board and senior staffing will, in 

percentage terms, match the ethnic minority composition of its overall 

workforce, or its local community, whichever is the higher 

• operating inclusive (race, gender and disability) recruitment processes for 

clinical and care professional leaders, including diverse interview panels and 

offering flexible working (eg to consider caring responsibilities) and home 

working where appropriate 

• demonstrating ways in which clinical and care professionals have facilitated 

reasonable adjustments and inclusion in their approach to delivery and 

transformation of care. 

https://www.england.nhs.uk/wp-content/uploads/2019/01/wres-leadership-strategy.pdf
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Supporting implementation of the 
guidance  

Putting ICSs on a statutory footing provides a significant opportunity to make 

tangible improvements to the way clinical and care professionals are integrated into 

system decision-making and to support them in their system roles and in their 

development as system leaders.      

We heard throughout our engagement that national organisations should not 

mandate how ICSs go about taking account of the principles set out in this 

document; they should be left to locally determine the right approach. That said, we 

also heard that now is the perfect time to reflect and be ambitious on this agenda.  

We encourage systems to be systematic in their assessment of current 

arrangements, considering how they could meet the core requirements set out in 

above and how they could achieve ‘what good looks like’. Many systems will go 

further still.  

NHS England and NHS Improvement will support systems to implement this 

guidance where this is helpful, working in partnership with the NHS Leadership 

Academy and representatives of local government, social care, public health and 

other professional partners, where it makes sense to do so. During engagement, 

leaders told us what they felt was important when it came to delivering support: 

• a range of support, including systems leadership development and general 

management training  

• approaches focused on how leaders can be developed in different and 

innovative ways, moving away from more traditional models 

• coaching and mentoring for those emerging, or maturing, into system roles to 

support talent management  

• supportive programmes of organisational development to accelerate new ways 

of working 

• recognition of the different skillsets required for system working 

• inclusive access to support for every clinical and care professional group.  

We understand how important it is to scale up the number of clinical and care 

professional leaders with the skills needed to be confident and successful in the 

system environment. To support implementation of this guidance, additional 

improvement funding will be allocated to systems in the second half of 2021/22. 
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Allocations will be informed by system development plans and agreed between 

system leaders and regional teams.  

Funding should be directed where system leaders consider it will add most value, 

which could include (not an exhaustive list):  

• investment in senior capacity to develop the system’s strategy and model for 

clinical and care professional leadership  

• design/delivery costs for a systems leadership development offer; enabling 

additional cohorts of clinical and care professionals to access place-based 

system leadership development  

• establishment of a clinical and care professional network manager, supporting 

the ICS SROs to design, develop and deliver the ICS model (potentially at 

regional/subregional level).  

Implementation plans should build on the work ICSs have already done through the 

place-based leadership programmes NHS England and NHS Improvement have 

funded over the last two years. This national programme of funding has been 

evaluated. The learning from that will be available on FutureNHS. 

Further details on the full range of support available from NHS England and NHS 

Improvement will be provided on FutureNHS. 

https://future.nhs.uk/ICSGuidance/grouphome
https://future.nhs.uk/ICSGuidance/grouphome
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Annex 1: Membership of the Clinical and 
Care Professional Leadership Steering 
Group 

  

Name Job title 

Professor Neil Anderson Consultant Clinical Biochemist, and Clinical Director, 

Clinical Diagnostic Services, University Hospitals 

Coventry & Warwickshire NHS Trust 

Hassan Argomandkhah Senior Clinical Pharmacist; Prescribing Lead, Primary 

Care, Knowsley; Chair of Pharmacy Local Professional 

Network (NHS England and NHS Improvement, 

Merseyside) 

Professor Des Breen Medical Director, South Yorkshire & Bassetlaw ICS; 

National Clinical Advisor, System Transformation Team, 

NHS England and NHS Improvement 

Glen Burley CEO, South Warwickshire NHS Foundation Trust, Wye 

Valley NHS Trust & George Eliot Hospital NHS Trust 

Dr Charlotte Canniff Clinical Chair of Surrey Heartlands Clinical 

Commissioning Group; Clinical Leader Surrey 

Heartlands Integrated Care System; Co-Chair of Surrey 

Heartlands Health and Care Professional Executive 

Richard Cattell Deputy Chief Pharmaceutical Officer, NHS England and 

NHS Improvement 

Caroline Chipperfield Director, Leadership Development & Delivery, People 

Directorate, NHS England and NHS Improvement 

Dr Shera Chok GP, Tower Hamlets; Co-founder and Chair, The Shuri 

Network; Deputy Chief Medical Officer, NHS Digital; 

National Clinical Advisor, System Transformation Team, 

NHS England and NHS Improvement 

Dr Kiren Collinson GP, Oxford; Clinical Chair, Oxfordshire CCG; Interim 

Deputy Medical Director, Primary Care, NHS England 

and NHS Improvement 

Jo Harding Executive Director, Nursing & Quality, NHS Leeds CCG 

Dr Graham Jackson Chair, NHS Clinical Commissioners; Senior Clinical 

Advisor, NHS Confederation 

Dr Sakthi Karunanthi Director of Public Health, Lancashire County Council 

Margaret Kitching Regional Chief Nurse, NHS England and NHS 

Improvement (North) 

Angela Knight Jackson Head of Nursing Development Programmes, National 

Nursing Directorate (Professional & System 

Leadership), NHS England and NHS Improvement 

Dr Ursula Montgomery GP and Senior Clinical Advisor, NHS England and NHS 

Improvement 
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Lou Patten Director, ICS Network, NHS Confederation; CEO NHS 

Clinical Commissioners 

Vanessa Read Director of Quality & Nursing, Dorset CCG 

Gina Sargeant Head of Therapies & Professional Lead, AHP RUH, 

CCIO & CSO, Royal United Hospitals Bath NHS 

Foundation Trust 

Dr Christopher Scrase Macmillan Clinical Lead for Cancer, Suffolk & North 

East Essex ICS; Macmillan Consultant Clinical 

Oncologist, East Suffolk & North Essex NHS 

Foundation Trust; NHS England and NHS Improvement 

Radiotherapy CRG Clinical Member & Quality 

Improvement Lead 

Dr Jessica Sokolov Medical Director, System Improvement & Professional 

Standards, NHS England and NHS Improvement 

(Midlands) 

Deborah Sturdy Chief Nurse, Adult Social Care, DHSC 

Dr James Thomas Clinical Chair, Bradford & District CCG; Chair, Clinical 

Forum, West Yorkshire & Harrogate Health & Care 

Partnership; Joint SRO, Improving Population Health 

Programme, West Yorkshire & Harrogate HCP 
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Clinical Leadership – The present and future discussion paper 

Setting Scene 

The NHS is undergoing once again a structural change. Over the past 8 years under the legislation 

that enabled clinically led commissioning groups, clinical leadership has been at the centre of 

decision making especially in our local services (place based) and wider hospital services. 

It seems clear from the recently released NHSE documents that whilst clinical leadership will be 

valued its role in decision making will be diminished – for no other reason than the fact by definition 

the new legislation will remove clinically led commissioning groups from the statute. 

Sunderland has enjoyed strong visible clinical leadership over the last 8 years and clinical leaders are 

keen to try and support the new ICS and place based models to have clinical leadership both making 

and supporting decisions at all levels. 

Clinicians have developed transferrable management skills that complement their clinical expertise, 

it is critical these skills are utilised to support the successor structures and bodies. Further many 

clinicians have held senior responsibilities and undergone NHSE approved management 

development and mentorship programmes – there is a resource to be utilised. 

The clinicians in Sunderland have asked for a discussion paper to be drawn together to stimulate 

discussion regarding the development of a model to maximise clinical support and influence in the 

new system. 

We know that patients feel most comfortable working with clinicians in service changes and 

developments and that clinicians continue to have significant trust from patients and patient groups 

– this is borne out by our deep understanding of our population's needs given our role in delivering 

direct patient care, it is critical these trusted clinicians are visible in the future ICS. 

 

What Is Clinical Leadership? 

Clinical leadership has several definitions depending on the specific function and forum.  Clinical 

Leadership is different to being a clinical lead or a subject matter expert. These are different 

skillsets. 

Some essential elements of clinical leadership are: 

1. Management of a team 

2. Establishing clear vision and values 

3. Clear and consistent communication 

4. Strong positive personal attributes 

5. Ability to drive change and  

6. Work with multiple partners and collaborate across the system 

These are clearly desired traits of all leaders, not just clinical leaders from an organisational 

perspective, however clinical leadership demands more of its leaders – we must also deliver; 

1. Delivery and monitoring of evidence-based practice 

2. Clinically evaluating patient outcomes and striving for continuous improvement 

3. Assessing and mitigating risks (especially clinical) to patients 

4. Improving efficiency of services 



5. Coordinating point of care 

6. Advocate (always) for patients 

Being a clinical leader is therefore demanding as it cross cuts both clinical care for our patients with 

organisational and management skills required by systems. 

What have we done in Sunderland? 

Sunderland has for several years invested heavily in expansion and development of clinical leaders. 

This journey started with the advent of member based clinical commissioning groups. 

Sunderland has had clinicians working within system at all levels throughout the CCG – There are 

Executive elected GPs, GB Executive Nurse, Lead Practice Nurse, Head of Medicines Optimisation 

and a host of clinical leads and nurse support roles.  The substructure in what were localities (now 

PCNs/Neighbourhoods) also had locality-based nurses and managers supporting clinical leadership 

at place. 

CCG clinical 

teams.doc
 

Over the past couple of years these initial roles have expanded, the advent of PCNs and the 

establishment of ATB and the Sunderland GPA has provided further opportunity for clinical 

leadership to develop and evolve. 

There is clear clinical leadership within all three of the above-mentioned established groupings. 

What is the challenge / opportunity? 

The impending white paper has necessitated a review of our models and systems at place in 

Sunderland – we have as clinical leaders a number of challenges: 

1. Adapt to requirements of white paper locally and nationally by April 2022 

2. Secure our place-based model of care for place with local partners / stakeholders 

3. Influence the ICS and possibly ICP as this develops 

4. Recognise NHSE as commissioner will still require commissioning clinical leadership 

5. Work to ensure transition does not leave risks for our patients 

6. Ensure we maximise our clinical leadership capacity and influence 

It is generally accepted by our key partners in the city that the systems developed at place in 

Sunderland keep us in good place to adapt to the demands in the recent white paper and also the 

delivery of the NHS long term plan. Our joint working between health, social care and our wider 

community is very strong already especially via ATB – and will strengthen as a key determinant of 

both long-term plan and white paper. 

What will it look like? – what will we discuss? 

In the future it would appear there will be clinical leaders needed at several levels and wearing 

different role / function ad accountabilities (the white paper and guidance will help clarify these 

roles going forward).  



It is important to realise that clinical leaders in the future will be a mix of those who provide and 

deliver services and who represent their colleagues working alongside also those who give clinical 

support but work on behalf of the key statutory organisations / stakeholders. 

The recent published documents from NHSE make this distinction between representation and 

expertise provided for / employed by an organisation visible to ensure distinction between 

representation and expert support. 

Integrated Care System 

This is still in development and details have only just been published – what is now clear is that all 

budgets will be decided at this level and several key work streams are already in development that 

will be led at ICS level. 

We do have clinicians playing into the ICS system, the CCG AO and Head of Meds Optimisation are 

on key ICS working groups.  

The ICS will make key decisions on what is delegated to what level in our region. The concept below 

of ICPs and indeed place-based models will be decided at ICS level. 

Some key clinical leaders will be supporting the ICS as a minimum, but these roles will be North 

Cumbria and North East wide which is a massive area: 

1. Medical Director 

2. Lead Nurse 

3. Lead GP 

It must be noted that these roles will be to represent the ICS as a statutory body and not the clinical 

background they are from (though will support informed decisions). The ICS can widen this Board 

and other roles may materialise – this will be a very high-level Board looking at strategic delivery and 

monitoring of such things as health inequalities.  

There will also be an ICS partnership board – it is likely clinicians will be invited onto this, but exact 

details are not finalised (opportunity exists to contribute to this discussion). 

It is essential that Sunderland supports and contributes to ICS level clinical leadership roles. 

Representation from Place Based Systems to support ICP / ICS level: 

The Key Principles: 

1. MAXIMISE OPPORTUNITY; We need to collectively ensure representation is maximised at ICS 

level by pooling our collective clinical leadership resources by mapping out formally how we can 

support ICS work plans and role 

 

2. WIDEN CLINICAL LEADERSHIP; Clinical leadership is not just GPs there is a scope of clinicians 

that contribute including, pharmacists, nurses, other primary care professionals, AHPs. 

 

3. DEVELOP CURRENT AND NEW LEADERS; Undertake improvement and map future leaders and 

opportunities actively  

 

4. WORKING TOGETHER; Working together will make us stronger than working against each 

other. 

 



5. CLARITY ON ROLE –As set out earlier the new NHSE guidance distinguishes between a clinician 

that represents and one that works organisationally bringing an expert viewpoint – it is 

important these distinctions are transparent as clinical leaders move into roles. Equally clarity 

on governance in role is required – e.g. what can we actually make decisions on versus give 

opinion on and influence. 

 

Without representation at ICS level, it is likely that Sunderland will not influence or gain access to 

resources it may otherwise have been able – it is also likely we will be done upon rather than done 

with, this often leads to poorer local outcomes and frustrated local leaders, patients and clinicians. 

ICP – Integrated Care Partnerships 

These are local NENC ICS “mentioned” groupings of approximately 1 million patients around a 

mainly Acute Foundation Trust basis. They are not mentioned at all within NHSE documents but due 

to size of our ICS it is possible that the ICS will discharge some of its duties and create some teams to 

be organised around these (supra place) based arrangements. The recent documents allow the ICS 

to develop such arrangements (or alternatives) if they so wish. Our ICS has always indicated a wish 

to have these sub-structures – details are however unclear at this point and a watchful participative 

brief is advised. 

For Sunderland currently the ICP concept is based on populations of Durham, South Tyneside and 

Sunderland – the 'Central ICP'. 

Clearly there will be a need for co-ordination of care at this level if this structure materialises in 

some form (seems possible) – it is fair to say the mainstay of ICP work would appear to be at an 

acute Foundation trust level at this point (Acute hospital services)  

1. How will we influence clinically the ICP given its geography – have we mapped what is there 

already? 

2. We have clinicians working at ICP level currently via CCG and ATB – how will we secure this 

clinical leadership going forwards. 

3. What are our clinical relationships like across this footprint, have we maximised our 

potential?  – do we need to do work on this? 

4. How will we get clinicians involved in both decisions and influence roles? 

Case for Collaboration across Place and representation into ICP /ICS: 

The reason I have set out the ICS and ICP challenge is that whilst most of our attentions rightly are 

on place and our Sunderland system of clinical leadership, there are in this new evolving system, 

significant needs to ensure we use our collective strengths to work together and contribute clinical 

leadership at all levels and across all role opportunities. 

To be clear, if our clinical leadership cannot integrate into ICS and ICP infrastructure at all levels, our 

influence will be significantly diminished, and this will mean we will have loss of influence and ability 

to address local issues and improve local outcomes 

Whilst we may have an established local clinical leadership model evolving in place and in discussion 

built on Sunderland’s previous national vanguards and new model of care work, a separate piece of 

work is needed to influence ICS / ICP / National levels at this point – this clearly can only be done if 

place-based arrangements (Sunderland) is assured. This is documented deliberately at the outset to 

highlight the importance of the next step of clinical leadership development. 



The over-riding principles in this paper is to reinforce the strength of collective and disseminated 

clinical leadership in our local and wider system. Clinical leaders often have competing demands 

(clinical commitments) and capacity is therefore often strained. Working to collective strengths in 

a mapped out and organised manner is the suggested way forward with agreed role clarities and 

interdependencies agreed. 

Clinical Leadership at place (Sunderland) 

Key stakeholders (not exhaustive) 

1. NHSE / Sunderland CCG – statutory 

2. Local Authority – Children services / safeguarding / social care / public health – statutory 

3. Sunderland FT – Acute care – statutory 

4. CNTW – Mental Health – statutory 

5. General Practice – Via PCNs / practice statutory via LMC – Sunderland GP Alliance 

6. Community pharmacists – LPC  

7. Optometrists – LOC    currently commissioned via NHSE/I 

8. Dentists - LDC 

In Sunderland many of these key stakeholders have split the system into key components that work 

together to deliver good clinical care. Some have been out of scope (community pharmacy / 

optometry / dental – this may not be the case going forwards in the new ICS) 

1. The In hospital Acute FT system 

2. The Out of Hospital system – the ATB 

3. Public health 

4. Children Services (CCG) – including Together for children (LA) 

5. LA based wider programmes e.g. housing partnership / Provider services 

Within the FTs there are established internal clinical leaders, and these are out with scope of this 

initial document – except to say that there are joint clinical groups where clinicians work together at 

interfaces locally and wider.  ICS pathways and networks will require a joined-up voice from place / 

ICP to ensure our populations needs are met (we know discussions between FT and primary care 

colleagues have already been planned for local pathways / relationship development)  

We have excluded those services currently out of scope at this point to clarify this paper – 

Optometry, Dentistry, Community Pharmacy – however it would be my recommendation that 

discussions take place with these key clinical services leaders as soon as possible to support our 

ambition of strong wide and influential clinical leadership and integrated care pathways. It is 

essential relationship exists clinically between these groupings, we have interdependencies.  

Place – What might the future look like (Sunderland) 

Currently the key partners in Sunderland are developing our place-based proposals for NHSE / ICS – 

we have been asked to do this formally in the recently released guidance and key timelines / 

checkpoints exists that must be met. 

Currently this work is being supported and brought together at the Health and Wellbeing Board 

(HWB) by the current statutory commissioners working with key partners as requested by the NHSE 

documents. The current option that is favoured is depicted below. 

 



 

 

The current `ask` of the ICS (ask as it must permit) – is that place-based budgets and some duties are 

devolved from the ICS under a scheme of formal delegation to a system executive comprised of the 

key commissioners (LA / ICS (CCG currently) and likely the FT –new powers anticipated) with wider 

stakeholder attendance. This is at present referred to as the integrated care board (ICB). 

The ICB will account to the HWB (and therefore council) and also to the future ICS board given it 

looks after both health and social care spending. This will necessitate joint commissioning decisions 

in line with NSHE guidance on the future workings of the ICS. 

Beneath this ICB will sit a strategic commissioning partnership (which will develop and write local 

strategies for approval and also monitor and deliver those statutory duties delegated from LA or 

ICS).  

In parallel will be a provider partnership of all the cities services – the key component to this 

partnership from the health perspective given is scope and likely size will be the ATB. 

The next part of this paper will describes the clinical leadership model in detail that will likely exist 

within the ATB partnership model – it must be noted that the likely scope will have within ATB a 

large portion of current out of hospital health spend and therefore it is to be expected that clinical 

leadership will be most visible within the new system within this key partnership (scope is being 

finalised but key city decision makers have confirmed in principle already in meetings that there is 

no desire to shrink current scope of ATB – indeed we should look to expand it). 

There is clearly a need to identify clinical leaders to participate both in decision making roles within 

the place-based arrangements that sit above ATB. Some of these roles may be representative (e.g. 

Representative from ATB / PCN or similar) and others it is suggested are expert clinical support for 

organisations with statutory functions E.g. ICS. 

Given our earlier clarity on role and functions of clinical leadership the new NHS landscape it is 

possible these roles may be new to the ICS post CCG system and will need clear rationale as to their 
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role and value. This recognises the clear distinction in line with NHSE guidance between 

organisational representation and providing expert clinical support. It is recommended evolving 

systems develop these place based roles to assure public of clinicians operating at all levels in the 

new system i.e. – as both decision makers and corporate representative.  

The ATB – All Together Better Sunderland  

Has widespread clinical leadership both at ATB executive and through wider structures. ATB has in 

scope many of the out of hospital services. ATB also work in partnership with Sunderland key 

stakeholders to work in collaboration to deliver best patient care despite organisational boundaries 

The current draft legislation makes it absolutely clear such collaborative integrated models are 

expected to be the norm in the future. Sunderland is fortunate in that our model has been in 

development for several years (vanguard) and clinical leadership was invoked at the centre form the 

start. 

It is therefore my recommendation that this model is used as the minimum baseline for clinical 

leadership in our place based out of hospital care services – these structures were co-developed 

between partners, managers and clinicians; 

  



ATB Overall Structure 

 

 

ATB PCN integration into programmes (structure started in 2019) 

The Model above is rightly focused on role and function and not the individuals currently in role. The 

reason for this is deliberate. 

The ATB model has been co-designed with managers, clinicians and the key stakeholders within 

scope. Further development of the ATB, its programmes and scope will be possible if the place and 

wider systems desire it – it would be recommended that such widening of scope if it occurs, 

continues the principle of meaningful clinical leadership to be as clearly visible in the model as it is 

now at all levels. 

Leadership roles should be based on the skill set required to best meet demands of the role required 

and folk currently in role may leave. It is therefore essential in any scoping structural document that 

we concentrate on roles and functions and not individuals currently in role. 

It is a recommendation that discussions are de-personalised (difficult) and that title role and function 

are discussed. 

Each of the roles set out above has a described role outline and job description. It is recommended 

that these are made visible within system and adapted to the changes that occur during transition. It 

will likely be necessary that specialist HR and OD support will be needed as this goes forward for all 

roles (not just clinical) – involvement at an early stage is recommended. Below is a high-level 

summary of the above roles as I see for discussion. 

GP Roles 

ATB Chair – This role is recommended to be by appointment against key job description agreed by 

ATB members.  Consideration of election by GPs was made but given this is a provider system 

partnership appointment amongst ATB key stakeholders this individual’s role is to represent all 
alliance partners and the full scope of ATB. The job description and role outline will reflect these 

requirements. This is a senior and experienced position representing everyone equally within scope, 

Sunderland ATB Clinical Leadership Architecture 
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not least the patients. This role is recommended to be a GP to show the public clear and visible 

clinical leadership is present at all times (public reassured most by clinicians and GPs are the system 

experts in scope of out of hospital care clinically)  

ATB Medical Director – This role has specific over-arching ATB programme responsibilities – Again as 

ATB is partnership this should be (as with most senior ATB roles) an appointed position to assure 

partners of strongest choice in appointment. The role and job description to deliver agreed duties 

are well laid out and may need further development. 

This role is specifically a GP to represent again the expertise and generalist knowledge as experts in 

out of hospital care (main scope of ATB) that GPs have. This role also has a specific overarching role 

co-ordinating and supporting the neighbourhood PCN and the clinical directors to deliver their 

specific and mutually agreed system objectives on behalf of GP practices. The MD will also support 

system co-ordination of the neighbourhood wider leadership support. 

The ATB MD must work closely with the ATB Nursing Director and have absolute clarity between 

roles and responsibilities. 

Wider Clinician Key Roles 

PCN Clinical Directors – these are roles we expect to be laid out in the new white paper. From recent 

published information they will be elected by PCN member practices and are therefore 

representative appointments within their neighbourhoods in delivering the PCN objectives as 

determined by NHSE and ICS / Place-based systems. It is also an expectation that PCN CDs at place 

base will co-lead and support each other rather than working in PCN silos. They do not of course 

have to be GPs. 

As representative roles they have influence roles within the emerging place-based systems in 

development and primarily this for PCNs will be via ATB scope. Wider opportunities as NHSE 

guidance develops is desirable. 

The recent guidance makes it clear that PCN CDs are expected to have influence and input into the 

teams that sit around practice neighbourhoods. The CDs are all in programme 1 and are also 

represented on all other programme Boards as per the diagram above and below; CDs are also 

represented at ATB executive board by a CD. The CDs are supported in the wider system by the ATB 

Med Director as set out earlier and the practice nurse leads therein. The services that will wrap 

around PCN neighbourhoods are in scope of ATB and this is key to PCN and ATB neighbourhood 

models success. 

It is to be noted that a strong relationship exists between the SGPA and the PCN CDs that also brings 

support in the ARRS roles that have been recruited. Given the SGPA key role in the new models of 

care  

The current agreed PCN working arrangements for service planning and delivery is set out below in a 

bit more detail (will evolve as stature changes take effect e.g CCG will become ICS or Integrated care 

Board etc. It is noted and reassuring the recent NHS documentation made reference that systems 

are expected to have just this sort of working arrangement going forward – giving PCNs and their 

represented practices key roles in transforming and developing the neighbourhood models of care. 



 

ATB Director Nursing – By definition a clinician with a nursing background and senior clinical 

leadership and system management expertise – responsible for Quality and safety of care across the 

ATB scope – working closely with other clinicians and the MD to deliver core duties. 

Director of Public Health – A clinician with public health qualification, this role is appointed by the 

local authority one of the key ATB stakeholder organisations. This role description is clearly 

delineated and the contribution and requirements of ATB need specifying so as role clarity is gained. 

Senior responsible clinicians – Appointed by the ATB to lead core agreed programmes of work as 

required. These roles are to be appointed by ATB executive and can be any clinician that is deemed 

capable of delivering the programme of work required. The roles and responsibilities will need to be 

clearly laid out in job/role description. 

 

Obviously these roles have specified role outlines and expectation / job descriptions. It is anticipated 

as we move forward, as legislation and guidance evolves, and as system place models develop, that 

these may alter and adjust – expert HR and OD support is again flagged as a transition and 

development need for this ATB model and specifically in ensuring clinical leadership is embedded. 

Other considerations 

SGPA – SGPA represents most of the practices as members in the place-based system – the 

relationship in system and between ATB is essential – it is primarily a GP focused organisation but 

works at a system /place level and employs a multitude of clinicians and should be seen as a key 

partner / resource.  

SGPA has articles that ensure profits are re-invested in patient care. 

SGPA has its own clinical leadership model as set out below that is used to support the system 

deliver its wider challenges and objectives (not least recent vaccine programme as example) 
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The current SGPA clinical leadership is as set out above – I have not on this occasion made names 

visible maintaining advice to look at roles and functions not individuals (names come and go it is role 

that is important). We can see that there is representation at Senior level from all PCN 

neighbourhoods and most roles are elected in one manner or other. 

Some of these partners currently fulfil wide roles in ATB. It is to be also noted that GPA has a range 

of employed clinicians and non-clinicians to offer including pharmacists and social prescribers (via 

PCNs) – it is recommended that these roles are mapped to explore where further clinical support 

may be possible (e.g. 35 pharmacist employed)  

It is also noted many clinicians work in member practices – these clinicians can support work 

programmes potentially at many levels e.g. transformation projects, clinical networks. 

STSFT community services 

There are a variety of roles that are clinical from both nursing, therapies and social roles that are 

within scope of ATB  

It is not within scope at this point to map all of the opportunities for clinical leaders, but this piece of 

work is recommended going forward – recommended ATB workforce group leads this work 

It is likely transformation and pathway developments will require support from key staff 

CNTW MH 

Vast clinical expertise exists within CNTW which is a large FT. Scope of clinical leadership that can 

support our place and wider system ambitions needs to be mapped out – it is recommended ATB 

again leads this scoping work. 

CNTW have lead roles within ATB and clinical roles supporting key work programmes are envisaged. 

SCCG 

The CCG currently has a multitude of clinical leaders – the statutory leads will not be present in the 

future once transition to ICS completes. The key issue of this is that most clinical statutory leaders in 

SCCG are both organisational representative and practice representatives – this unique role which 

was unprecedented in the NHS history (and causes much 'conflict of interest' management) is being 

removed in line with the earlier clarifications in this paper.  Some of these leaders currently fulfil 

functions at ATB presently in parallel. 

It is to be noted that in discharging its ICS functions it is possible clinical leadership roles at ICP and 

ICS level may be required as set out earlier; it is unclear at this point how this may evolve. 



It is recommended that place identifies clinical leaders willing to work within new ICP/ICS models as 

transition occurs. To support this a clinical leadership mapping and skills matrix as part of a 

formulated clinical leadership OD plan would be recommended A senior place based clinical leader 

has been suggested in some discussions but no structure from ICS is yet in draft for sharing. 

The CCG has a large catalogue of clinical leaders that work on pathways and clinical support / 

networks. It is recommended that these pathways and their developments are considered to 

transfer to the ATB programmes and that clinical leader input requirements transfer also into ATB 

programmes (when within scope) 

It is accepted some statutory clinical roles may remain out with scope of ATB e.g. some safeguarding 

roles etc., again the ICS has not published details on these roles. 

Consideration will need to be given to how clinical representation will occur at important city 

committees going forward e.g. Health and Wellbeing Board 

LMC, LOC, LPC, LDC. 

These organisations have specific roles and functions for the memberships they represent. Clinicians 

sit within these organisations fulfilling specific duties. 

It is expected as we move forward discussions on overlapping areas of mutual interest and support 

will take place with the clinicians within these relevant organisations. 

Next Steps  

Once agreed it is recommended that our place (and wider system) clinical leadership model is pulled 

together under an agreed system clinical leadership OD plan. 

It is in the strongest terms recommended that this system is fully costed (I would recommend this be 

within current clinical leadership budgets)   

A fully costed clinical leadership model with a meaningful skill matrix and development plan that will 

meet the needs of our city would place SUNDERLAND in a strong position to ensure our strong history 

of productive, innovative and committed clinical leadership is maintained post transition to the new 

Health and Social care system. 

In Summary 

This document was always to generate discussion and focus minds, to challenge and gain progress – 

we have all discussed these issues and roles but once in a written format it allows focus on clarity of 

what is being developed, it enables us to share our ambitions and expectations wider. 

It has set out that Sunderland is currently in a very strong position within place in its clinical leadership, 

having representation at many levels with true collaborative and disseminated clinical leadership – 

many systems, especially locally have nothing so robust so there is opportunity to step forward at pace 

(opportunity).  

It has also set out the challenge of whether we are truly maximising our local capacity to lead regionally 

and wider in NHSE and LA systems especially as they develop – gaps have been identified within this 

paper. 

The document draws attention to fact that whilst a lot of General Practice clinical GP and nurse 

leadership is present, there is a need for” wider “clinical expertise. We have to widen its gaze and look 



to involve new sectors / clinicians wherever possible – ATB has attempted to do this, but further work 

is recommended, and ATB is well placed to progress this wider clinical development. 

The interface with secondary care is another key area to strengthen clinical collaboration and 

leadership. There are encouraging indications that FT clinical colleagues are keen to explore and 

support in these regards, especially in a post covid system (new learning) . 

The document makes no apology for recommending on building upon these current roles and function 

/ systems at place that we already have – Given Sunderland was a vanguard and national lead in the 

new models of care work it is no surprise our systems match well into the new NHS landscape, 

especially in place.  

It will be necessary to send a clear narrative as to our place-based clinical leadership expectations to 

the new systems developing within the new NHS infrastructure, to ensure our current capacity is not 

just maintained but further invested and developed. 

As set out it is expected that consideration is given to developing a clinical leadership OD plan as part 

of the system transition that covers not only what is required and present but also learning needs and 

developmental requirements; scope will be wider than just ATB and involve addressing some of the 

wider system challenges set out in this paper. 

As we are in transition these models and thinking will evolve as further details and structures occur. 

By having a clear structure now, we will be well placed to both adapt and lead those models. 

As we move forward those who have tolerated my TITO slides know I do like a good quote so I will 

finish with this; 

'Coming together is a beginning, keeping together is a progress, and working together is success'. 

I have no doubt success will follow if we work at this together 

Good luck 

Dr P  18.6.2021 

 

 

 


