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Executive Summary 

 

 

The vision for the DDES CCG is: 

To work together for excellent health for the local communities of 
Durham Dales, Easington and Sedgefield.    

 

Over the next five years, DDES CCG has three over arching priorities: 

1. To drive up the quality of commissioned services 

2. To ensure full engagement and participation of patients, clinicians and 

stakeholders 

3. To deliver our five key aims within our allocated budget   

 

The five key aims/programmes of work for DDES CCG are: 

1. To improve the health of the populations of Durham Dales, Easington and 

Sedgefield 

2. To make sure our children and young people have a better start in life 

3. To tackle the challenges of an ageing and growing population  

4. To make services more accessible and responsive to the needs of our 

communities. 

5. To manage our resources effectively and responsibly 

 

The members of the CCG have agreed a set of core values which will be adhered to 

by everyone in the organisation; 

 to be open and honest 

 to have respect towards our patients and colleagues  

 to operate with integrity  
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 to be patient-centred 

 to work collaboratively   

 to embrace equality and diversity 

 
DDES CCG faces a number of health challenges, not least of which are; a varied 

demography, pockets of severe deprivation, an ageing population and large rural 

areas. 

We have identified programmes of work, focusing on caring for our elderly 

population, managing long-term conditions, giving our children a better start in life 

and making our services more accessible. 

There is significant alignment between our five key aims and the Department of 

Health Outcomes Framework and the Public Health Outcomes Framework. 

We will therefore be able to use the outcome measures from the national 

frameworks to measure the success of our programmes of work. We will also use 

our local knowledge to set specific local measureable goals to ensure that we reduce 

health inequalities by commissioning the best possible services focussing on 

prevention as well as treatment.  

It is clear that: 
 

 Early identification, prevention and intervention is required to close this 
inequality gap  

 Targeting the most vulnerable groups and communities is central to reducing 
the gap between deprived and affluent 

 Empowering communities and individuals and promote positive choices is key 
to the sustainability of this approach. 

 

We will also constantly check with our public, patients and clinicians to be sure that 

we are making the necessary changes and that the experience of services is ever 

improving. 

We are committed to the principles enshrined in the NHS Constitution and will 

ensure that this plan takes account of these at all times. 

We fully appreciate that there are many wider determinants of health, in the DDES 

area there are some specific challenges including: deprivation, rurality, poor 

transport links, poor housing, fuel poverty  and unemployment.   
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Our priorities also largely reflect the Public Health Outcomes Framework and public 

health four domains and the six policy objectives identified in the Marmot Review 

which reflect the wider determinants of health. 

We recognise that we will have to work with a large group of partner organisations to 

continually improve the life experience of our population.  We will do this as pro-

active members of the health and wellbeing Board contributing towards the 

development and implementation of the health and wellbeing over arching strategy.   

We will also work with partners to ensure that a range of joint commissioning 

strategies are in place focussing on meeting the needs of specific groups of people 

within our communities such as: children and young people, older people, carers, 

people with a learning disability and/or mental health problems.   
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1. Introduction 

 

As the clinical leads of the constituent locality areas of the Durham Dales, Easington 

and Sedgefield clinical commissioning group (DDES CCG), we are pleased to 

introduce this first iteration of our Clear and Credible Plan. This plan will give you an 

understanding of our role as a new commissioning organisation, what we will be 

focusing on changing over the next five years and what this will mean for the people 

who live in our communities. 

1.1 Who we are 

The white paper ‘Equity and Excellence: Liberating the NHS’ (DH, July 2010) 

announced a clear intention to ensure the commissioning of health services has a 

strong clinical focus, whereby clinicians are able to lead the design and 

commissioning of services to meet the needs of our local population. As further detail 

has unfolded on the changes to the NHS, local arrangements have been set in place 

to enable Durham Dales, Easington and Sedgefield localities to come together to 

form one emerging clinical commissioning group.  

The Durham Dales, Easington and Sedgefield clinical commissioning group was 

established in October 2011 and is made up of forty one member practices.  It 

covers a total population of approximately 272,000 over a large and diverse 

geographical area. Our CCG is made up of three distinct and well defined locality 

areas of County Durham:-  

 Durham Dales, in the west of the county, comprising a mixture of small urban 

areas alongside the large rural areas of Wear Valley and Teesdale.  

 Easington and East Durham comprising a mixture of urban and rural areas. 

Easington has the second highest population density in the county and some 

of the most deprived wards in England. 

 Sedgefield, in the south of the county, where there is a mixture of urban areas 

alongside some very small villages and more rural eastern communities.  

Each of our localities falls within the boundaries of one single-tier, unitary, local 

authority, Durham County Council. 

1.2 How we will work 

Durham Dales, Easington and Sedgefield clinical commissioning group (DDES CCG) 

has been created to develop a new organisation fully capable of delivering excellent 

commissioning of health and health care services for the population of Durham 
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Dales, Easington and Sedgefield. We have the ambition to achieve full authorisation 

as a clinical commissioning group by April 2013.  

Our new organisation will build upon initial individual experiences as separate 

practice based commissioning (PBC) groups and then emergent GP led 

commissioning groups to exploit the advantages of economies of scale to address 

common health needs. Our organisation will also draw on the skills and expertise 

currently within NHS County Durham and Darlington to assist our assimilation and 

development of commissioning skills, knowledge and experience to enable our 

organisation to become an intelligent commissioner, ready and able to meet the 

health challenges of our population in a rapidly changing and complex world. 

This plan essentially embodies what is different in the new healthcare system where 

evidence of need and views of patients and the public are triangulated with the 

experience and insights of clinicians delivering services so that any changes made 

bring about real improvements in the health outcomes and experiences of our local 

population 2.  

1.3 What we are trying to change 

The health and wellbeing of the people within our communities and the level of 

health service they receive, are at the heart of everything we are trying to do. By 

reviewing all the available health evidence, service performance and financial 

information and supplementing it with what we see as clinicians and from what our 

patients tell us on a day-to-day basis, we have built up a picture of challenges and 

opportunities from which we have developed a clear set of priorities for the next five 

years. These are: 

1. To drive up the quality of commissioned services 

2. To ensure full engagement and participation of patients, clinicians and 
stakeholders 

3. To deliver our five key aims within our allocated budget   

The five key aims/programmes of work for DDES CCG are: 

1. To improve the health of the populations of Durham Dales, Easington 
and Sedgefield. 

2. To make sure our children and young people have a better start in life 

3. To tackle the challenges of an ageing and growing population 

4. To make services more accessible and responsive to the needs of our 
communities 
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5. To manage our resources effectively and responsibly    

 

1.4 How we will bring about this change 

To deliver this change we will implement a set of initiatives that will re-shape, extend 

or update the current range of services that deliver health improvement and 

healthcare to our population. We will maintain our focus on locality working and 

listening carefully to local communities when commissioning services but will 

collaborate across localities where it is sensible, realistic and feasible to do so. 

We will also work in partnership with the two neighbouring clinical commissioning 

groups in North Durham and Darlington when whole health economy working will 

help deliver our aims and make best use of available resources. We will also work in 

partnership with Durham County Council on areas of joint interest to improve the 

overall health and wellbeing of the population. Close working with our service 

providers is also important to us whereby clinicians are able to collectively shape 

services to meet the needs of our local populations and give best outcomes from the 

resources available.  

As a CCG, up until full authorisation, we are supported by NHS County Durham and 

Darlington as the umbrella statutory NHS commissioning organisation. It is therefore 

essential that our commissioning plan recognises and remains consistent with the 

PCT Integrated Strategic and Operational Plan (ISOP) 2011/12 - 2014/15 over the 

remaining lifespan of the document, whilst ensuring that our clear and credible plan 

captures the opportunities of the emerging new landscape for strengthening clinical 

leadership and engagement in the shaping and commissioning of health services. 

The ISOP outlines how the PCT cluster will ensure the delivery of national, regional 

and local priorities over the defined period, ensuring financial stability and improved 

levels of service performance, whilst at the same time facilitating the transition 

towards clinically-led commissioning. We believe our clear and credible plan is 

consistent with the ISOP themes and will carry these forward and beyond the 

lifespan of the ISOP, at which point we will need to ensure alignment to the priorities 

of the Health and Wellbeing Board for County Durham at a local level and the 

overarching strategic aims of the NHS Commissioning Board.  

1.5 How will we afford the changes? 

As a CCG we will be investing in excess of £400 million each year during the five 

year lifespan of this plan (roughly £2.2 billion over the five year period). We will need 

to manage our money in the face of significant financial constraint as the government 

has set challenging targets for the CCG to deliver improved Quality, Innovation, 
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Productivity and Prevention (QIPP). We also recognise the need to be able to 

respond to the significant demographic changes, in particular the increase in the 

number of older people. As a result of this we recognise that as investors of public 

money we need to manage our resources vigorously.   

This will be delivered by continually analysing need, reviewing and benchmarking 

current service provision; identifying gaps and opportunities for improved practice 

quality and efficiency, testing innovation and working in collaboration in the sharing 

of good practice. At the same time, we will work with our healthcare providers to 

increase efficiency and minimise waste. Any cost savings from this activity will be re-

invested into our commissioning priorities for future years.  

1.6 How we will know we have achieved our goals 

Throughout the five year lifespan of this plan, we will make regular assessments of 

our progress to ensure our efforts are having a positive and meaningful impact on 

delivering our goals. We look forward to keeping you updated on our progress as we 

enter this exciting period of change; delivering improved services and levels of health 

to the people of our communities through clinically led commissioning. 

 

 
 
Dr Stewart Findlay 
 
Interim Chief Officer 
DDES  

 

 

Dr Dinah Roy 
 
Director of Quality 
DDES 

 
 

 

 

Joseph Chandy 
 
Director of Development 
& Engagement 
DDES 
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2. Vision and Purpose 

 

In developing this Clear and Credible Plan, the DDES CCG has looked very closely 

at the needs of its population and listened to the views of patients and clinicians. The 

DDES CCG has also identified areas where improvements are required; taken the 

time to understand the financial context and undertaken a strategic analysis. Details 

of this work are captured throughout the plan. 

DDES CCG is established to make the most of the opportunity presented by 

clinically-led commissioning to bring about improvements in health outcomes and 

healthcare services for the populations of Durham Dales, Easington and Sedgefield.  

There is a collective commitment from the member practices, localities and the CCG 

as a whole, to secure responsive, quality services which meet the needs of patients 

and make a real difference to the health of the population. 

 

2.1 Our vision  

Our vision for the DDES CCG is: 

To work together for excellent health for the local communities of 
Durham Dales, Easington and Sedgefield.    

2.2 Priorities and Aims  

 

Over the next five years DDES CCG has three key priorities and five key strategic 

aims: 

1. To drive up the quality of commissioned services 

2. To ensure full engagement and participation of patients, clinicians and 

stakeholders 

3. To deliver our five key aims within our allocated budget   
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The five key aims/programmes of work for DDES CCG are: 

1. To improve the health of the populations of Durham Dales, Easington and 

Sedgefield. 

2. To make sure our children and young people have a better start in life 

3. To tackle the challenges of an ageing and growing population. 

4. To make services more accessible and responsive to the needs of our 

communities. 

5. To manage our resources effectively and responsibly    

 

2.3 Improving the health of the populations of Durham Dales, Easington and 

Sedgefield  

Improving the health outcomes and reducing the health inequalities within the 

population is a “must do” for DDES CCG. We cover a population with significant 

health challenges, both in terms of poor health outcomes and high levels of health 

inequality. People living within our population are more likely to have worse levels of 

obesity, hypertension, depression and coronary heart disease and are ultimately 

more likely to die sooner than if they were to live in other parts of the county, region 

and country overall.  In order to tackle this we recognise the importance of providing 

support and care for our children and young people which is why one of our key aims 

is to make sure our children and young people have a better start in life. 

By the end of the timescales of this plan, working closely with the Public Health 

Function in the Primary Care Trust/Local Authority and supplemented by local 

targeted public health initiatives, we will have improved the health status of our 

population so that individuals will live longer, and have healthier lives in communities 

where there are lower levels of inequality amongst communities. 

2.4 To make sure our children and young people have a better start in life 

Our children and young people are our most valuable asset and we want to ensure 

that they enjoy excellent health from birth.   To that end we are going to support the 

NCB with early year’s prevention by supporting ‘A Call to Action’ increasing the 

number of health visitors to work with children and their families.  We will also work 

with schools and the local authority to share responsibility for educating our children 

about how to make healthy choices, live healthy life styles and understand the 
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dangers presented by alcohol consumption, smoking, drugs and unprotected sexual 

intercourse.  We will also continue to ensure that the most vulnerable children either 

with complex needs, learning disabilities and/or mental health problems enjoy the 

very best care and support and will focus on improving access to and the quality of 

children’s therapy services.      

2.5 Tackling the challenges of an ageing and growing population 

Ensuring that we meet the challenges of an ageing and growing population is very 

important to us. The CCG has a larger than average ageing population and the 

percentage of older people is projected to rise significantly over coming years. We 

need to develop services that will help our patients manage the one or more long 

term conditions, such as diabetes or chronic obstructive pulmonary disease (COPD), 

that they may develop. This will also require working with our local authority, the 

voluntary sector and independent sectors to ensure that social care needs, as well 

as health needs, are met through integration of services and care pathways to 

deliver the best possible outcomes for the population. 

Increases in the number of patients with long term health conditions, coupled with an 

ageing population, will also impact on the prevalence of mental illness associated 

with age, such as dementia. With a growing population, more effective end of life 

care services will also be needed to ensure our people are supported, wherever 

possible, to die in their preferred location. 

By introducing a range of community focused initiatives and re-designed pathways, 

patients within Durham Dales, Easington and Sedgefield will, by the end of this plan, 

feel more supported and better able to manage and live with their conditions. This 

will reduce avoidable admissions to the hospitals, allowing them to focus increasingly 

on treating more serious and complex cases. 

Failure to respond to this challenge will lead to a significant deterioration in the life 

quality of older people as well as an unmanageable pressure on current health and 

social care services and an unsustainable, ever increasing financial pressure.   

2.6 To make services more accessible and responsive to the needs of our 

communities 

The CCG has a varied demographic profile, including small urban populations, small 

towns and large rural areas of low population.  This variety presents significant 

challenges for access to health and other services.   

We are committed to ensuring equality of access and recognise the need for very 

local models of service provision to meet the needs of local communities.  For 
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example, pathways and local models of care could be very different between a 

service provided in towns as opposed to those provided in rural communities. 

Notwithstanding this, health outcomes, quality and safety will need to be equally high 

whatever the model of care might be.   

We want to ensure that we commission services to meet the needs of largely rural 

communities with poor transport links, such as those people of the Durham Dales, 

whilst maximising the opportunities provided to us by the choice of acute and 

community providers servicing the East of the patch. 

By the end of the life of this plan, our population will notice a significant difference in 

the number of services available on their doorstep that are tailored to the unique 

needs of each locality. 

2.7 To manage our resources effectively and responsibly 

In delivering the five priorities outlined above, we recognise that we must deliver 

them in extremely challenging financial times. Consequently, we must ensure that 

we make sensible investment decisions whilst getting the most out of the services 

we are currently paying for on behalf of the tax payer and our communities. 

Over the five years of this plan, local people will see that we will have considered the 

information we have on health and service needs, shared this information with them 

and listened carefully to their views, as we deliver step changes in care and services, 

whilst living within our means and demonstrating real value for money. 

2.8 Working with Others  

The CCG board assumes collective responsibility for driving forward its vision and 

aims in collaboration with member practices and other key stakeholders.  Within the 

new NHS architecture, we recognise that our CCG will be unable to achieve its goals 

and responsibilities in isolation and are aware of the attention we must pay to 

ensuring DDES CCG operates as part of a system-wide approach and, as such, 

builds and sustains strong collaborative arrangements for commissioning with other 

CCGs, the local authority, the NHS Commissioning Board and providers, including 

the voluntary and third sector.  

Securing the appropriate external commissioning support and developing a formal 

relationship for provision of commissioning support is also key to the successful 

delivery of this plan.  

Our localities have a track record of good collaborative working with other 

commissioners and the three local CCGs in County Durham and Darlington are 

developing how to work together, initially as a confederation, identifying areas for 
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federated working and risk sharing. These will include areas of commissioning 

activity such as contract management and continuing health care (CHC).  

 

The Durham Dales Integrated Care Organisation Project (ICO), funded by the 

Department of Health, explored a ‘whole system working’ in service design and 

delivery, working in partnership with NHS County Durham; Durham County Council; 

Tees, Esk and Wear Valley NHS Foundation Trust; County Durham and Darlington 

Foundation Trust; The North East Ambulance Service and County Durham and 

Darlington Community Services.  Rather than focusing on one condition or pathway, 

Durham Dales locality - who led the ICO initiative - sought to develop integrated 

ways of working over the whole range of care required and received by patients in 

the locality (see Appendix 2).  

Within our CCG we have a high level of experience of cross sector, collaborative 

working demonstrated not only through the ICO projects but also other key 

programmes of work. The Sedgefield locality pathfinder project has established an 

enhanced Primary Care Treatment Unit and intermediate care bed provision at 

Sedgefield Community Hospital, working collectively across organisational 

boundaries for health and social care provision to offer safe and effective locality 

based services and avoiding acute admissions. The implementation of Easington 

locality care pathways for people with breathing difficulties is yet another example of 

system wide collaborative working involving nursing and social care teams, the 

ambulance trust, warden services, hospital discharge nurses, general practices and 

urgent care: working together they have created a safe localised pathway that offers 

patients an alternative to admission to hospital.    
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2.9 Ensuring patient, carer, public and clinical involvement  

In developing our vision and purpose, we have worked closely with GPs and 

member practices through our management and decision making mechanisms at a 

locality level. We have also held a number of engagement workshops with patients 

and stakeholders, including provider organisations, local authority and other statutory 

and non-statutory organisations, to explore opportunities through the new and 

emerging clinical commissioning system.  

To support on-going delivery of our Clear and Credible Plan, we have developed a 

Durham Dales, Easington and Sedgefield Communications and Engagement 

Strategy which will sit alongside the Clear and Credible Plan, Organisational 

Development Plan, Delivery Plan and Financial Plan as a key formal strategic 

document.  

The communications and engagement strategy sets out how DDES CCG will engage 

with people at all stages of decision-making about their health and healthcare 

through patient, carer and public involvement in the context of existing NHS policy, 

best practice and legislation. It states a commitment to achieving effective 

engagement and communication and outlines how DDES CCG will develop 

engagement and communication functions and implementation plans to support its 

vision and the stated priorities in the clear and credible plan. It also outlines how the 

Equality Delivery System will be implemented for Durham Dales, Easington and 

Sedgefield.  

This overarching Communication and Engagement Strategy includes the following 

five key components:  

1. Localised Operational Engagement Plans for Durham Dales, Easington 
and Sedgefield localities. 

2. Engagement Plan for the Durham Dales, Easington and Sedgefield 
Clinical Commissioning Group Vision and Clear and Credible Plan.  

3. Individual operational Communications Plan for Durham Dales, Easington 
and Sedgefield localities. 

4. Stakeholder Map. 
5. Patient and Public Involvement Toolkit. 

 

Each of the three constituent localities in DDES CCG have developed a model and 

mechanism for stakeholder and patient/public engagement, tailored for local need 

but all positioned to utilise and build upon the tools described above to ensure a 

comprehensive roll out of communication and engagement activities.   
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Looking ahead, a comprehensive approach that puts patient needs at the centre of 

what we do will help us make the step change between understanding the needs of 

practice populations through to engaging with and understanding whole community 

needs and challenges. 

2.10 Involvement of others in the development of this CCP  

Involvement of stakeholders in the development of the vision for DDES CCG has 

included: involvement of patients and lay representatives at OD days; consultation 

with patient groups in relation to local needs, priorities and commissioning intentions;  

briefings to NHS and Durham County Council (DCC) staff, the overview and scrutiny 

committee and relevant transition work streams in DCC, Local Involvement 

Networks, the Shadow Health and Wellbeing Board, local Foundation Trusts, Area 

Action Partnerships and MPs. A Stakeholder Map has been developed and is 

included in our Coomunication & Engagement Strategy to support prioritisation and 

targeting of communications and engagement activity to the needs of different 

stakeholders and communities of interest.   

As the Clear and Credible Plan is an important vehicle for public accountability, we 

will develop a public facing version of this to provide a focus for discussions on local 

health needs and priorities.  

 

2.11 Health & Wellbeing Board 

We recognise the important role of the Health & Wellbeing Board (HWB) and have 

been closely involved with the development of the Shadow (HWB) in County 

Durham.  We will continue to work with partners on the Board and have identified 

two executive clinical leads to sit on the board as the DDES representatives. 

Health and Wellbeing Board functions are likely to include: promoting integrated 

work between health, public health and social care commissioners; lead on the 

JSNA and the Joint Health and Wellbeing Strategy; involvement with CCGs as they 

develop their commissioning plans; involve service users and the public and 

encourage collaborative working with services which impact upon the wider 

determinants of health. 

2.12 The joint strategic leads assessment (JSNA) 

We realise that commissioning health and social care services at smaller 

geographical areas must be based on a sound understanding of the needs and 

priorities of that local population. 
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The population health profiles for Durham Dales, Easington and Sedgefield identified 

in the JSNA attempt to look at health need at a local level (CCG, locality and sub 

locality) to help inform CCG commissioning decisions. The analysis will feed into the 

refreshed 2012 County Durham Joint Strategic Needs Assessment and will also be 

available via Instant Atlas (a web based visual mapping tool) on the Durham County 

Council JSNA web page (www.countydurham.gov.uk/jsna). 

JSNAs will be the means by which local leaders work together to understand and 

agree the needs of all local people, with the joint health and wellbeing strategy 

setting the priorities for collective action. Taken together they will be the pillars of 

local decision making, focusing leaders on the priorities for action and providing the 

evidence base for decisions about local services (Joint Strategic Needs Assessment 

and joint health and wellbeing strategies explained: commissioning for populations, 

Department of Health 2012). 

Refreshing the JSNA and developing the joint health and wellbeing strategy over the 

coming months will provide local partners including clinical commissioning groups 

(CCGs) with a jointly agreed and locally determined set of priorities on which to base 

their commissioning plans within the reformed health and care system going forward. 

Demonstrating the partnership work necessary to make this happen will play an 

important role in authorising CCGs to take on their crucial role. 
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3. The Case for Change 

 

The starting point for the development of the vision for this plan was to fully 

understand the health needs of the local population, patients’ experience of the 

services they receive and the financial environment that we operate in. This was 

supplemented by the identification of opportunities to make improvements in service 

efficiency and performance. 

Awareness and analysis of the local public health challenges, together with our 

learning and development from PBC, the Durham Dales ICO and pathfinder projects 

within each of the localities, has enabled a full picture of health need and challenges 

to be drawn up both across DDES as a whole as well as within each of the three 

localities and at practice level. 

3.1 Health need and demographics 

Using the Joint Strategic Needs Assessment, Community Health Profiles and other 

sources of epidemiological and demographic data, we have developed a picture of 

the health challenges facing our local populations. 

As shown in figure 3.1, the population of DDES CCG will age significantly over and 

beyond the life of the plan.  

 

Figure 3.1: DDES CCG Forecasted Demographic Shifts 
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Whilst the population grows and ages, it also stands behind the national average in 

many of the key headline health measures. Key Issues: 

 

 Life expectancy for both men and women is lower than the England 
average 

 Early death rates from cancer and from heart disease and stroke remain 
worse than the England average 

 Estimated levels of adult 'healthy eating', smoking and obesity are worse 
than the England average 

 Rates of smoking related deaths and hospital stays for alcohol related 
harm are higher than average 

 Depression and dementia prevalence in DDES is worse than the England 
average 

 

3.2  Wider determinants of health and the Marmot Report 

 
Health inequalities are disparities in health between population groups that are 

systematically associated with socioeconomic factors (social class, ethnicity, place of 

residence, income etc). Such disparities in health are avoidable and are therefore 

considered to be unjust. This focuses on the determinants of health inequalities that 

can be influenced by society. Some determinants of health such as biological factors 

(gender, age, genes), are not amenable to change by social actions. Health 

disparities related to these factors are not therefore included in our concept of 

avoidable and unjust health disparities. 

Action to reduce health inequalities must start before birth and be followed through 

the life of the child.   Only then can the close links between early disadvantage and 

poor outcomes throughout life be broken (Marmot, ‘Fair Society, Healthy Lives’, 

February 2010). 

The Marmot Review: Strategic review of health inequalities in England post-2010 

(February 2010); states that health inequalities result from social inequalities and 

that action on health inequalities requires action across all the social determinants of 

health (e.g. housing, employment and education) taking a 'life course' approach. 

Marmot also states that focusing solely on the most disadvantaged in society will not 

reduce health inequalities sufficiently. To reduce the steepness of the social gradient 

in health, actions must be universal, but with a scale and intensity that is 

proportionate to the level of disadvantage. This is called proportionate universalism.  

The six recommendations from the Marmot Review were:  
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 Give every child the best start in life 

 Enable all children, young people and adults to maximise their capabilities 
and have control over their lives 

 Create fair employment and good work for all 

 Ensure healthy standard of living for all 

 Create and develop healthy and sustainable places and communities 

 Strengthen the role and impact of ill health prevention  
 

Marmot also states that focusing solely on the most disadvantaged in society will not 

reduce health inequalities sufficiently. To reduce the steepness of the social gradient 

in health, actions must be universal, but with a scale and intensity that is 

proportionate to the level of disadvantage. This is called proportionate universalism.  

The six recommendations from the Marmot Review were:  

 Give every child the best start in life 

 Enable all children, young people and adults to maximise their capabilities 
and have control over their lives 

 Create fair employment and good work for all 

 Ensure healthy standard of living for all 

 Create and develop healthy and sustainable places and communities 

 Strengthen the role and impact of ill health prevention  
 
Evidence is very clear that health inequalities are the result of complex interactions 
that are caused by a number of factors which for ease can be described as; 
 

 Inequalities in opportunity –  caused by poverty, family circumstances, 
education, employment, environment, housing – collectively called the wider 
determinants of health 

 Inequalities in lifestyle choices – caused by smoking, lack of physical activity, 

poor food choices, drugs misuse, inappropriate alcohol consumption and high 

risk sexual activity 

 Inequalities in access to services for those who are already ill or have accrued 

risk factors for disease (health inequity) 

 Such inequalities disproportionately affect disadvantaged groups, with 

economically deprived and socially vulnerable groups being at higher risk. 

This can affect various groups and communities including black and minority 

ethnic groups; disabled people; people with mental health problems or 

learning difficulties; gay, lesbian and bisexual people; gypsies and travellers; 

asylum seekers and refugees and carers. 
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 Men from unskilled, manual occupations are more likely to smoke, drink too 

much alcohol, suffer from long term conditions (which is a condition that 

cannot, at present be cured; but can be controlled by medication and other 

therapies); children from deprived families are less likely to be breastfed, 

more likely to suffer from asthma, more likely to be obese and more likely to 

become teenage parent and migrants,.  The homeless, drug and alcohol 

addicts are more likely to suffer from tuberculosis (TB). These inequalities can 

be partly attributed to disadvantaged groups having significantly more 

exposure to risk factors, low uptake of preventative programmes, and delayed 

presentation to health services and subsequently later access to diagnosis, 

treatment and rehabilitation.   

 
Similarities and differences for key health outcome indicators across DDES are 

outlined in table 3.2 below. 

 
Table 3.2: DDES CCG Key Health Outcomes 
 

 Durham Dales Easington Sedgefield 
50+ population 
change  by 2020 

Increase by 18%  
 

Increase by 17%  Increase by 13%  

75+ population 
change  by 2020 

Increase by 26% Increase by 21% Increase by 24% 

Male life 
expectancy 

1.5 years less than 
the England average 
 

2 years less than the 
England average 

1.6 years less than 
the England average 

Female life 
expectancy  

0.9 years less than 
the England average 
 

1 year less than the 
England average 

2 years less than the 
England average 

Areas where QOF 
prevalence is 
significantly higher 
than County 
Durham, the North 
East and England  

coronary heart 
disease (CHD), 
hypertension and 
depression 
 

coronary heart 

disease (CHD), 

obesity and 

hypertension  

 

coronary heart 

disease (CHD), 

obesity and 

depression 

 

 
A full outline of the health needs of the DDES CCG area and the gap analysis 

undertaken against our interim commissioning intentions can be found in appendices 

1 and 2 

3.3 The QIPP challenge 

In order to meet the demands placed on the health system by the increasing 

demographic need and increasing patient expectation, the NHS was set the ‘QIPP 

challenge’. This challenge was to drive up the quality and productivity of the health 
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system to realise the £20bn saving required to reinvest in order to meet these 

financial pressures. 

 
QIPP (Quality, Innovation, Productivity and Prevention) began in 2010 as a set of 

planning assumptions that set out to define the potential impact on commissioners 

and providers financial allocations/contracted levels of income. The original QIPP 

assumptions were as follows: 

1. That the (then) next Comprehensive Spending Review (CSR) would see the 

NHS receive a 0% uplift or “flat cash” settlement from the Government.  

2. This scenario meant that whilst funding wouldn’t be removed from the NHS 

overall, the service would need to do more of the same to keep up with cost 

pressures. 

3. This pressure was due to be a 6% year-on-year increase based on 

assumptions of a 2% pressure from an ageing/growing population, 2% from 

advances in medical technologies and drug therapies and 2% from general 

price inflation (supplies, wages etc). This was estimated to be £20billion 

nationally over the 3 year period. 

Locally for NHS CD&D this equated to a QIPP target of £224m to be met over a four 

year period. The DDES CCG proportion of this target is £108m. Further detail on the 

breakdown of this challenge is given later in this plan in the finance section (Section 

8).  

3.4 Programme Budget data 

DDES CCG have had access to the County Durham and Darlington Annual Value 

Population Review – a locally produced guide to the nationally collected programme 

budget data that compares spend with outcomes within disease areas. This guide 

identifies areas of potential opportunity to re-design services to improve efficiency 

and maximise effectiveness of spend.   

Expenditure across all but three programme areas is greater in Secondary Care than 

Primary and Community Care. County Durham PCT during the 09/10 financial year 

allocated 77% of its programme expenditure into Secondary Care. This proportion 

has been increasing over time (68% in 07/08) and represents an overuse of this 

resource.  

There are no programme areas in 2009/10 where the level of expenditure is 

significantly greater or lower relative to other PCTs or where outcomes are 

significantly worse relative to other PCTs. There are, however, a number of areas 
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where there may be more moderate resource or outcome issues as identified in table 

3.3 below. 
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Table 3.3: Programme areas where there is moderate resource or outcome issues. 

Programme areas with 

potential overuse of 

resources (Higher Spend 

and Better Outcomes) 

Programme areas with 

potential Misuse of resources 

(Higher Spend and Worse 

Outcomes) 

Programme areas with 

potential Underuse of 

resources (Lower Spend 

and Worse Outcomes) 

Health Individuals Cancers and Tumours Dental 

Trauma and Injuries Problems of the Respiratory 

System 

Vision 

Adverse Effects and 

Poisoning 

  

 

All of these areas will be reviewed as a part of our planning round in 2012/13, with 

the exception of dentistry, which will be picked up by the national commissioning 

board.  National programme budget data is not collected at CCG level so inferences 

have been made on previous PCT boundaries, adjusted for local intelligence. An 

overview of the County Durham spend profile can be found in Appendix 3.  

3.5 What our patients tell us 

We have well developed links with patients and the public through our member 

practice forums, locality arrangements such as the Easington Monitoring and 

Advisory Board, the Durham Dales patient reference group and Sedgefield locality 

communications and engagement task groups. Over and above these arrangements 

there is regular face-to-face communication between clinicians and patients.  

Patients and the public keep us informed about a varied range of issues which have 

included: 

 Development of the Ear, Nose and Throat (ENT) services both in Primary and 
Community settings. 

 Their concerns about the costs of treating patients as the population ages. 

 Questioning us on whether or not we support integrated care models. 

 Service users have shared their ambitions to be involved in pathway 
review/design. 
 

As outlined earlier in this document, we have developed a robust patient, public 

engagement strategy and implementation plan for all our communities that will link 

these elements together into a comprehensive approach, which puts patient needs 

at the centre of what we do. 
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3.6  What we see as front line clinicians  

Over the last 20 years, as a result of various policies, GPs have been involved in 

Commissioning from Fundholding through PCGs and then PCTs. They are uniquely 

placed to understand the needs of their local population and to monitor, on a patient 

by patient basis, the quality of care given to them by Community and Secondary 

Care Services.  In the past, GPs have not been able to utilise this front line 

knowledge as much as they would have liked to make demonstrable change for 

patients. Through Clinical Commissioning we have the opportunity to put this right 

and for the first time we will see an alignment of clinical and financial responsibility. 

 In the three localities the common core clinical themes are as follows: 

 The needs of older people. 

 Cancer mortality. 

 Long term conditions: particularly diabetes and COPD . 

 Mental health: Providing Right care in the Right Place. 

 Public Health/Prevention agenda. 

 Driving up quality in our provider organisations for patients. 

The feedback from GPs and primary care staff has informed our Commissioning 

Intentions and subsequent work/delivery programme for the next five years in each 

locality and across the CCG as a whole. (Outlined in Section 5).  

As part of the transition to the new system of clinical commissioning, we are 

proactively informed by our clinicians about service changes that need to happen in 

order to improve service safety, quality, access, outcomes and efficiency.  

The opportunity of face-to-face contact with patients and their carers gives clinicians 

important insights into where we can direct our efforts to improve which health care 

services are provided and how they should be provided.  

This plan combines the evidence of need and the views of patients and the public 

with the experience and insights of clinicians, thereby ensuring that the changes 

made bring about real improvements in the health outcomes and experiences of our 

local population.  
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3.7 Examples of Locality Specific Case for Change  

 
Durham Dales:  
 

 Nurse Led Service within Nursing Homes – The current service has been 
under review and there was real concern that GP practices would not be able 
to manage these patients effectively if this service were to be de-
commissioned. 

 

 Medicines Management – Need to better manage prescribing in care homes; 
the current state is not as cost and clinically effective as it could be. 

 

 Improving access for patients – Transport and access to Healthcare provision 
in the Durham Dales is a real issue due to rurality. Patients have to travel to 
secondary care facilities to undertake treatments, which could be managed 
more cost effectively in a more local setting including: Diabetes, 
Musculoskeletal, Physiotherapy, Dermatology, Sexual Health and Mental 
Health treatments. 

 

 Provider Quality Issues – Clinical letters from some of our providers can be 
late or inaccurate. Patients are often not sure how to take their discharge 
medicines. 

 

 Prevention Agenda – There is a gap in the provision of Weight Management 
services  

 
Easington: 
 

 Management of Long Term Conditions – There is an opportunity to develop 
more localised services for patients with long term conditions, to address the 
current gap in local clinical knowledge and address the cost pressure 
associated with secondary care referrals.  

 

 Mental Health – Counselling services are presently unable to meet demand 
and there is a gap in psychology. There also appears to be a variation in 
waiting times.  

 

 Early diagnosis of cancer – Cancer mortality in the locality is higher than the 
national average.  It is important that we develop a plan on how best to tackle 
this which will promote early diagnosis. 

 

 Orthopaedic / MSK – Easington does not have an acute hospital within its 
boundaries so patients and carers have to travel to access services, thereby 



 

 

DDES Clinical Commissioning Group – Clear and Credible Plan 2012 – 2017     30 

 

reducing patient engagement with those services and making the condition 
more disruptive to quality of life. There is a need to build on previous work on 
musculoskeletal conditions to ensure an integrated pathway of care provides 
patients with the support and care they need at the right place and at the right 
time. 

 

 Prescribing – There is an opportunity to make prescribing in nursing homes 
more clinically and safer for patients. 

 

 Emergency Paediatric Respiratory Admissions – There are too many non-
elective respiratory admissions for children, which is frightening for the child 
and family. We need to manage children with respiratory conditions to reduce 
this.  

 

 Right Care Right Place – We send too many of our patients to secondary care 
facilities when potentially they could be treated in a more cost effective local 
setting, which is more convenient for the patient.  

 
 
Sedgefield: 
 

 Mental Health – Current levels of all counselling services, including 
counselling, suicide and bereavement counselling and social prescribing, are 
unable to fully meet the needs of the locality patient population. We need to 
ensure that our patients have a sustained and improved access to all 
necessary and appropriate mental health services. 
 

 Early diagnosis of cancer – Cancer mortality in the locality is higher than the 
national average.  It is important that we develop a plan on how best to tackle 
this which will promote early diagnosis. 

 

 Long Term Conditions – There are a significant number of patients (including 
older patients) with long term conditions that are not being managed to the 
maximum effectiveness or efficiency. More localised Primary Care and 
Intermediate Care services are required. 

 

 Primary and Community Care Development – Increased care closer to the 
patients home is required with additional Primary Care and Intermediate Care 
services, which can do more locally to help patients and prevent unnecessary 
secondary care activity. 

 

 Prescribing – Our prescribing processes should maximise patient safety and 
be as effective as possible to best utilise the prescribing budget. 
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Our engagement process with clinicians, patients, the public and key stakeholders is 

illustrated in the touch point schematic table at the end of Section 9.  

3.8 What our contract performance monitoring tells us  

Another method for measuring how we are getting on is to regularly monitor and 

evaluate contract performance.  Set out below is a snap shot of current activity which 

helps us to identify where we are experiencing pressures or over activity to inform 

the action we might need to take to manage demand for services.  

Outpatient appointments: 

 Overall we are currently on target with the ISOP trajectory. 

 GP referred appointments are down. 

 Other referral sources are higher than expected. Could be consultant to 

consultant or via urgent care. (this needs to be reviewed) 

 At our North Easington providers, Respiratory and Nephrology outpatient 

appointments have been higher than expected. 

Elective Activity: 

 As of month nine in 2011/12, elective activity was approximately 5% over 

trajectory, representing a forecasted year end overspend of approximately 

£6million for the whole of County Durham (source: SHA M9 MAR report) 

 Particular areas of over performance include: urology, orthopaedics and 

general changes in the scope of services across the spectrum. 

Non-elective activity: 

 As of month nine in 2011/12, non-elective activity was approximately 4% 

under trajectory representing a forecasted year end underspend of 

approximately £2.7million for the whole of County Durham (source: SHA M9 

MAR report). 

 Non elective admissions have decreased; however, re-admissions within 30 

days are higher than the expected levels at one of our main providers. 

 

Plans to address these provider activity issues are embedded within our 

commissioning proposals.  With a continued focus on shifting service from a 
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secondary/acute setting into a community/primary care setting, Durham Dales, for 

example, have led a countywide pathfinder programme to control activity, which has 

been extremely successful in reducing GP outpatient appointments. Work will 

continue to ensure that the benefits of this transferral of services will result in a cost 

effective way of providing elective procedures.   

3.9 Financial consideration 

The County Durham and Darlington cluster have an agreed QIPP target of £224m 

for the four years from 2011/12 to 2014/15.  These figures are set out in the table 

below. 

CD&D Cluster Total 2011/12 2012/13 2013/14 2014/15 Total

£'000 £'000 £'000 £'000 £'000

Provider (technical) 

efficiencies 44,726        46,844        47,825        48,827        188,222      

PCT/CCG (allocative) 

efficiencies 19,497        9,657           6,145           762              36,061        

Total QIPP Target 64,223        56,501        53,970        49,589        224,283       

A simple apportionment of these cluster-wide totals using weighted capitation 

provide indicative QIPP totals for DDES CCG as shown below:  

 

 

 

 

 

It must be noted that these figures are based upon a simple apportioned split of the 

cluster-wide total and will need to be revisited once firm allocation details are 

confirmed for public health, specialised commissioning and CCG funding. 

The savings target for 2011/12 is on course to be delivered ensuring the CCG goes 

into 12/13 with a balanced financial position and without legacy debt. 

 

 

DDES CCG 

2011/12 

(£000s) 

2012/13 

(£000s) 

2013/14 

(£000s) 

2014/15 

(£000s) Total 

Provider (technical) 

efficiencies 21,468 22,485 22,956 23,437 90,347 

PCT/CCG (allocative) 

efficiencies 9,359 4,635 2,950 366 17,309 

Total QIPP Target 30,827 27,120 25,906 23,803 107,656 
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4. Links between the CCP & the ISOP and specific areas of 

development during the shadow year of operation 

2012/13 is a pivotal year in the transition to the new commissioning structure with the 

PCT Cluster providing assurance and statutory responsibility for commissioning 

activities but having devolved responsibility for this to CCGs using a sub-committee 

arrangement.  

As part of the national assurance arrangements, the Cluster is required to produce 

an Integrated Strategic and Operational Plan (ISOP) which details how NHS 

commissioners within County Durham and Darlington will: 

1. Continue to deliver the commissioning strategy and QIPP efficiencies 

2. Maintain and improve performance including delivery of national priorities 

3. Ensure safe transition to the “new” NHS. 

 

This CCP outlines how the CCG will contribute to the delivery of objective 1 whilst 

the ISOP outlines a series of cross-CCG approaches which has been signed up to 

by all CCGs in County Durham and Darlington to deliver objective 2. These cross-

cutting approaches for 2012/13 allow CCGs to continue to meet national 

requirements whilst giving us time to develop local approaches that fully meet the 

needs of the local populations for authorisation in October 2012. 

4.1  Cross- CCG approaches in Year 1 

In Year 1 of this plan, the CCG will adopt cluster-wide approaches to the delivery 

and adoption of plans in the following areas: 

- Ensuring  Quality 

- Maintaining and improving performance 

- Delivery of Operating Framework priorities 

- The IMT/Informatics Strategy 

As well as signing  up to these common approaches in the ISOP in 2012/13, the 

CCG will develop locally specific approaches ready for the refresh of this plan in 

2013/14. 

 



 

 

DDES Clinical Commissioning Group – Clear and Credible Plan 2012 – 2017     34 

 

4.2  Quality 

Outcomes from treatment and other health influencing activities have two basic 

components – the quantity and quality of life. 

 

What is Quality? 

We recognise the NHS shared definition of quality as set out by Lord Darzi (NHS 

next stage review, ‘Facilitating Local Change’) as comprising three elements: 

1. Effectiveness of treatment and care provided to patients 

2. Safety of treatment and care provided to patients 

3. The experience that patients have of the treatment and care that they receive 

We also recognise that these three elements are aspects of the same thing: high 

quality care. Quality can only be achieved if all of these domains are present equally 

and simultaneously. 

Clinical quality is, first and foremost the responsibility of the individual. However, it is 

also a systemic issue where success or failure is determined by a complex set of 

interactions between individuals and organisations. Quality must be achieved by all 

services commissioned by the CCG and also by the services delivered by the 

member GP practices of the CCG. Although the CGG is a commissioning 

organisation, we need our practices to deliver the highest possible standards of care 

if we are to carry out effective redesign of services on behalf of the patients and 

population that we serve. 

Transition 

The quality of services provided to patients must be maintained and improved during 

the period of transition and during the year 2012/2013 DDES SCGG will be 

supported by NECS in delivering the quality agenda whilst developing its own 

approach in time for authorisation. Whilst the full County Durham and Darlington 

approach to quality can be found in the cluster wide ISOP, key actions for the CCG 

in 2012/13 will include: 

- Aligning the National Quality Outcomes Framework with the strategic aims in 

our Clear and Credible Plan 

- Making use of the Legacy Document created by the PCT Cluster as part of 

transition 

- Using North East Commissioing Support Services (NECS) support to continue 

to deliver workforce assurance (using the national workforce assurance 
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toolkit) and quality monitoring (e.g. PROMs and Summary Hospital-level 

Mortality Indicator Monitoring) 

- Taking on the leadership and delivery of the quality and risks actions within 

the transition plan 

 

In addition to those actions in the cluster-wide ISOP, the DDES CCG will develop a 

Primary Care Quality Governance Framework for GP Practices as part of its overall 

Clinical Quality Strategy. 

 

The CCG has already identified a clinical lead for quality, Dr Dinah Roy, (Sedgefield 

Locality Lead) who will work with the Nurse Lead to lead and drive forward the 

quality agenda. She will also chair the cluster-wide Quality Legacy Projects Group. 

 

The DDES CCG approach to ensuring Clinical Quality 

We will develop and implement an effective Quality Governance Strategy and 

Quality Governance arrangements in order to ensure that all three essential 

elements of Clinical Quality are delivered by commissioned services and by primary 

care, and that they drive all activity of the CCG. 

The overall strategic aim is to protect and improve the health and well-being of the 

population of DDES.  Clinical quality is viewed as an integral part of achieving this, 

ensuring that our patients experience safe and effective care and that their 

experience is positive across primary, secondary and tertiary care.  

  

Our primary goals are to: 

• Immediately safeguard patients; 

 

• Ensure continued provision of services to the population; 

 

• Secure rapid improvements to the quality of care in failing organisations; and 

 

• Drive up quality and foster a culture of safety across primary care 

 

In order that we ‘hit the ground running’, we will ensure that there is a robust system 

for handover that effectively captures and transfers organisational memory, and that 

the current systems and processes are adopted and adapted until our own clinical 

quality infrastructure matures. This journey began with the appointment of an interim 

lead nurse and the identification of an executive level quality lead, joint working with 

the cluster board nurse and medical director.  A key part of this process will be to 

make best use of the cluster legacy documents and legacy projects.  
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As the future commissioners, it is vitally important that we safeguard quality across 

primary, secondary and tertiary care.  Second to the primary defence of first line 

staff, the commissioner’s role as a contract manager is viewed as the next line of 

defence.  In order to achieve this, we will ensure that the clinical quality, contracts 

and performance commissioning support teams within the NECS, provide us with 

‘real time’ intelligence and the most up to date information in relation to clinical 

quality and agreed standards of care.   

 

We will also explore mechanisms for information capture via a wide range of 

methods including on-going staff and patient intelligence gathering, formal and 

informal, and we will work with NECS to develop improved measurement and 

analysis methodology to support effective performance monitoring of all our 

providers. Currently, there are separate compliance frameworks for different types of 

providers and we will look to utilise the forthcoming quality dashboard to achieve a 

much closer alignment and understanding of the health system as a whole.  This 

approach will need to be sensitive to quality issues, so that underperformance can 

be spotted and tackled through performance management, before it becomes a 

serious failure and requires a regulatory response. 

 

All information coming into the CCG will be triaged and if patient safety is actually or 

potentially compromised by possible performance issues then we will report relevant 

data on to the NEPCSA for further attention. 

 

Whilst a quality experience is what we want to commission for our patients, we also 

need to ensure that the board understands its responsibilities, as set out by the 

National Quality Board, in responding to the early warning signs reported against our 

main providers and their role in actively seeking assurance through the quality 

infrastructure and processes that remedial actions are being taken to keep patients 

safe.  This will involve visiting providers to see that patients are being cared for in a 

safe and appropriate environment.  The board will also look to see that leadership of 

our provider organisations is fully engaged in reviewing the quality of their health 

system and their involvement in setting improvement priorities and evaluating their 

impact as part of their Quality Accounts, and that they have effective Quality 

Governance arrangements in place, as set out by Monitor. 

 

We will respond to the further report expected to be published in June 2012, 

following the Robert Francis Inquiry, and to any subsequent guidance issued by the 

National Quality Board to ensure that our systems and processes are compliant with 

National DH requirements. 
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Positioning clinical quality in our everyday business 

 

The three elements of Clinical Quality are amongst the key determinants in 

establishing the priorities for service developments. When reviewing current service 

provision, commissioning staff will consider the wider issues of safety, patient 

experience and clinical effectiveness, and how changes in service delivery will 

impact on the broader healthcare system. 

 

The development of three clinical commissioning groups across County Durham and 

Darlington potentially fragments how quality is managed with our main providers.  

Whilst we can influence how patient experience is improved in our own CCG area, 

we need to have a proactive approach to work with our clinical commissioning 

colleagues across the whole population and with our neighbours when necessary.    

In response to this and in partnership with our colleagues across County Durham 

and Darlington, clinical quality In DDES CCG will be governed on four levels:  

 

1. Member practice: GP Practices will be facilitated to work within a supportive 

and developmental Quality Governance Framework. This will allow practices 

to set appropriate standards of care; to monitor their performance via clinical 

audit and other mechanisms (including reviewing comparative data on their 

performance with their peers); to review Quality Governance systems and 

processes and to carry out Clinical Risk Assessments within their own 

organisations. We will also support practices in considering and 

understanding Quality information from the commissioning perspective. These 

activities will build upon previous Clinical Commissioning Engagement and 

Incentive schemes. 

 

2. Locality: The three localities of DDES CCG each has a unique perspective 

and detailed understanding of its own population health and social care 

needs. The culture of the CCG is to support and celebrate this uniqueness 

and local engagement whilst also providing ‘umbrella’ structures and systems 

to ensure safety and consistency across the whole organisation. Locality 

Clinical or Executive Boards will continue to meet on a monthly basis and 

these groups are accountable to the Governing Body. Each locality will 

identify a Clinical Quality Lead and there will be a Clinical Quality Group in 

each locality with responsibility for Quality Governance within the locality. 

Localities will engage with member practices and peer review of performance 
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information and other development and local commissioning activities will be 

carried out at this level. Clinical Commissioning Practice Engagement 

schemes will be administered at Locality level. 

 

3. Clinical commissioning group: This is the accountable body with 

responsibility for Clinical Quality on behalf of the population of DDES. In order 

to ensure that we discharge our responsibilities effectively and as well as 

possible we will develop a Clinical Quality Strategy and implementation plan, 

and put in place appropriate structures and systems, working with NECS. The 

CCG will take the overview of patient experience across the three DDES 

Localities, consider quality information as a commissioner and the impact of 

poor quality performance and experience on patients. This will inform future 

commissioning decisions and areas of escalation. DDES CCG will work with 

staff to encourage a culture of innovation, spread best practice and strive for 

continuous improvement. The CCG will also put in place arrangements for 

Risk assessment and management. 

 

4. Cross clinical commissioning: working collaboratively with other CCGs locally 

will allow us to understand and respond to patient experience and safety 

issues across the health system in order to manage performance of the 

Foundation Trusts that provide services across the whole of County Durham 

and Darlington. This will involve using the information gathered via the 

contract management processes and daily reporting events, as well as, 

dealing with national reporting. Other appropriate Clinical Quality activity at 

this level will include working with Local Authorities as necessary, for example 

on Safeguarding Children and Vulnerable adults. 

 

It will be the role of the clinical commissioner to balance the matrix of quality (shown 

below) and ensure that member practices understand their contribution and the 

assurance routes for delivery. 
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We have positioned quality on our Commissioning and Locality Boards to ensure 

that member practices, Localities and the CCG Board understand how issues 

relating to clinical quality affect patients and need to inform the decisions made by us 

as commissioners.  In addition, we will have a separate Clinical Quality Governance 

Committee that will examine the local intelligence, national and local quality 

standards and oversee the strategic delivery of an effective quality assurance 

process across our own clinical commissioning group.  When necessary this forum 

will take action and make recommendations for areas of improvement, as part of the 

commissioning cycle to the clinical board and commissioning group.  This will be 

undertaken jointly between the clinical quality lead, lead nurse, members of the 

commissioning support team and senior commissioning lead. There will also be a 

Research and Innovation Group accountable to the Clinical Quality Governance 

Committee. 

 

The Clinical Quality Governance Committee will ensure that appropriate 

arrangements are in place for Safeguarding vulnerable adults and Safeguarding 

children. The Board Member with Safeguarding responsibility will be the Clinical 

Quality Lead, who will work in partnership with the Lead Nurse. 

 

Locally, the CCG Clinical Quality Lead and Lead Nurse will understand quality issues 

and the potential impact they have on patients so they can keep the Board and 

member practices apprised of such matters.  The contractual management of quality 

will continue to be conducted centrally through provider quality review groups and 

contract performance meetings.   The future leadership of these groups will involve 

the lead clinical commissioner and the CCG lead nurses.  The CCG leadership will 

need to have a ‘global’ overview of the health system and provider performance.  

 

It is therefore important that DDES CCG continues to actively encourage the open 

reporting of patient complaints, safety incidents or near-misses, fostering a culture of 

safety across all areas of the healthcare system.  In this way, we will be able to 

undertake a combined approach to investigating the root causes of issues and 

communicate the lessons learned to commissioning staff (as well as providers).  We 

see that the information gained through the existing clinical quality system as being 

key to the decisions we make on commissioning and decommissioning of services in 

the future: putting patient safety, patient experience and clinical effectiveness at the 

heart of the local commissioning process. 
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Performance 

As part of the transition from PCT- to clinical commissioning, the CCG has 

undertaken a review of the headline performance metrics that describe how the 

system is working for our patients.  

This transition will be phased over the life of the clear and credible plan. In the early 

months of Year 1 of the plan, we will assume direct accountability for the 

performance across a range of key areas. These measures are: 

 18 Week RTT 95th Percentile 

 Cancer 62 Day Waits 

 Reducing rates C. Difficile 

 A&E 4 Hour Waits 

 Ambulance Category A response rates 

 Mixed Sex Accommodation 

 Stroke patients spending 90% of time on a specialist ward 

 Increase the uptake Choose and Book 
 
Performance in these areas going into the planning period is RAG rated as follows: 
 
 
 
 
 
 
 
 
Reducing the rates of C. Difficile, increasing the uptake of Choose & Book and 
Category A Ambulance response rates.   
 

C. Difficile has been a challenging target since 2011 and will prove even more 

challenging in 2012/13.  Internal performance escalation processes were enacted by 

the PCT to increase focus with key actions including: 

- Strengthening processes around antibiotic stewardship in primary care and 

targeted work with care homes where there have been increased cases of C. 

Difficile.  

- Providing a range of education and training sessions with key staff with a 

particular focus on residential care homes. 
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- Collaborative working to share best practice across the region where DDES 

CCG will review any further areas for improvement that can be implemented 

locally.  

In terms of Choose & Book; 
- Utilisation of the system by GPs varies within DDES  leading the CCG  to 

internally escalate performance.  
 

- The Choose and Book Steering Group is chaired by a CCG lead and is 
liaising directly with GPs to understand and help address problems they 
encounter.  The CCG has committed resource through NECs to a targeted 
initiative to take this work forward as well as working with our local providers 
to support improvements required within secondary care.  

 

We believe that involvement of local clinicians in the performance monitoring and 

reporting system will ultimately influence sustained improvements in performance. 

As a first step the CCG has identified a lead GP for clinical quality and patient safety, 

who will lead clinical quality review meetings with providers to drive up improvements 

in performance.  

 

Ambulance Category A Response Rates - Deep dive performance review 

One area of specific concern to DDES CCG relates to Ambulance Category A 

response rates in the Durham Dales locality. There is a consistent failure to achieve 

performance targets primarily because of issues of rurality and distances to be 

travelled. This is of significant concern to patients and clinicians and also to the 

Ambulance Trust. We are therefore proposing to carry out a deep dive review of 

Ambulance Services in the Durham Dales locality and to work with the Ambulance 

Trust to identify a solution to this on-going area of concern. 

What about CDif and Choose and Book? 

We believe that involvement of local clinicians in the performance monitoring and 

reporting system will ultimately influence sustained improvements in performance. 

As a first step the CCG has identified a lead GP for clinical quality and patient safety, 

who will lead clinical quality review meetings with providers to drive up improvements 

in performance.  

Deep dive performance review 

One area of specific concern to DDES CCG relates to Ambulance Category A 

response rates in the Durham Dales locality.  There is a consistent failure to achieve 
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performance targets primarily because of issues of rurality and distances to be 

travelled.  This is of significant concern to patients and clinicians and also to the 

Ambulance Trust.  We are therefore proposing to carry out a deep dive review of 

Ambulance Services in the Durham Dales locality and to work with the Ambulance 

Trust to identify a solution to this on-going area of concern. 

 

4.3  Delivery of Operating Framework Priorities 

The NHS Operating Framework for 2012/13 outlines the key challenges facing the 

healthcare commissioners. Emphasis is given on the requirement nationally to 

deliver the QIPP agenda to make up to £20 billion of efficiency savings by 2014/15 in 

order to continue to meet growing demand and continue to improve quality.  

Particular areas of national policy focus for 2012/13 include:  

- Dementia and care for older people;  

- Carers;  

- Health Visiting and Family Nurse Practitioners;  

- Military and Veterans’ Health. 

 

DDES CCG will work collaboratively with other CCGs and partners to deliver the 

above. Darlington CCG has taken on the role as the lead CCG for Military and 

Veterans’ Health for County Durham and Darlington. 

The Operating Framework also emphasises an outcomes based approach and lays 

out the five high level domains that will form the NHS Outcomes Framework which 

include:  

- Preventing people from dying prematurely;  

- Enhancing quality of life for people with long term conditions;  

- Helping people to recover from episodes of ill health or following injury;  

- Ensuring that people have a positive experience of care;  

- Treating and caring for people in a safe environment and protecting them from 

avoidable harm.  

 

In the forthcoming year we have identified opportunities to address these areas for 

example, supporting the Health Visitor and Family Nurse Practitioners expansion 
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programme being delivered by the PCT cluster work stream. This will contribute to 

the Marmot Indicator for ‘children achieving a good level of development at age five’ 

in order to increase the rate in County Durham to that of the regional and national 

average. 
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The outcome domains within the framework line up to a significant extent to our 

CCGs overarching strategic aims:  

- Improving health of our population would prevent people dying prematurely;  

- Tackling the challenges of the ageing population provides greater emphasis 

on those with long term conditions improving their quality of life;  

- Making services more responsive and accessible to our communities needs 

will have the effect of improving their experiences of the care that they 

receive. 

- Ensuring that our children and young people have a better start in life will 

improve their overall life quality, health gain and life expectancy.  

The Public Health Outcomes Framework 

- The Public Health Outcomes Framework is a multi-year framework, with a 

built-in expectation that it should be refreshed each year as data quality 

improves, technical capability across the public health system develops, and 

importantly as an aligned approach is maintained across the NHS, local 

authorities and Public Health England. 

- The PHOF provides transparency and accountability across the public health 

system in order to utilise the broad range of opportunities available for 

improving and protecting health across the population, and reduce the 

inequalities in health that still persist. 

4.4  Informatics Strategy 

DDES CCG recognises that Applied Informatics and Information Technology are key 

enablers in delivering improvement in both service quality for patients and efficiency 

for providers and commissioners.  

The CCG strategy will: 

1. Support the implementation of our strategic initiatives 

2. Provide the information necessary to manage demand on health care services 

3. Deliver the national priorities outlined in the current and previous Operating 

Frameworks for England  

4. Improve the efficiency of commissioning activity 
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Supporting implementation of our strategy 

For initiatives undergoing implementation in 2012/13, our CCG has fully considered 

the IMT implications to ensure successful delivery. Examples of this includes: 

Local teledermatology services in Sedgefield and Durham Dales and local telehealth 

care services in Easington and Durham Dales. 

Supporting demand management 

High quality information is vital to enable clinicians to make informed decisions when 

undertaking commissioning to manage demand on the local health service. The 

CCG will: 

- Continue with the interpretation training for CCG members using RAIDR. 

This training will: 

 

- Trial the use of the LACE module within RAIDR to identify patients with a 

higher risk of admission/re-admission to secondary care using a nationally 

recognised algorithm. 

- Look to introduce Map of Medicine where it is appropriate to do so to 

support the introduction of new pathways and building upon the learning 

from the MSK carpel tunnel pathway. 

Delivering national IM&T priorities 

DDES CCG will support the continued implementation of national programmes such 

as: 

- Summary Care Records (SCRs). SCRs have many benefits for patients and 

healthcare staff by providing access to health information that has previously 

been unavailable and enabling better informed clinical decision making. 

- Electronic Prescribing (EPS). This service will allow prescribers to send 

prescriptions electronically to a dispenser (such as a pharmacy) of the 

patient's choice, making the prescribing and dispensing process safer and 

more convenient for patients and staff. 

- Choose and Book. The NHS Constitution sets out choice as a right and the 

Operating Framework for the NHS in England 2012/13 states that there 

should be a presumption of choice for most services from 2013/14. When 

properly implemented, Choose and Book (C&B) can provide significant 
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benefits not only for patients, but also for referrers, providers and for the wider 

NHS, by delivering choice, certainty, security and reliability.   

 

Improving the efficiency of our commissioning activity 

The DDES CCG wants to ensure that its internal organisational processes and 

methods of communication and data collation are as streamlined and efficient as 

possible.  To this end the CCG has invested in a software package “GP Team  NET” 

and is currently training all leaders, the aligned team and member practices in the 

use of this system. 

Securing informatics and IMT support and further planning 

DDES CCG, via an SLA, will determine the appropriate level of IMT/Applied 

Informatics support and implementation services with the North East Commissioning 

Support Unit to support both the commissioning functions of the CCG and the 

business development needs of primary care as we look to re-shape the health 

economy. This will include a review of the potential of the use of telemedicine to 

support better management of long term conditions and in moving care closer to 

patients’ homes. 

For full details of these approaches, see the NHS County Durham and Darlington 

Cluster Integrated Strategic and Operational Plan Year 2 Refresh. 

 

Clinical Commissioning Group’s (CCG’s)  

4.5   Information Governance  

As CCG’s begin to take shape, and they become legal entities in their own right, they 

will be bound by the legal framework in respect of managing information. There is 

now a formal information governance toolkit (IGT) for CCG’s which has been issued 

by Connecting for Health. This state’s ultimate responsibility for Information 

Governance rests with the most senior level of accountability, in DDES CCG this will 

be the Interim Accountable Officer and Executive Team.  We need to develop a 

robust framework for managing Information Governance that extends to cover all 

those working on behalf of the organisation. 

Robust Information Governance requires: A clear and effective management and 

accountability structure, governance processes, documented policies and 

procedures, trained staff and adequate resources. We will develop our Information 



 

 

DDES Clinical Commissioning Group – Clear and Credible Plan 2012 – 2017     47 

 

Governance Management Framework (IGMF) which will be documented, approved 

by the CCG Board and reviewed annually.  
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5. Strategic Analysis and Strategic Objectives 

 

Based on the assessment of health need, demographics, finance, service 
performance and the insight of clinicians and patients, we feel that the case 
for change is clear. 

5.1  Strengths, Weaknesses, Opportunities and Threats (SWOT) 

To determine our course of action, we have reviewed  this evidence against 

the national policy direction laid out in the Operating Framework for the NHS 

in England 2012/13 and had regard to Public Health Outcomes Framework. 

This review was then supplemented by carrying out two separate SWOT 

analysis exercises. The first focussed on the CCGs interdependency with the 

external environment, the second explored the CCG capabilities to deliver its 

five strategic aims. (The two SWOTs are described in the tables 4.1 and 4.2 

below). 

5.2  National policy direction 

The NHS Operating Framework for 2012/13 outlines the key challenges facing 

healthcare commissioners. Emphasis is given on the requirement nationally to 

deliver the QIPP agenda to make up to £20 billion of efficiency savings by 

2014/15 in order to continue to meet growing demand and continue improving 

quality.  

Particular areas of national policy focus for 2012/13 include:  

 Dementia and care for older people.  

 Carers.  

 Health Visiting and Family Nurse Practitioners.  

 Military and Veterans’ Health. 

The Operating Framework also emphasises an outcomes based approach 

and lays out the high level domains that will form the NHS Outcomes 

Framework which include:  

 Preventing people from dying prematurely.  

 Enhancing quality of life for people with long term conditions.  
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 Helping people to recover from episodes of ill health or following injury.  

 Ensuring that people have a positive experience of care.  

 Treating and caring for people in a safe environment and protecting 

them from avoidable harm.  

In the forthcoming year similar outcomes to these have already been identified 

by our CCG and have been captured in the strategic aims and objectives 

section, for example the Health Visitor and Family Nurse Practitioners 

expansion programme is already being delivered  by the PCT cluster work 

stream.  

The outcome domains within the outcome framework line up to a significant 

extent with our CCGs overarching strategic aims: 

 Improving health of our population would prevent people dying 

prematurely;  

 Tackling the challenges of the ageing population provides greater 

emphasis on those with long term conditions improving their quality of 

life;  

 Making services more responsive and accessible to our communities 

needs will have the effect of improving their experiences of the care 

that they receive.  

 To make sure our children and young people have a better start in life.  

This will ensure that our children have improved health outcomes, 

make healthy choices and have longer life expectancy. 

As an CCG, by delivering our strategic aims, we will ensure that our patients 

have access to the services that they require following episodes of ill health or 

injury and that the services are delivered in a safe environment, protecting 

them from avoidable harm.   

Furthermore, the suite of outcome measures linked to the DoH outcomes 

provide the CCG with a mechanism for monitoring and evaluating the 

difference that has been made to the quality of service provision and the 

experience of patients, carers and their families. 
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Table 4.1 

External SWOT analysis: 

Strategic 

Aims 

Strengths Weaknesses Opportunities Likelihood 

and Impact 

L/M/H 

Threats Likelihood and 

Impact 

L/M/H 

 

 

Improving 

Health and 

giving our 

children and 

our younger 

people a 

better start in 

life 

 

 

 

1. We understand 

the clinical needs of 

our population 

 

 

 

2. We are able to 

influence the patient 

outcomes for those 

we see on a regular 

basis 

 

 

1.There is not the same amount of 

benchmarking information available 

at CCG level as there currently is at 

PCT level 

 

2.We have little direct influence on 

the lifestyles of those patients who 

we do not see regularly – possible 

time bomb 

 

3.We need to better understand the 

wider determinants of health issues 

within our localities (e.g. Fuel 

Poverty) 

 

1.Engage in partnership 

working with public health, 

local authority, 3
rd

 Sector and 

private organisations adding 

value to a broader series of 

work packages 

2.Use efficiencies to drive up 

investment in the  prevention 

agenda 

3.Develop strategies and 

increase support for those who 

are impacted by poor wider 

determinants of health 

4.Influence the producers of 

summary statistics to support 

the design of efficient service 

design 

5.Work with relevant 

stakeholders to understand 

 

M likelihood  

H Impact 

 

 

M likelihood  

H Impact 

 

M likelihood  

H Impact 

 

M likelihood  

M Impact 

 

M likelihood  

 

1.Required efficiencies in 

partner organisations 

reduce overall investment 

in the prevention agenda 

 

2.The service changes 

will not deliver the 

necessary investment 

landscape shift and 

secondary care activity 

payments will prevent 

downstream investment 

 

3.The healthcare 

workforce doesn’t have 

the necessary optimum 

skill mix and/or capacity to 

deliver the proposed 

 

M likelihood  

H Impact 

 

 

M likelihood  

H Impact 

 

 

 

 

M likelihood  

H Impact 
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Strategic 

Aims 

Strengths Weaknesses Opportunities Likelihood 

and Impact 

L/M/H 

Threats Likelihood and 

Impact 

L/M/H 

workforce capacity and 

availability to ensure there is 

capacity to deliver the 

proposed service models 

H Impact 

 

 

change in service models 

 

Managing the 

Ageing 

Population 

(Inc. long 

term 

conditions)  

 

 

1. We have the 

knowledge to more 

effectively manage 

our patients who 

have long term 

conditions 

 

2. We can influence 

the lifestyles and 

treatments of our 

patients to keep 

them healthy into old 

age 

 

 

1. There is limited capacity and 

resource in a local setting to 

manage the health care demands 

as the demographic pressure 

impact. 

 

2.Our resources are currently 

invested in the wrong place (Over 

emphasis on secondary care) 

 

 

3.Service models that support this 

patient group are not as effective 

as they could be 

 

 

1.Deploy models of care that 

maximise outcome for 

moderate investment (e.g. self-

help) 

 

2.Influence the work of other 

organisations to deliver against 

this agenda (commissioner 

and provider) 

 

 

3.Shift investment into other 

models of care.(e.g.) outcomes 

based services; personal 

budgets; independent living 

 

M likelihood  

H Impact 

 

 

M likelihood  

H Impact 

 

 

 

M likelihood  

H Impact 

 

 

1.Reduction in social care 

budgets placing greater 

pressure on the health 

economy 

 

2. The demographic 

pressures expand quicker 

than our the ability make 

the necessary changes to 

the service models   

 

H likelihood  

H Impact 

 

 

M likelihood  

H Impact 
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Strategic 

Aims 

Strengths Weaknesses Opportunities Likelihood 

and Impact 

L/M/H 

Threats Likelihood and 

Impact 

L/M/H 

 

4. Promote Re-ablement 

 

 

H likelihood  

H Impact 

 

 

 

Improving 

Access 

 

 

 

1. We have a good 

understanding of the 

access issues faced 

by our patients 

 

 

1. People in rural areas do not have 

equal access to health services 

because of poor transport links, low 

incomes and low levels of car 

ownership 

 

2.Lack awareness of the access 

issues of the hard to reach 

communities and those with 

learning disabilities and mental 

health issues 

 

1.Shift services to a more 

community based provision 

 

 

2.Improve transport links to 

healthcare  

 

3.Collaborate and work in 

partnership with other  

organisations (including the 

voluntary sector) 

 

H likelihood  

H Impact 

 

 

M likelihood  

H Impact 

 

M likelihood  

H Impact 

 

1.The service changes 

will not deliver the 

necessary investment 

landscape shift and 

secondary care activity 

payments will prevent 

investment in more locally 

provided services. 

 

2.Reduction in local 

authority budgets leading 

to further transport cuts 

 

 

M likelihood  

H Impact 

 

 

 

 

M likelihood  

H Impact 
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Strategic 

Aims 

Strengths Weaknesses Opportunities Likelihood 

and Impact 

L/M/H 

Threats Likelihood and 

Impact 

L/M/H 

 3.Reduction in social care 

budgets to vulnerable 

groups impacting on their 

access to services 

 

M likelihood  

H Impact 
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Table 4.2  

Internal capacity SWOT analysis: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

For a full description of the outcome of the internal analysis, please see the Durham 

Dales, Easington and Sedgefield Clinical Commissioning Group Organisational 

Development Plan. 

 

STRENGTHS 

 Experienced leadership 

 Diverse leadership qualities 

 Like mindedness 

 Good understanding of the  

health needs of patients 

 Passion for meeting the 

needs of their local patients 

populations 

 Good level of stakeholder 

engagement 

 Member practices have 

experience of collaborative 

working 

 Commissioning experience 

through pathfinder projects 

WEAKNESSES 

 Lack of current working 

across all localities (currently 

duplication exists) 

 Tension of local autonomy 

vs economies of scale 

 Lack of CCG level 

benchmarking information 

 Understanding of 

commissioning from member 

practices  

 Practices have limited 

experience using population 

level health information 

OPPORTUNITIES 

 Change the way services are 

provided to meet the needs of 

patients 

 Local focus and decision 

making 

 React quicker to local health 

issues 

 Greater networking with local 

stakeholders 

 Develop autonomy within the 

CCG 

 Better utilise the internal 

clinical knowledge base 

 Improve the quality of patient 

outcomes 

 

 Test out improvements to 

pathways using small scale 

pilots 

 Reduce variation in primary 

care 

 Make changes faster 

  

THREATS 

 Breadth of statutory 

requirements and policy 

agenda 

 Time and capacity to release 

clinical input 

 Public expectations 

 Individual practice issues lost 

within a larger organisation 

 Speed of change 

 Payments by results system 

 Move towards fair shares 

budget allocation 

 Increase in costs 

 Loss of PCT organisational 

memory 
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This analysis has informed both the development of commissioning intentions, 

strategies and partnerships and our organisational development plan. 
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6. Our Goals 

For each of our objectives we have set ourselves realistic yet ambitious goals by 

which we can measure our success. 

To measure success in improving the health status of the population we will use the 

following indicators: 

- <75 All cause mortality 
- Mortality amenable to healthcare 
- <75 Cardiovascular disease (CVD) mortality 
- <75 Stroke mortality 
- <75 Cancer mortality 

 

To measure success in making sure children and young people have a better start in 

life we will use the following indicators: 

- Immunisation rates at ages 1, 2, 5,12-13 years 
- Breastfeeding initiation and continuation 
- Early access for women to maternity services 
- Infant Mortality 
- Newborn Blood Screening programme coverage 
- Number of Health Visitors 

 

To measure success in addressing the needs of the changing age profile of the 

population we will use the following indicators: 

- Dementia prevalence 

- Emergency hospital admissions: diabetic ketoacidosis and coma 

- Hospital procedures: lower limb amputations in diabetic patients 

- Bowel Cancer screening coverage  

- Emergency hospital admissions and timely surgery: fractured proximal femur 

- Emergency hospital admissions for chronic obstructive pulmonary disease 

- Emergency hospital admissions for coronary heart disease 

- Emergency hospital admissions for Long Term Conditions 

- Hospital procedures: primary/ revision hip replacement 

- Hospital procedures: primary/ revision knee replacement  

- Hospital procedures: Cataract removal 

- Vaccination: Influenza uptake for those over 65 years 

- Delayed Transfers of Care 
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To measure success in making services more responsive to our communities needs 

we will use the following indicators: 

- Number of new services commissioned from a primary care or community 

setting 

- Cancer waiting times 

- Revascularisation waiting time 

- Referral to treatment waiting times 

- Accident & Emergency Clinical Quality Indicators 

- Choose and Book 

- Ambulance Response Times 

 

To measure success in managing our resources effectively we will use the following 

indicators: 

- Financial balance and achievement control totals on the commissioning 

allocation 

- Securing commissioning support within the running cost allowance 

- Delivery of CCG QIPP plans including demand management 

 

The following table identify some examples of the headline public health measures, 

performance metrics and primary care measures that we help demonstrate success. 

Full performance monitoring to support the implementation of this plan can be found 

in the Deliver DDES Delivery Plan. 
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7. Our Strategic Approach 

 

Our strategy has three main approaches which are delivered through a series of 

programmes and initiatives and are supported by the strengthening of partnerships, 

development of primary care and aligned enabling strategies. 

The three approaches are: 

1) Managing demand.  

2) Reviewing and re-designing current services.  

3) Strategic investment 

 

7.1  Managing Demand 

 

Our SWOT analysis and financial risk assessment has highlighted the need for the 

CCG to make sure that we are managing the areas of spend with greatest variability 

in-year. Whilst the CCG allocation will benefit from the move to “fair shares” funding, 

the CCG will be mindful to not simply buy unnecessary activity with this unallocated 

funding. 

 

These areas of variable spend (secondary care activity paid for under PBR tariff, 

prescribing and Continuing Healthcare) are all funded through non-block contracts 

and over-performance in any of these areas can threaten the CCGs ability to deliver 

financial balance or draw resource identified for other purposes to provide a 

contingency fund.  

 

Contracting for a realistic level of activity 

The CCG has worked with the NECS contracting function to agree a contract 

mandate, which will determine the negotiation strategy for each of the main contract 

areas. In particular, due to the variable nature of the payment mechanism (tariff), the 

CCG will continue the approach taken in Year 1 of the PCT Cluster ISOP to agree 

realistic and affordable levels of elective and non-elective activity from secondary 

care providers.  
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Planned Care activity 

 

In 2011/12, DDES CCG saw a reduction in GP referrals associated with first 

outpatient attendances but this was offset by an increase in referrals and associated 

outpatients from other (non-GP) sources. This overall increase in first outpatients 

also saw an increased conversion rate from 2010/11 which led to a significant 

increase in elective activity. 

 

The CCG intention for planned care activity is to therefore commission a stable level 

of GP referral-led demand, increased slightly to reflect the impact of extension of the 

national bowel cancer screening programmes, changes to the HPV screening 

pathway and from the identification of unmet need (e.g. through the Health Checks 

programme).  

 

 

 

 

 

 

 

 



 

 

DDES Clinical Commissioning Group – Clear and Credible Plan 2012 – 2017     63 

 

 

 

 

 

 

 

Growth in ophthalmology activity (which involves a long term treatment regime) has 

been identified in 11/12 and is expected to continue to grow in 12/13.  There has 

also been increased day case activity linked to new NICE drug approvals for 

haematology and anti-TNF utilisation continues to grow.  The Cluster also forecast 

an increase in referrals from other sources (which make up approximately 40% of all 

referrals) to reflect demographic changes and increase in screening services (e.g. 

retinal screening). 

 

Planned Care activity increases will be mitigated by our approach to demand 

management and QIPP the transformation schemes that are outlined in this plan. 
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Non-elective activity 

 

In 2011/12 DDES CCG saw an unprecedented reduction in non-elective activity in 

the acute sector. Due to the high level of risk associated with non-elective activity 

(fewer contract levers and impact of patient behaviour etc.) we will plan for a similar 

planned level of activity as in 2011/12 but will look to deliver the actual out-turn again 

in 2012/13.  

 

This will allow the CCG time to investigate the cause of the reduction in non-elective 

activity and to understand any re-classification of activity that may have happened 

during this time that will protect the CCG from over-committing itself in year 1 of the 

plan. 

 

 
 

The impact of business rules outlined in the Operating Framework regarding 

marginal tariffs and non-payment for a proportion of emergency re-admissions has 

been factored into these forecasts.  

 

 

 

 



 

 

DDES Clinical Commissioning Group – Clear and Credible Plan 2012 – 2017     65 

 

Demand management 

In order to deliver the realistic levels of activity commissioned from the acute sector 

in 2012/13 we have identified a clear approach to demand management base that 

will utilise: 

 

- Analysis of variance and adoption of best practice. The CCG has now fully 

implemented the RAIDR business intelligence system that provides the 

information necessary to understand changes in referral patterns and spend 

across disease areas. We will direct the NECS via the SLA to supplement the 

information with analysis that identifies further opportunity to manage demand 

potentially through the adoption of pathway changes implemented in 

neighbouring CCGs where it is appropriate to do so. 

- Service re-design. Using activity analysis supported by softer intelligence from 

practices, pathway innovations will be introduced using non-recurring funding 

to pump prime and double run until robust evaluation and impact assessment 

can be carried out.  

- Activity management through contract levers. The CCG will direct the NECS 

via the SLA to introduce activity management arrangements with providers 

over-performing against contracted levels of activity that isn’t caused by 

increased referrals from general practitioners. This activity management will 

bring providers back to contract levels or secure rebates to CCG budgets 

where adequate evidence cannot be given for any over-performance. 

 

Where de-commissioning is necessary, the CCG will direct the NECS via the SLA to 

undertake a robust de-commissioning process that meets best practice identified by 

the National Audit Office and procurement legislation and involving wider 

stakeholders when appropriate. 

The Durham Dales Pathfinder Project  

The Durham Dales Locality has led a County wide referral management pathfinder 
project the aim of which was to reduce unnecessary outpatient activity by a minimum 
of 5% in 1 year.  Work on this has been carried out across County Durham and 
Darlington by each of the three local CCGs.  Information has been provided to all 
practices in all CCGs and all have signed up to achieve the 5% reduction target.  
Progress has been monitored and discussed at CCG meetings and work is on-going 
to share good practice and peer review to support improved referral practice.   
 
In March 2012 a Month 10 report on progress was circulated to all CCGs, this 
showed that as a county wide group of localities they had achieved a reduction in the 
number of referrals of 1.6%, resulting in savings of -£607,847 on last year’s activity.   
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The Durham Dales locality achieved a reduction of 3.8%.  However, reduction in 
Secondary Care activity reported an overall reduction of activity of 7.9% equating to 
a potential saving of-£215,593 on last year’s activity). 
 
 
 

Prescribing 

The Clinical Commissioning Group has reviewed the National Prescribing Centre 

working document 2010 “Ensuring the delivery of prescribing, medicines 

management and pharmacy functions in primary and community care” and has 

agreed how the competencies and key functions will be delivered. 

Operational functions will be delivered at a locality level to ensure effective clinical 

engagement and the review of local prescribing data to eliminate unnecessary 

variation and share best practice. A number of strategic functions will be shared with 

neighbouring CCG’s and will be delivered at a County Durham and Darlington level 

and North East Regional level, supported by the Commissioning Support Service, to 

ensure effective use of resources.   

The prescribing and medicine management agenda will be led by local clinicians in 

the form of GP Prescribing Leads appointed for each locality within the CCG.  The 

GP Prescribing Leads will be supported by medicine management advisors 

employed by the Commissioning Support Service or by service level agreements to 

deliver the Prescribing Strategy and annual work plan. Local clinical engagement will 

be arranged through the Locality Prescribing Sub-Group which will be responsible for 

the delivery of the strategy and work plan, including QIPP targets, working with the 

agreed budgets. The Prescribing Sub-Groups will report to the CCG Management 

Executive. 

A Prescribing Strategy and annual Work Plan will be developed based on available 

national and local guidance, including the King’s Fund Report ‘The quality of GP 

prescribing.2011’ and local prescribing data analysis provided by the Commissioning 

Support Service, and will be shared and agreed with all local stakeholders. 

Continuing Healthcare (CHC) 

Increases in continuing health care activity in DDES and across County Durham and 

Darlington as a whole are currently the cause of significant concern to the CCG and 

have therefore been recorded on a corporate risk register.  These increases in 

activity have resulted in the cost of CHC being above the affordable level in the 

current year.  It is important that we understand to process for allocating packages of 

care and we are assured that the process is consistent and delivers the right 
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outcomes for patients and that we undertake remedial action, where necessary, to 

address this over spend and we are therefore working collaboratively with the other 

two CCGs in County Durham and Darlington and Social Services in Durham County 

Council. 

A CHC Steering Group has been established incorporating representatives from all 

Durham and Darlington localities, and also the NECS, The Local Authority and 

Public Health.  The steering group, supported the NECS, will oversee a number of 

specific work streams: 

 
- Review all core, independent and voluntary community-based services 

across the localities 
- Understand the range of independent sector facilities available 
- Review local systems to identify patients requiring CHC packages and 

the allocation and review of care packages - both clinical and non-
clinical decision-making / processes. Review other systems impacting 
on CHC e.g. Free Nursing Care 

- Review relevant local demographic data with respect to health need (for 
example, higher level of RTA / head injury in Darlington; particular 
reluctance to be cared for anywhere other than one's own home in more 
rural areas) 

- Review budgets 
- Review arrangements for personal budgets 

 
We also plan to agree a strategy and implementation plan across all three CCGs, to 
include the respective roles of the local NECS and local  
CCGs, practices and other agencies. 

 

Demand management in Year 2 and onwards 

Over the life of the Clear and Credible Plan, more tariff based contracts will appear 

as block contracts are replaced. The CCG will direct the NECS through the SLA to 

assess the impact of this particularly for Ambulance and Mental Health Contracts to 

ensure adequate demand planning occurs for 2013/14. 

 

7.2  Reviewing and re-designing services 

With fair and realistic levels of activity contracted before each year begins and 

demand management arrangements in place to mitigate against the pressure of an 

ageing and growing population, the CCG will review a range of services each year to 

understand if they are delivering improved quality and health outcomes for patients 

whilst representing good value for money for commissioners.  
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7.3  Strategic investment 

Once demand is managed, variable costs controlled, services have been reviewed 

and existing pathways redesigned, the CCG will look to invest unallocated growth 

and released allocative efficiencies in long term health improvement on a recurring 

basis. This investment will be targeted on an evidence based approach and direct 

towards interventions and services that will give the greatest return on investment. 

When doing this, the CCG will utilise a robust and transparent prioritisation process. 

 

7.4 Prioritisation of attention, effort and investment 

The CCG will utilise a robust, open and transparent process for the investment of 

funding (both from growth in allocation or release of allocative efficiency). 

The first level of prioritisation has already been undertaken as part of the planning 

round for 2012/13. This involved: 

- The use of a robust prioritisation tool with weighted domains to rank initiatives 

- Facilitated support from the NECS and public health partners 

- Use of the Single Needs Assessment 

- Engagement from GPs within the CCG  

The output of the prioritisation exercise can be found in the financial appendix to this 

plan and reflected in the commissioning intentions for 2012/13 
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8. Programmes and initiatives and our approach to achievement 

 

In order to deliver our five key aims we have identified a range of commissioning 

intentions that each locality and the CCG overall has prioritised in a robust and 

transparent way to ensure maximum impact against priority areas. Many of these 

intentions are built on the lessons learned and progress made in the pathfinder 

projects of Pathfinder CCGs in 2011/12. 

In this section of the plan we have set out a summary of our commissioning 

intentions are and describe the approach we will adopt. 

Track record of delivery 

The CCG has a successful track record of delivery in each of the three localities as 

practice based commissioners and pathfinder clinical commissioners. 

The three localities have already demonstrated a number of innovative changes to 

services to improve outcomes for patients.  These include Durham Dales Integrated 

Care Organisation Project (ICO) which sought to develop integrated ways of working 

over the whole range of care required and received by patients in the locality.  

Sedgefield Locality pathfinder project has established an enhanced primary care and 

integrated treatment unit and intermediate care bed provision within Sedgefield 

Community Hospital.  Easington locality pathway created a safe localised pathway 

for people with breathing difficulties that offers them an alternative to admission to 

hospital.  All projects established system wide collaborative working including Local 

Authority, Acute Sector organisations, General Practitioners, independent providers 

and third sector organisations. 

8.1 Demonstrating alignment of activities with our strategic objectives 

The delivery of the strategic objectives and goals through the strategic approach will 
be achieved through a broad range of CCG specific and cross-CCG commissioning 
intentions, service reviews, contract negotiations and partnership working organised 
into programmes. These are summarised in the strategy on a page in section 8.3 
below.  A detailed work programme of activity for 2012/13 is set out in our Delivery 
Plan which is in Appendix 4.   

The detail of each of the schemes within these programmes of work will be found in 

detailed business case documentation and supported by project plans for ensuring 

tracking and management of implementation. The schemes within these 

programmes will also benefit from analytical support that will help identify unmet 
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need and the impact of the demographic changes so that the resulting service 

changes are also reflective of future needs. 

These programmes and initiatives build on the track record of delivery from the 
pathfinder projects and can be aligned to the PCT Cluster QIPP programmes 
outlined in the ISOP for 2012/13. 

8.2  Alignment with PCT Cluster ISOP QIPP Programmes 

The CCG will contribute to the delivery of QIPP through the improvement of clinical 

pathways as identified in the commissioning intention summaries in the strategic 

aims and objectives section of this plan. Progress on these initiatives will be reported 

as part of broad programmes of work to the cluster as described in the CDD Cluster 

ISOP.  

The Cluster QIPP programmes are: 

- Transforming Planned Care. By re-designing elective pathways and managing 

variation as described in the demand management approach, the CCG will 

contribute to savings and cost avoidance for elective and planned care.  

- Transforming Urgent Care. By reforming the way the urgent care system is 

delivered and through improved joint working with social care, the CCG will 

contribute to savings and cost avoidance for non-elective and unplanned care. 

- Transforming care for patients with long term conditions and care for the 

elderly.  By supporting patients to better manage their own long term 

conditions and providing more services in a community setting, the CCG will 

contribute to savings and cost avoidance for non-elective and unplanned care 

where patients are admitted to secondary care for exacerbation of their 

condition and elective and planned care where services are commissioned 

more cost effectively from primary care and community rather than acute 

settings. 

- Transforming Mental Health and Learning Disability Services. The CCG will 

work collaboratively with other CCGs in the cluster to introduce a range of 

liaison services between mental health, nursing homes and the acute sector. 

These evidence-based systematic reviews show that the use of liaison 

psychiatry services can help reduce length of stay, improve clinical outcomes 

and patient satisfaction in the adult population. In the elderly, return to 

independent living can be improved and subsequent health care utilisation, 

including emergency care activity and clinic visits, reduced. These services 

will also deliver the CCGs commitments to improve care for patients with 
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dementia as outlined in the Operating Framework for the NHS in England 

2012/13. 
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8.3 DDES CCG: strategy on a page 
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8.4  Overview: Improving the health status of our communities and 

ensuring our children and young people have a better start in life 

 

The key actions that will improve the health status of our communities are: 

- Partnership working with the Local Authority and Other Organisations 

- Working with the public health function through transition 

- Utilising opportunities for improving health across the population to 

reduce the inequalities in health that still persist( as identified in the 

JSNA and CCG health profiles) 

- Influencing the behaviour of the public as regards health and healthy 

lifestyles 

- Delivering headline CCG initiatives in 2012/13 

Partnership working with the Local Authority and Other Organisations 

As well as co-ordinating commissioning activities with other CCGs, we 

recognise that we must work closely in partnership with our local authority for 

the following reasons: 

 To support patients who need both health and social care. 

 To engage in the commissioning of services that will move to become 
the responsibility of local authorities in 2013/14 (in particular Public 
Health and Children’s preventative Services). 

 To make best use of public resources and avoid “cost-shifting” between 
the health and social care sectors. 

 To deliver our strategic objectives. 
 

Patient and Stakeholder involvement with development of the CCP  

Involvement of stakeholders in the development of the CCG vision has 

included on-going communications via a series of regular briefings to NHS 

and Local Authorities’ staff, GP practices, relevant transition work streams in 

Durham County Council, the Overview and Scrutiny Committee, the LINKS 

and emerging Health Watch, shadow Health and Wellbeing Boards, local 

Foundation Trusts, Area Action Partnerships Health Networks, Community 

and Voluntary Organisations and MPs. 
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Working with the public health function through transition  

The CCG has worked through the aligned Public Health Consultant to ensure 

that local commissioning intentions and those from the NHS County Durham 

and Darlington Public Health function address the range of health challenges, 

particularly regarding the underlying causes of ill-health such as smoking and 

alcohol misuse. These commissioning intentions can be found in the strategic 

objective summary table. 

We propose to Utilise opportunities for improving health across the population 

to reduce the inequalities in health that still persist.  We recognise that in order 

for our commissioning intentions to achieve our strategic objectives, we will 

have to also look to influence the wider factors affecting delivery and ensure 

we can take our clinical community and public with us.  Our priorities link into 

the Public Health Outcomes Framework public health four domains, and the 

six policy objectives identified in the Marmot Strategic Review of Health 

inequalities in England post 2010 

 

The Public Health Outcomes Framework is focused on two high-level 

outcomes; 

 Increased healthy life expectancy, i.e. taking account of the health 

quality as well as the length of life  

 Reduced differences in life expectancy and healthy life expectancy 

between communities (through greater improvements in more 

disadvantaged communities) 

The Public Health Outcomes Framework public health indicators have been 

allocated into the four domains to which they most relate; 

 Improving the wider determinants of health - Improvements against 

wider factors that affect health and wellbeing and health inequalities.  

 Health improvement - People are helped to live healthy lifestyles, make 

healthy choices and reduce health inequalities.  

 Health protection - Population’s health is protected from major incidents 

and other threats, while reducing health inequalities. . 
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 Healthcare public health and preventing premature mortality - Reduced 

numbers of people living with preventable ill health and people dying 

prematurely, while reducing the gap between communities. 

 

The Marmot review is focused on six key objectives; 

 Give every child the best start in life 

 Enable all children, young people and adults to maximise their 

capabilities and have control over their lives 

 Create fair employment and good work for all 

 Ensure healthy standard of living for all 

 Create and develop healthy and sustainable places and communities 

 Strengthen the role and impact of ill-health prevention. 

 

Patient public and clinical engagement and partnership working – Changing 

patient and public behaviour 

We recognise that in order for our commissioning intentions to achieve our 

strategic objectives, we will have to also look to influence the wider factors 

affecting delivery and ensure we can take our clinical community and public 

with us.  Our mission is to ensure that our patients and public make healthy 

choices and live healthier life styles. 

To achieve this mission, we will use what we know about our communities to 

engage and influence different people and groups in ways that best meet their 

needs, and to communicate messages which aim to improve their health. 

We will utilise the intelligence gained through our engagement activities to 

ensure patients’, carers’ and the public’s experiences, views and opinions are 

integral to our planning and commissioning of services. We will also make use 

of links with demographic data held locally to support targeted engagement 

activity.   

We will also develop and maintain our relationships with partners and 

providers and our engagement with communities, and better record the 
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information we receive, to ensure increased impact on shaping local health 

services and health outcomes.  

We will develop working relationships between the CCG and commissioning 

support functions to ensure that patient experience data requirements are 

clearly included in service specifications and provider contracts; and are 

linked to performance and quality improvement. 

We will also work in partnership with public health and health prevention 

professionals to actively contribute to the health prevention agenda through 

collaborative social marketing approaches.   

 

Strategic Aim: To improve the health of our communities and ensure that our children and young 
people have a better start in life 

Link to case for change: Premature Cancer, Stroke and CHD Mortality are greater than the England average. 
Prevalence of Heart Failure, CHD, Obesity, Hypertension, Diabetes and Cancer are greater than the England 
average.  

Population change   
“Life expectancy for both Men and Women in Durham 
Dales, Easington and Sedgefield is lower than the 
national average” 

Health need  

Patient insight  

Clinical insight  

Service issue/opportunity  

What we’ll be doing to address this in the next five years: 

Year 1 (2012/13) 

Cluster Working (2012/13) – Working collaboratively with other CCGs  across County Durham and Darlington 

 
Public Health: Expansion of Weight Management Services; Review and Expand Exercise on Referral 
Programme; Pilot a 12 week smoking quitter service; Re-Commission Health checks Programme; Develop 
asset based health improvement approaches across County Durham and Darlington; Expansion of the Bowel 
Cancer screening programme. 
The PCT Cluster Children’s Commission Team: Expand the Health Visitor Programme and Family Nurse 
Partnership; Commission Maternal Obesity Brief Intervention Training; Commission Physical Activity 
Interventions for Pregnant and Post Natal Women; Safe at Home Project; Review Maternity Services; Increase 
Access to Breastfeeding; Commission Childhood Obesity MEND Project. 
PCT Cluster Mental Health Team: Align Mental Health Staff to General Practice; Improve Access to IAPT; 
Improve Equity of Autism Assessment and Diagnosis;. 

Working Across DDES (2012/13) – Working Across all DDES localities with a common aim 

 
Diabetes: Across all localities in DDES there is a clear intention to develop more diabetes services closer to 
the patient’s home. 
Prevention and treatment of respiratory conditions: To support patients to prevent, treat and better 
manage respiratory condition to improve quality of life is a clear priority across all localities in DDES.  
MSK, Physiotherapy and Pain: DDES CCG have a common aim to try and develop more locally available 
services to improve the life of their patients 
Mental Health: Increasing access to Mental Health services will improve patients health and wellbeing 
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Working Within the Localities (2012/13) – Autonomous working to meet differing needs  

Durham Dales: 
 
Reviews: 
County wide psychosexual 
counselling; Mental Health Services; 
Obesity Management. 
 
Pathway Re-design: 
Community Diabetes Pathway; 
Community Paediatrics 
 
Pilots:  
Community Integrated Diabetes 
Service; Dermatology in Primary 
Care; Primary Care Physiotherapy; 
Pulmonary Rehabilitation; Practice 
Based Specialist Epilepsy Service; 
Practice Based Health Trainer Service.  
 
New Services: 
Sexual Health Provision (over 25+); 
Diagnosis of IBS in Primary Care; 
Community ENT; Community 
Integrated Diabetes; COPD Service; 
DVT; Community Paediatrics; Increase 
in Primary Care Physiotherapy. 

Easington: 
 
Reviews: 
Primary Care Counselling and 
Psychology;  
 
Pathway Re-design: 
Integrated Community Diabetes 
Pathway; DMARD Shared Care 
Pathway;  Heart Failure Pathway 
 
Pilots:  
Community Menorrhagia Service; 
Community Arrhythmia Service; 
Community Children’s Respiratory 
Service 
 
New Services: 
Community Gynaecology Service. 

Sedgefield: 
 
Reviews: 
Physiotherapy Provision; Diabetic 
Consultant led Clinic; Insulin Initiation;  
 
Pathway Re-design: 
Physiotherapy Provision; Insulin 
Initiation; Diabetic Consultant led Clinic 
 
Pilots:  
Social Prescribing; Mental Health 
Counselling; Bereavement and Suicide 
Prevention Services; Diabetic Foot care 
 
New Services: 
Podiatric Surgery in Primary Care; 
Rheumatoid Arthritis in Primary Care 
 
 
(Blue text intention refer to cross locality 
working) 
(Grey text intentions dependant on 
outcomes of review/pilot) 
 
 
 
 

8.9 Contribution from Partners (2012/13) -  Working with partners for a common cause 

 
Local Authority: Maximise health gains from joint working ventures and Local Authority led commissioning 
(e.g. Section 256)  
Health Care Providers: Work in partnership with acute, community and third sector providers to maximise 
impact of investments. 

 
DDES CCG will fully engage with partnership working to support the delivery of this strategic aim. 

Year 2-5 (2013/14 –17/18 ) 

 
DDES will continue to develop services for Diabetes, COPD, Physiotherapy, Mental health and other priority 
areas that emerge during year one. Localities in DDES have plans in place to complete a number of 
commissioning projects, identified below: 
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Durham Dales: 
 
Reviews: 
Community Hospital Provision; 
Public Health Prevention – Uptake of 
Cancer Pathways; Fuel Poverty 
Services 
 
Pathway Re-design:  
Intravenous Services; Urology; 
Stroke services 
 
Pilots:  
Various practice level planned care,  
and urgent care pilots  
 

Easington: 
 
Reviews: 
Weight Management/Obesity 
Pathway; Sleep Apnoea Pathway 
 
Pilots:  
Various practice level planned care,  
and urgent care pilots  
 
New Services: 
Optometric Enhanced Services 
Community Arrhythmia Service; 
Community Children’s Respiratory 
 
 
 
 
 
 
 

Sedgefield: 
 
Reviews: 
ENT in primary care, INR Level 4 
 
Pathway Re-design:  
ENT in Primary Care 
 
Pilots:  
Physiotherapy Provision; Diabetes 
Consultant led Clinic; Insulin Initiation   
 
New Services: 
Physiotherapy Provision; Diabetes 
Consultant led Clinic; Insulin Initiation;   
Diabetic Foot care; Social Prescribing; 
Mental Health Counselling; Bereavement 
and Suicide Prevention 
  
(Grey text intentions dependant on 
outcomes of review/pilot) 

What we’ll measure to see if it’s working: 

 
NHS Outcome framework (domain 1,3 and 5)  

1. Preventing people dying prematurely  
3. Helping people to recover form episode of ill health or following injury  
5. Treating and caring for people in a safe environment and protecting them from avoidable harm 
 
Including: 
 

 Smoking Prevalence – over 18s (though it would be helpful if Public Health could get access to recorded smoking 
status within primary care as this would provide more accurate prevalence data rather than survey data which 
provides estimates only) 

 Cancer screening coverage (though its likely this will only be available at County Durham level though we are 
exploring further) 

 Take up of NHS Health Checks 

 Under 75 mortality rates for CVD (only available at County level) 

 Under 75 mortality rates from all cancers (currently at County level though we have accessed NCRIS to look at 
locality data) 

 Under 75 mortality rate from respiratory diseases (still work to do on this indicator) 
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8.5 Overview:  Tackling the challenges of an ageing population 

 

The key actions that will help tackle the problems that come with an ageing 

population include: 

- Strengthened joint commissioning including use of the Joint Fund and 

re-ablement funding 

- Implementation of our headline initiatives for 2012/13 

- Implementation of Cross-CCG initiatives for 2012/13 

 

Joint commissioning 

There are many opportunities for health and social care improvements to be 

led by jointly involving health and local authority commissioning. We will work 

closely with our local authority partners to fully understand the services that 

are currently jointly commissioned between health and social care.  

A key feature of this will be to understand the impact the schemes funded 

through the Fund for Joint Working on Health and Social Care that was given 

to PCTs to passport to local authorities using a Section 256 agreement. This 

fund was made on a two-year non-recurring basis for 2011/12 and 2012/13. 

This funding was directed to be used to develop new services and ensure the 

maintenance of current services that make an impact on issues identified in 

the Joint Strategic Needs Assessment. 

The Operating Framework for 2012/13 has confirmed that this funding shall be 

made available again in 2012/13, 2013/14 and 2014/15 but on a non-recurring 

basis so an assessment needs to be made against the potential impact of the 

withdrawal of funding for each of the services funded by this allocation in 

2015/16. Plans will then need to be made to mitigate the risk of withdrawal of 

the service or to jointly identify alternative sources of funding unless new 

guidance is received.  

The Joint Fund in Durham is being used to: 

- Redesign re-ablement services 

- Dementia extra care 

- Home from Hospital scheme 
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- Expansion of Telecare 

 

Another area of joint working is on re-ablement. National funding has been 

made available to support the better re-ablement of patients waiting for 

discharge from a hospital setting. We will build on the work already 

undertaken across Health and Social Care to make best use of this 

investment. 

The focus for re-ablement in 2012/13 will be 

- Year of care tariffs in primary care, where primary care agencies are 

given an annual budget to spend on individual patients who are known 

to make extensive use of health and social care services.  This would 

build upon the findings of the bespoke patient and carer engagement 

exercise commissioned and delivered in 2011/12. Year of care tariffs in 

primary care are a proactive approach which harnesses primary care 

knowledge of the patients and expertise to provide a patient-centred, 

joined up approach across all health and social care provision 

 

- CCG commissioning intentions where these meet the three criteria for 

re-ablement funding (ensuring timely discharge from hospital, maximise 

independent living and reducing avoidable hospital readmissions) 
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Strategic Aim: To tackle the challenges of ageing and growing populations 

 
Link to case for change: The populations of Durham Dales, Easington and Sedgefield are ageing, and with 
the associated long term conditions of a more elderly population places a significant growing pressure on the 
local health economy. We need re-design our service to meet the QIPP challenge associated with ageing and 
growing populations. 

Population change    
“By 2030 it is forecasted that there will be a 49% increase 
in the over 65 registered population in the DDES CCG” 

Health need  

Patient insight  
Clinical insight  

Service issue/opportunity  
What we’ll be doing to address this in the next five years: 

Year 1 (2012/13) 

Cluster Working (2012/13) – Working collaboratively with other CGGs across County Durham and Darlington 

 
PCT Cluster Long Term Conditions Team : Commission Home Oxygen Assessment Service;  Review End of 
Life Services; Review Intermediate Care Services; Whole System Development of Services to Deliver LTC 
Support, Including a Review of Community Nursing; Establish a Gold Standard Framework for Locality 
Registers for Patients who are in their Last Year of Life due to their Illness and Diagnosis 
PCT Cluster Mental Health Team: Deliver the National Dementia Strategy, in particular Enhancement of 
Memory Services; Enhancement of Young Onset Dementia Services; Enhancement of Dementia Liaison 
Nursing Service; Increased availability of Anti-dementia Drugs; Development of a Dementia Care Advisor 
Service (jointly with local authority) . 

Working Across DDES (2012/13) – Working Across all DDES localities with a common aim 

 
Diabetes: Across all localities in DDES there is a clear intention to develop more diabetes services closer to 
the patient’s home delivering a more cost effective model of care. 
Prevention and treatment of respiratory conditions: To support patients to prevent, treat and better 
manage respiratory condition to improve quality of life is a clear priority across all localities in DDES.  
CHC and Intermediate Care: Ensuring patients have access to care that meets their clinical need. 
Prescribing and Medication: DDES CCG have a common aim to ensure patients are on the correct 
medication. 
 

 

Working Within the Localities (2012/13) – Autonomous working to meet differing needs  
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Durham Dales: 
 
Reviews: 
Medicines Management in 
Nursing Homes; Discharge 
Medications 
 
Pathway Re-design: 
Community Diabetes Pathway 
 
Pilots:  
Community Integrated Diabetes 
Service; Dermatology in Primary 
Care; Acupuncture Services; 
Domiciliary  Physiotherapy; Local 
Pulmonary Rehabilitation; Practice 
Based Specialist Epilepsy Service; 
Immunology Services 
 
New Services: 
Extend Contract for Nurse Led 
Service within Nursing Home; 
Step up/down beds in nursing 
homes; Community Integrated 
Diabetes; COPD Services; DVT 

Easington: 
 
Reviews: 
MSK Tier II 
 
Pathway Re-design: 
Integrated Community Diabetes 
Pathway; DMARD Shared Care 
Pathway; Heart Failure Pathway 
 
Pilots:  
Community Arrhythmia Service; 
Initiatives to Support LTCs; Care 
Home Pharmacists 
 
New Services: 
Home Oxygen Assessment Service; 
Care Home Pharmacists Scheme; 
MSK Services 
 
 

Sedgefield: 
 
Reviews: 
Diabetic Consultant led Clinic; Insulin 
Initiation; Prescribing Effectiveness; 
Community Nursing; Physiotherapy 
Provision 
 
Pathway Re-design: 
Insulin Initiation; Diabetic Consultant led 
Clinic 
 
Pilots:  
Enhanced primary Care Services; Older 
Persons Support Services;  Diabetic Foot 
care 
 
New Services: 
Podiatric Surgery in Primary Care; 
Rheumatoid Arthritis in Primary Care 
 
(Blue text intention refer to cross locality 
working) 
(Grey text intentions dependant on 
outcomes of review/pilot) 

Contribution from Partners (2012/13) -  Working with partners for a common cause 

 
Local Authority: Maximise health gains from joint working ventures and Local Authority led commissioning 
(e.g. Section 256)  
Health Care Providers: Work in partnership with acute, community and third sector providers to maximise 
effectiveness and capacity of services for patients who have long term conditions or are elderly and recovering 
from a period of poor health. 

 
DDES CCG will fully engage with partnership working to support the delivery of this strategic aim. 

Year 2-5 (2013/14 –17/18 ) 

 
DDES will continue to develop services for Diabetes, COPD, and in a Nursing / Care Home environments and 
other priority areas that emerge during year one. Localities in DDES have plans in place to complete a number 
of commissioning projects, identified below: 
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Durham Dales: 
 
Reviews: 
Community Hospital Provision; 
Public Health Prevention – Uptake of 
Cancer Pathways; Pharmacists skill 
mix; Integrated packages of care in 
nursing homes; NEAS falls service 
and response times; Inter-practice 
referrals 
 
Pathway Re-design:  
Stroke 
 
Pilots:  
Various practice level long term 
conditions management and 
treatment pilots. 

 
 

Easington: 
 
Reviews: 
Weight Management/Obesity 
Pathway; Orthotics; OT/HELS 
 
 
Pathway Re-design: 
Intermediate Care Pathways 
 
New Services: 
Optometric Enhanced Services; 
Community Arrhythmia Service; 
Initiatives to Support LTCs  
 
 
 
 
 
 
 
 
 

Sedgefield: 
 
Reviews: 
Intermediate Care; INR Level 4 
 
 
Pathway Re-design: 
Intermediate Care Pathways; Community 
Nursing; ENT in Primary Care 
 
 
Pilots:  
Physiotherapy Provision; Diabetes 
Consultant led Clinic; Insulin Initiation; 
Prescribing Effectiveness 
 
New Services: 
Physiotherapy Provision; Diabetes 
Consultant led Clinic; Insulin Initiation; 
Prescribing Effectiveness; Community 
Nursing; Intermediate Care; Enhanced 
Primary Care Services; Diabetic Foot care; 
Older Persons Support Services. 
  
(Grey text intentions dependant on 
outcomes of review/pilot) 
 

What we’ll measure to see if it’s working: 

 
 NHS Outcome framework (domain 4)  
 

1. Ensure that people have a positive experience of care  
 

Including: 
 

 Estimate of hospital admissions from care homes (aged 65+) 

 Average secondary care health cost for patients (aged 65+)   
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8.6  Overview: To make services more responsive and accessible to our 

communities needs 

 

The key actions that will enable us to bring services closer to patients’ homes 

are: 

- Developing primary care 

- Extending patient choice 

- Implementing our headline initiatives 

- Working with neighbouring CCGs on cross-cluster initiatives 

 

Developing primary care 

Although the CGG is a commissioning organisation, we also need to develop 

our member practices to deliver the highest possible standards of care. This is 

not only to support the commissioning of redesigned pathways cutting across 

the divide between primary, community and secondary care but also to 

develop infrastructure for more accessible services, closer to patients' homes. 

This work will be led by the Clinical Quality Lead, working with the Lead 

Nurse. 

Member GP Practices will be facilitated to work within a supportive and 

developmental Quality Governance Framework. 

This will allow practices to: 

1. set appropriate standards of care 

2. monitor and improve their performance via: 

Clinical audit 

Peer review of comparative performance data (to include include Medicines 

Management and prescribing, Referral activity, delivery of clinical services 

against relevant process and outcome targets 

Implementing systematic formal and informal data-gathering from staff and 

service users 

Incident reporting and analysis 
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3. Review practice Quality Governance systems and processes and create a 

culture of constant improvement 

4. Carry out Clinical Risk Assessments within their own organisations 

5. Evaluate planning and use of resource by the practice for a range of 

essential activities including workforce development, facilities management, 

equipment maintenance, IT and clinical service delivery 

6. Develop a five-year practice development plan. 

We will evaluate existing practice development tools and accreditation 

programmes such as the RCGP Quality Practice Award when developing the 

Quality Governance Framework. 

DDES CCG will actively develop a culture of innovation, systematically 

sharing best practice across the organisation, horizon-scanning for new ideas 

and implementing new guidance across the organisation as appropriate. This 

will be led by the Research and Innovation Group, accountable to the Clinical 

Quality Governance Committee. 

We will also support practices in considering and understanding Quality 

information from the commissioning perspective including data on referral 

activity and costs, population demographic data and health need 

assessments. These activities will build upon previous Clinical Commissioning 

Engagement and Incentive schemes. 

The Quality Governance Framework will be administered at a Locality level as 

a rolling annual programme of developmental projects and the outputs 

collated across DDES. 

Extending patient choice 

It is the CCG intention to use choice, contestability and competition between 

current providers to drive up standards, whilst at the same time working to 

further support integration of services where patients will benefit from more 

joined-up working. 

DDES CCG current usage of secondary care services is as follows: 
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Developing Choice 

In order to further develop Patient Choice the CCG will: 

 Look to utilise the “Any Qualified Provider” (AQP) mechanism to 

support the delivery of our strategic aim to bring care closer to patients’ 

homes. Using AQP to open up services allows patients to choose from 

a wider range of providers (all of whom meet NHS quality standards). 

 Continue to support the introduction of Choose and Book 

 Use quality outcome and performance measures to help inform 

patients of the range of potential treatment options open to them. 

We will look to exploit the secondary care market, where patients have real 

choice of secondary care providers in County Durham and Darlington 

Foundation Trust, North Tees and Hartlepool Foundation Trust and City 

Hospitals Sunderland Foundation Trust. This will help secure more responsive 

and accessible services and drive up quality standards. We will also look to 

increase the utilisation of the Independent Sector where appropriate to do so, 

whilst working to understand the impact on current secondary care providers. 

 

Cross-CCG commissioning 

Where it adds value and makes sense we will co-ordinate commissioning 

activities with neighbouring CCGs to ensure economies of scale, spread cost 

and maximise impact for specific programme areas. This may be done at 

service level (as in the review of community nursing) or across disease areas 

e.g. for patients with mental health needs and for those with learning 

disabilities. These programmes of work will be co-ordinated through the 

appropriate contract support lead with identified clinical leads within each 

CCG. 
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Implementing our headline initiatives 

 

Strategic Aim: To make services more responsive and accessible to our communities needs 

Link to case for change: The CCG has a varied demographic profile including small urban populations, small 
towns and large under populated rural areas. This variety presents significant challenges as regards access to 
health and other services. 

Population change   
“We send too many of our patients to secondary care 
facilities when potentially they could be treated in a 
more cost effective local setting which is more 
convenient for the patient” 

Health need  

Patient insight  

Clinical insight  

Service issue/opportunity  

What we’ll be doing to address this in the next five years: 

Year 1 (2012/13) 

Cluster Working (2012/13) – Working collaboratively with other CGGs across County Durham and Darlington 

 
PCT Cluster Long Term Conditions Team: Whole System Development of Services to Deliver LTC Support, 
Including a Review of Community Nursing 
PCT Cluster Mental Health : Align Mental Health Staff to General Practice; Improve Access to IAPT 
PCT Cluster Urgent Care: Deliver Urgent Care Strategy Including Developing a 24/7 Service in Durham and 
Satellite by Appointment Service in Rural Areas 

 

Working Across DDES (2012/13) – Working Across all DDES localities with a common aim 

 
Diabetes: Across all localities in DDES there is a clear intention to develop more diabetes services closer to 
the patient’s home delivering a more convenient model of care. 
CHC and Intermediate Care: Ensuring patients have access to care that meets their clinical need making best 
use of facilities in the community to ensure that are recovering patients are in the best place.  
Practice Based Services: Develop services that are available at the patients local practice 
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Durham Dales: 
 
Reviews: 
Immunology Service; MSK/Physiotherapy; 
Mental Health Services; Obesity 
Management; Community ENT; Community 
Paediatrics 
 
Pathway Re-design: 
Menorrhagia Service; Abdominal and 
Pelvic Ultrasound in Primary Care; 
Community Diabetes Pathway 
 
Pilots:  
Community Integrated Diabetes Service; 
Dermatology in Primary Care; 
Acupuncture Services; Domiciliary  and 
Children’s Physiotherapy; Local Pulmonary 
Rehabilitation; Email Consultants Advice; 
Practice Based Specialist Epilepsy Service; 
Practice Based Health Trainer Service 
 
New Services: 
Extend Contract for Nurse Led Service 
within Nursing Home; Step up/down beds in 
nursing homes; Sexual Health Provision 
(25+) Community Integrated Diabetes; 
Primary Diagnosis of IBS; Community ENT; 
COPD Services; DVT; Community Paediatric 
service; Increased local physiotherapy 
capacity 
 

Easington: 
 
Reviews: 
Matrons and Specialist Services; 
Primary Care Counselling and 
Psychology 
 
Pathway Re-design: 
Integrated Community Diabetes 
Pathway; DMARD Shared Care 
Pathway 
 
Pilots:  
Community Menorrhagia Service; 
Community Arrhythmia Service; 
Community Children’s Respiratory 
Service 
Initiatives to Support LTCs; Care 
Home Pharmacists 
 
New Services: 
Community Gynaecology Service; 
Care Home Pharmacists Scheme; 
MSK Services 
 
 
 
 
 
 
 
 

Sedgefield: 
 
Reviews: 
Diabetic Consultant led Clinic; 
Insulin Initiation; Prescribing 
Effectiveness; Physiotherapy 
Provision 
 
Pathway Re-design: 
Insulin Initiation; Diabetic 
Consultant led Clinic; Minor Ops 
and Dermatology 
 
Pilots:  
Enhanced primary Care Services; 
Social Prescribing; Mental Health 
Counselling; Bereavement and 
Suicide Prevention; Older Persons 
Support Services;  Diabetic Foot 
care; IBS/IBD Testing in Primary 
Care 
 
New Services: 
Podiatric Surgery in Primary Care; 
Rheumatoid Arthritis in Primary Care 
 
 
(Blue text intention refer to cross 
locality working) 
(Grey text intentions dependant on 
outcomes of review/pilot) 
 
 

Contribution from Partners (2012/13) -  Working with partners for a common cause 

 
Local Authority: Ensure joint working ventures and Local Authority led commissioning delivers accessible 
services (e.g. Section 256)  
Health Care Providers: Work in partnership with acute, community and third sector providers to ensure 
service meet the needs of our patients 
 
DDES CCG will fully engage with partnership working to support the delivery of this strategic aim. 

Year 2-5 (2013/14 –17/18 ) 

 
DDES will continue to develop services for Diabetes, COPD, and in a Nursing / Care Home environments and 
other priority areas that emerge during year one. Localities in DDES have plans in place to complete a number 
of commissioning projects, identified below: 
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Durham Dales: 
 
Reviews: 
Community Hospital Provision; Public 
Health Prevention – Uptake of Cancer 
Pathways; Pharmacists skill mix; 
Integrated packages of care in nursing 
homes; NEAS falls service and response 
times; Integrated pathways. 
 
Pathway Re-design:  
Intravenous services; Stroke services 
 
Pilots:  
Various practice level planned care, 
urgent care and long term conditions 
management and treatment pilots. 
 
 
 

Easington: 
 
Reviews: 
Urgent Care; Weight 
Management/Obesity Pathway; 
Orthotics; OT/HELS 
 
 
Pathway Re-design: 
Intermediate Care Pathways; Sleep 
Apnoea Pathway 
 
 
 
New Services: 
Optometric Enhanced Services; 
Community Arrhythmia Service; 
Initiatives to Support LTCs; 
Community Children’s Respiratory 
Service. 
 
 
 
 
 
 
 
 
 
 
 
 
 

Sedgefield: 
 
Reviews: 
Intermediate Care; ENT in Primary 
Care; Urgent Care; INR Level 4 
 
 
 
Pathway Re-design: 
Intermediate Care Pathways; 
Community Nursing; Urgent Care; ENT 
in Primary Care 
 
 
Pilots:  
Physiotherapy Provision; Diabetes 
Consultant led Clinic; Insulin Initiation; 
Prescribing Effectiveness; Minor Ops 
and Dermatology 
 
New Services: 
Physiotherapy Provision; Diabetes 
Consultant led Clinic; Insulin Initiation; 
Community Nursing; Intermediate Care; 
Minor Ops and Dermatology Enhanced 
Primary Care Services; Social 
Prescribing; Mental Health Counselling; 
Bereavement and Suicide Prevention; 
Diabetic Foot care; Older Persons 
Support Services; IBS/IBD Testing in 
Primary Care. 
  
(Grey text intentions dependant on 
outcomes of review/pilot) 
 

What we’ll measure to see if it’s working: 

 
 NHS Outcome framework (domain 2 and 3)  
2. Enhancing quality of life for people with long term conditions  
3. Helping people to recover form episode of ill health or following injury 
 
Including: 
 

 Patient Survey Results 

 Travel Times 

 Heath Care Equity Audits 
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9. Our Financial Strategy 

 

In order to deliver the CCG strategic aims and objectives there needs to be a 

clear alignment between our financial and operational planning. In this section 

we will outline our approach to investment of our commissioning allocation, 

how we have identified our priority areas and how we will use the financial and 

contracting tools and mechanism to deliver the improvements we have 

outlined earlier.  

This financial strategy will describe how we will manage the funding pressures 

(QIPP) to both commissioners and providers over the lifespan of our plan and 

the impact we will see as our allocation moves to reflect “fair shares”. 

The CCG funding allocation 

The latest timelines for the national publication of CCG allocations to support 

this work are as follows: 

 High level indicative estimates of baseline spending were published 

on 7th February 2012 to support initial planning by emerging Clinical 

Commissioning Groups. 

 CCG Allocations for 2013/14 are expected to be published by the 
end of December 2012. 

 

The information published on the 7th February 2012 is based upon the 

expenditure returns submitted in September 2011 for each CCG (excl. red 

rated CCGs) adjusted for 2012/13 prices.  It includes details of the 

consultation and review process (including a dedicated email address for 

feedback). 

There have been no further publications of allocation figures for CCG’s, 

therefore assumptions using existing published fair shares models from the 

Department of Health have been used to estimate anticipated CCG funding.  

These estimates build upon the baseline budgets adopted by the CCG in 

March 2012, and will be subject to a further refresh once fully coded and 

costed activity information is available in respect of the financial year 2011/12, 

in June 2012. 
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The allocations for 2013/14 onwards will be published by the end of the 

calendar year and are expected to be based upon a revised funding formula 

(ACRA).  It is expected that any difference between the baseline allocation 

and the target allocation will be subject to a pace of change policy.  Once 

published, these figures will enable a further refresh of financial plans for 

2013/14 and onwards. 

An extract from the financial model showing income and expenditure forecasts 

for 2011/12 to 2016/17 under the most likely ‘base case’ scenario is included 

for the CCG below. 

 
DDES Clinical Commissioning Group (CCG) Financial Summary

 Recurring 

Outturn 

 FY 2011/12  FY 2012/13  FY 2013/14  FY 2014/15  FY 2015/16  FY 2016/17 

 £'000  £'000  £'000  £'000  £'000  £'000 

COMMISSIONING BUDGETS:

Acute Services 219,496        227,570        230,984        234,449        237,965        241,535        

Mental Health / Learning Disability Services 52,221         53,282         54,082         54,893         55,716         56,552         

Community / Primary Care Services 46,461         51,047         52,068         53,110         54,172         55,255         

Continuing Healthcare / Funded Nursing Care 14,304         15,177         15,480         15,790         16,106         16,428         

Childrens Services 1,431           1,511           1,542           1,572           1,604           1,636           

Prescribing 53,080         53,315         54,914         56,561         58,258         60,006         

TOTAL COMMISSIONING BUDGETS 386,993        401,903        409,070        416,375        423,821        431,412        

CORPORATE BUDGETS & RESERVES:

Management & Organisation 405              405              8,804           8,804           8,804           8,804           

TOTAL CORPORATE BUDGETS & RESERVES 405              405              8,804           8,804           8,804           8,804           

TOTAL CCG BUDGETS 387,398        402,308        417,874        425,179        432,625        440,216        

 Forecast period 

 
 

The financial model has been built using several key assumptions as listed 

below: 

 

 Starting point is forecast financial outturn for 2011/12 as at 31 January 
2012 

 Estimated investments for 2012/13 have been included 

 Estimated reductions for public health transfers to the Local Authority 
and Public Health England have been included. 
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 Estimated reductions for specialised services transfers to the NHS 
Commissioning Board have been included. 

 

It should be noted that these assumptions will be revisited during the planned 

updates of the financial model during the financial year 2012/13 as shown in 

the timeline below: 

 

 

 

 

 
 
 

 

Moves to fair shares allocations 

The CCG is currently in the second year of a transition path agreed as part of 

a North-East wide financial framework.  This framework set out the journey 

from historic levels of expenditure to estimated allocation levels for the future 

using a fair share formula.  This transition path is shown in the table below 

and is based upon 2011/12 allocations.   

This table demonstrates an anticipated increase in the allocation for DDES 

CCG of 0.9% as the CCG moves from historic usage funding allocation model 

to a fair shares allocation model.  This impact must be regarded as an 

estimate until 2013/14 allocations are confirmed. 

 

 
 
 
 
 
 
 
 
 
 
 

 

Baseline 

Budget 

adopted by 

CCG 

(March 2012) 

Estimated 

Investments 

included for 

CCP 

(April 2012) 

Refresh using 

11/12 full year 

activity 

 

(June 2012) 

Refresh using 

confirmed CCG 

Allocations 

 

(December 2012) 
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Owing to the uncertainty surrounding future CCG allocations, it is planned to 
use any increase in allocations arising from movements to fair shares 
allocations as a risk management contingency.  Once 2013/14 allocations are 
confirmed, this approach will be reviewed. 
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Use of non-recurring funding 

 

In discussion with the PCT Cluster in 12/13 pre-authorisation, we will look to 

direct a significant element of the anticipated CCG allocation to stimulate 

innovation. This funding will be used to: 

 

 Pump prime and double run transformation pilots in line with our QIPP 

strategy. 

 Support practice level innovation to improve patient pathways. 

 Support providers to introduce pathway changes that support better 

whole system working. 

 Support providers where they look to reduce capacity following 

commissioning interventions. 

 

This non-recurring funding will be deployed in a staged way which ensures 

that risk of over-performance on variable contract lines can be covered in-year 

without the risk of generating significant back-loaded slippage at year end. 

 
Applying 2012/13 business rules 

In line with CCGs across the North East, we will take a consistent approach to 

applying the rules related to the net 1.8% tariff reduction outlined within the 

Operating Framework (for the acute secondary care contracts we will apply a 

1.5% tariff reduction as 0.3% is already applied within tariff pricing). 

Across all sectors, we intend to use the 1.8% tariff saving as a lever for 

change by re-investing the released efficiency back into contracts on a non-

recurrent basis and steering providers towards the delivery of services which 

meet the commissioning intentions of the CCG. This will help mitigate against 

the risk of destabilising providers from the compound impact of technical 

efficiencies incurred through payment rules and allocative efficiencies from the 

potential loss of activity. 

By agreeing the outlined contracted levels of activity and application of 

business rules, we will ensure a level of stability within providers whilst 

allowing CCGs to re-design clinical pathways and deliver QIPP with a lower 

level of risk. 
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Risk Sharing 

The CCG is developing a risk-sharing approach for the following areas: 

 

- A risk-share arrangement across localities within the CCG for all areas 

of commissioned spend to manage the CCG position. 

- A formal risk-share arrangement across CCGs for high cost patients. 

- An informal risk-share arrangement across all CCGs within the County 

Durham and Darlington Cluster for all areas of commissioned spend. 

 

Financial scenarios 

DDES CCG has ensured that this plan can be implemented using a range of 

financial scenarios through robust prioritisation of investment, realistic 

contracting of variable activity (acute tariff, prescribing and continuing 

healthcare) and delivery of efficiency through QIPP schemes. The main 

features of the three scenarios can be described as follows: 

Base Case (Likely) Scenario: In this scenario the CCG will contract for a 

realistic level of activity over the life of the plan based on past activity 

performance and forecast future demand. Unallocated resource would be 

invested in the series of prioritised initiatives that will improve health 

outcomes, reduce health inequalities identified and bring care closer to 

peoples’ homes. 

Upside Scenario: In this scenario the CCG will again contract for a realistic 

level of activity over the life of the plan. The additional unallocated funding will 

be used to go further faster on the delivery of the strategic priorities and to 

incentivise providers to further improve quality and experience for our patients 

who use their services. 

Downside Scenario: In this scenario the CCG would shift the focus of 

activities to the management of demand and mitigation of cost increases. The 

CCG would contract for lower than expected levels of activity and use all the 

available levers to manage demand. This would include more time spent on 

the reduction of variation in referral patterns, introducing elective pathway 

changes (funded from the 2% non-recurring element of the allocation) and 

helping patients, particularly the elderly and those with long term conditions, 

avoid admission to secondary care. 
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The full details of these scenarios and the wider financial strategy of DDES 

CCG can be found in Appendix 5. 

10. Delivery 

 

The CCG Organisational Development Plan and SWOT analysis identified a 

wide range of support that needed to be secured in order to successfully 

deliver the objectives and goals in this plan. 

10.1  Running Cost 

The 2012/13 NHS Annual Operating Framework indicates a CCG running cost 

allowance based on the size of the population for which we have 

commissioning responsibility. This allowance of £25 per head of population 

from 2013/14 means that we have £8.4m to invest in the management 

structure that will oversee the statutory responsibilities and operational 

delivery of our CCG and also to purchase the technical commissioning 

support necessary to do this efficiently and effectively.  

We will confirm our management and operational structure for our CCG at the 

end of April 2012, the development of this structure has been incremental.  

We will also have developed a specification and formal business agreement 

with the County Durham and Darlington/North East Commissioning Support 

Unit by the end of April 2012.  

 

10.2  Mechanisms for Engagement and Communications  

Successful engagement will ensure that we make decisions about the 

commissioning, delivery and development of services which are in line with 

local needs and reflect the wishes of local people. 

The following are the key levels at which we will deliver engagement. These 

have informed the development of the Locality Operational Engagement 

Plans.  

 Handling reputation - shaping overall relationships with patients, the 
public and other key stakeholders. 

 Strategic engagement - involvement with local engagement and 
scrutiny structures, for example Health and Wellbeing Boards, 



 

 

DDES Clinical Commissioning Group – Clear and Credible Plan 2012 – 2017   

  98 

 

Overview and Scrutiny functions, MPs, LINKs and Health Watch - 
our vision and plans. 

 Service user involvement and patient experience - delivering 
service / pathway developments and changes.  

 Systems and processes - developing and maintaining key 
mechanisms and networks which support engagement activity.  

 

The delivery of the Locality Operational Engagement Plans is supported by a 

Patient and Public Involvement Toolkit, which has been developed to enable 

engagement throughout the commissioning cycle. This provides links to key 

channels and a range of techniques for informing, engaging and involving 

patients, carers and the public.   

 

10.3  ‘Delivering DDES’ 

‘Delivering DDES’ is the firstpublished by the DDES Clinical Commissioning 

Group and is a Delivery Plan for the local Health System. Staff will continue to 

deliver on the commitments set out here as the CCG’s health commissioning 

functions and responsibilities continue to develop during this transitional year.  

This plan will articulate how we will deliver planning requirements, financial 

and operational requirements, quality and safety and our transitional 

requirements.  

The plan will provide details of the milestones associated with the delivery of 

these requirements; in particular the delivery plan will articulate within the 

financial and operational requirement section how DDES CCG will deliver the 

three key priority areas linked to the five Strategic Aims.   

Programme management expertise and support will be secured via an SLA 

from the CDD/NE Commissioning Support Unit.  Using ASPYRE programme 

management software, delivered through routine reports to the CCG 

Executive, progress against the delivery plan will monitored to ensure risks 

are identified and mitigated in real-time.  
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11. Governance 

 
The success of DDES CCG is predicated on balancing a number of factors 

and principles: 

 Enabling as much autonomy at a local level, while exploiting 

economies of scale for tackling common issues at an CCG level. 

 Developing a lean organisational structure, while ensuring sufficient 

resources and capabilities are in place to deliver the agenda and 

initially achieve authorisation. 

 Capturing and developing skills with the organisation, whilst, where 

possible and where it is safe to do so, utilising external expertise and 

commissioning support. 

 

Governance arrangements for DDES CCG have been developed in 

anticipation of authorisation in accordance with “Towards Authorisation “to 

recognise that the CCG comprises 41 constituent member GP practices, each 

of which will be required to participate in commissioning activity. 

 

11.1 Organisational Configuration 

 

The tasks listed above and other key challenges can be managed at a 

number of levels within the organisation to balance the achievement of 

economies of scale and maximise as much local focus and input from 

practices as possible. 

To achieve this, a configuration is proposed which flows information from 

practices through groups of practices (localities), through the Management 

Executive Group and into the CCG board (initially a sub-committee of the 

County Durham and Darlington PCT Board).  

A Management Executive Group will support the delivery of the CCG 

subcommittee’s agenda and provide operational management. 
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The figure above outlines the main components of the CCG and how they will 
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have identified sufficient capacity and capability within the CCG to manage 

cross CCG issues.  

11.2 Managerial and Administrative Support  

During the shadow year of operation 2012/13, a group of staff will be aligned 

to DDES CCG.  These staff will continue to be employed by the PCT but will 

have their objectives aligned to those of the CCG to support the achievement 

of authorisation. 

Pragmatically, during this shadow year staff with roles aligned to the CCG will 

either “sit” with the CCG or within the developing commissioning support unit 

within the PCT, where there are initially insufficient people with the requisite 

skills to align more closely to the CCG. 

11.3 Conflict of Interest 

We have adopted the PCT cluster Conflicts of Interest Policy as the CCG 

Conflicts of Interest Policy and have established Conflicts of Interest Registers 

at CCG level and we are reviewing existing registers at locality executive 

group level. Each formal meeting agenda has a standing item for the 

declaration of interests. 

11.4 The Board, The Executive and the Localities  

The following chart, developed with GP leads, illustrates the distribution of 

some of the key tasks between the CCG subcommittee and the localities. 
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The CCG Sub-committee 
 
The terms of reference for the CCG sub-committee have been developed and 

agreed and articulate the responsibilities that have initially been delegated 

from the PCT to DDES CCG. 

The minimum requirements of the subcommittee are dictated by the PCT 

cluster and consist of: 

 Non-Executive Chair 

 GP Practice Leads and their deputies 

 Interim Chief Operating Officer (GP lead for Durham Dales also acting 
as PCT executive director) 

 Senior Nurse Advisor 
 
In addition, DDES CCG has agreed to also include: 
 

 Director of Public Health 

 Senior Finance Officer 

 Lay / patient representatives from each locality 

 Local authority representative 

 A salaried GP representative  
 
The high level roles and responsibilities of the subcommittee are illustrated 
below. 
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The graphic above depicts the initial arrangements for the subcommittee and 

the CCG has appointed an Interim Chair, Accountable Officer, Quality Lead 

and Development & Engagement Lead.   . These posts are currently in place 

on an interim basis.  Once national job profiles for these are available and a 

competency based process is developed, suitable candidates need to be 

appointed into them on a more permanent basis. 
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The Executive Group  

The Executive Team will also include the Business and Commissioning 

Development Manager, who will act as a deputy to the ICOO and attend but 

not be a voting member of the subcommittee.  

The Executive Group will meet weekly to manage operational issues and 

provide executive support for the subcommittee. Its membership comprises: 

 

 The ICOO  

 The Executive Lead for Quality and Primary Care Development 

 The Executive Lead for Commissioning  

 The Business and Development Manager 

 The Senior Finance Officer  

 The Senior Nurse Adviser   

 

Terms of reference have been prepared and agreed for the Executive 

Group. 

 

The Localities  

The ambition of the CCG is to delegate as much responsibility as possible to 

the three localities. This in turn will present practical issues relating to 

reporting, accountability and assurance as significant numbers of reports will 

be generated on a regular basis, which will need to be considered by the CCG 

board. This will be addressed by the appropriate delegation of responsibilities 

from the board to the executive group, making the latter responsible for 

dealing with reporting from the localities and thus ensuring accountability. The 

executive group will then report to the board which will provide the required 

assurance. 
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 Locality Arrangements 

Each of the three localities of Durham Dales, Easington and Sedgefield has its 

own governance arrangements, which were originally put in place on the 

expectation that the localities would each become stand-alone Clinical 

Commissioning Groups.   

In Durham Dales, there is currently a Clinical Board with representatives from 

every practice. In Easington, there is a Clinical Board with representation from 

each practice, supported by an Executive Group and in Sedgefield there is an 

Executive Committee supported by a Council of Members with representation 

from every member practice. Terms of reference for each of the locality 

groups have been previously developed and remain fit for purpose.   

Each locality has different arrangements in place for public, patient and 

stakeholder involvement.  In Durham Dales, there is a patient representative 

group and stakeholder group.  In Easington, there is a Monitoring and 

Advisory Board (MAB) comprising patient and stakeholder representation and 

in Sedgefield there is a patient Forum.   

These locality arrangements will be regularly reviewed to ensure they are fit 

for purpose and align with the wider CCG arrangements without creating 

unnecessary duplication. DDES CCG is keen to ensure that as much 

responsibility and autonomy as possible is delegated to locality level.  A 

balance needs to be struck between ensuring local autonomy and 

accountability on the one hand and the need to meet statutory responsibilities 

and manage risk across the system on the other.   

 

11.5 Financial Governance  

The final governance arrangements will capture and reflect the benefits of 

economies of scale and sharing of financial and other risks, in particular the 

ability to achieve financial balance.  In line with the CCGs strategic 

aim/objective to manage our finances wisely, we have developed a robust 

governance framework to oversee this management and prioritisation of our 

investment. 

The CCG has a robust financial reporting system, building upon the existing 

system in place for County Durham PCT.  This system ensures that relevant, 
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accurate and timely financial information is available for decision makers at 

CCG, Locality and Practice levels. 

This financial reporting is underpinned by a suite of governance documents 

including Standing Orders, Standing Financial Instructions, Financial Limits 

and a comprehensive Scheme of Delegation.  At present, PCT versions of 

these documents are applicable to the CCG, bespoke versions of these key 

documents were adopted by the CCG in March 2012 in preparation for the 

expansion of their delegated budget responsibility and increased 

accountability. 

The ICOO has identified individual staff members as authorised signatories for 

expenditure and budget management responsibilities linked to the approved 

scheme of delegation. 

Financial Performance of the CCG will be closely monitored at the 

Performance sub-group, reporting through to the Executive Sub-Committee.  

The Performance sub-group will ensure robust financial management of 

delegated funds, and recommend actions to the Executive Sub-Committee to 

ensure delivery of financial control totals. 

11.6 Financial accountability within the CCG 

Ultimate financial accountability for the CCG will be subject to transition during 

the lifespan of this plan. 

Until 31st March 2012, the ultimate accountability rested with the PCT Cluster 

Chief Executive, although some areas of budgets are currently delegated to 

the CCG with responsibility delegated to the ICOO. 

In respect of the financial year 2012/13, the CCG will assume responsibility for 

the full range of relevant budgets.  During this period, the PCT Cluster Chief 

Executive will continue to delegate responsibility for these budgets to the 

ICOO. 

From 1st April 2013, the CCG Accountable Officer will assume full financial 

accountability for CCG budgets. 

Across this entire period, the accountable officer will liaise with both the PCT 

Cluster Director of Finance and Senior Finance Officer for the CCG to provide 

assurance that all necessary measures are in place to deliver the control 

totals agreed at the outset of each year. 
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11.7 Constitution 

We have developed a detailed Constitution which sets out the governance 

and organisational structure in detail and which has been written in full 

compliance with a national model but which also captures the uniqueness of 

DDES CCG.    
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12.  Equality and Diversity 

In order to ensure that no groups or individuals are disadvantaged by our 

commissioning activities, we have carried out a full Equality and Diversity 

Screening assessment of our plan.  

Further screening assessments will be carried out at service level when re-

designing or commissioning pathways of care. 
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13. Risk Assessment and On-going Monitoring 

 

13.1 Risk and Sensitivity Analysis 

Our risk management arrangements and processes are based on the PCT 

cluster’s existing robust arrangements. A risk register has been developed as 

part of the clear and credible plan and population of an CCG wide risk register 

will be completed before the 30 April 2012.  Risk management is a standing 

agenda item on the CCG sub-committee, locality boards, transitional 

executive group and other standing sub-groups. Risk management strategy, 

policy and processes will be led by the Interim Chief Operating Officer, with 

support from the Business & Development Manager who will be responsible 

for the CCG’s risk register and management processes. 

 

The CCG has carried out a full assessment of this plan using a standard 

scoring methodology to understand the key risks to the delivery of the plan, 

the state of the CCG to implement it and the financial resilience of the CCG 

and wider health economy. 

 

The top four risks areas are: 

1. Strategic delivery - Failure to secure the pathway design, project 

management, procurement and transformational skills. 

2. Financial resilience – Increases in continuing health care costs above an 

affordable level. 

3. Financial resilience – Impact of an aging population contributing to 

increased costs. 

4. Organisational readiness – establishing unrealistic timescales that don’t 

recognise the depth of organisational development needed to assume full 

responsibilities from the PCT cluster. 
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Full details of the methodology, risks and mitigations can be found in appendix 

7. 

 

13.2 On-going monitoring 

This Clear and Credible Plan was agreed through the formal CCG governance 

process at the following meetings: 

 Sub committee 

 Dales, Easington and Sedgefield locality boards 

 Forward plan 

Performance monitoring of the implementation of the plan, impact of the 

strategic initiatives on their stated KPIs and associated health and quality 

outcomes will be monitored at both Locality and CCG Board level and monthly 

at the Finance & Performance Group Meeting. 
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 Development and on-going monitoring of the plan (clinical touch-points) 
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Appendix 1 – Overview of Health Needs 

The health profiles for County Durham and DDES that underpin the joint strategic needs 

assessment identify the challenges to be addressed through the commissioning intentions of the 

CCG and partnership working with Public Health and Local Authorities. These are: 

 

County Durham wide 

Premature mortality rates (under 75 years) for the ‘biggest killers’ (heart disease, cancer, stroke) 

across the Durham are higher than England. Cardiovascular disease (CVD) and cancer account 

for around 62% of early or premature deaths in County Durham. Smoking is the biggest single 

contributor to the shorter life expectancy experienced locally and contributes substantially to the 

cancer burden. All cause premature mortality rates are not significantly different from County 

Durham. 

The health of people in County Durham is mixed compared to the England average. Deprivation 

is higher than average and 22,805 children live in poverty. Life expectancy for both men and 

women is lower than the England average. Life expectancy is 8.1 years lower for men and 6.3 

years lower for women in the most deprived areas of County Durham than in the least deprived 

areas (based on the Slope Index of Inequality published on 5th January 2011). Over the last 10 

years, All-Cause Mortality rates have fallen. Early death rates from cancer and from heart 

disease and stroke have fallen but remain worse than the England average. 

A higher percentage than average of pupils of Year 6 children (circa 20.6%) are classified as 

spend at least three hours each week on school sport. 

Levels of teenage pregnancy and tooth decay in children are worse than the England average. 

Estimated levels of adult 'healthy eating', smoking and obesity are worse than the England 

average. Rates of smoking related deaths and hospital stays for alcohol related harm are higher 

than average. 

Priorities across County Durham include reducing smoking, tackling alcohol crime and reducing 

early deaths from cancer and heart disease. 
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Durham Dales specific 

Durham Dales has an ageing population. Around 41% of the population is aged 50+. This is 

projected to rise to around 46% by 2020. Around 9% of the population is aged 75+ which is 

projected to rise to around 11% by 2020.  

Durham Dales has some of the most deprived areas in England. 39% of Dales LSOAs are in the 

most deprived 30% nationally. Income deprivation affecting children (IDACI) and older people 

(IDAOPI) are major issues. Around 5,500 children and young people (under 15) live in poverty. 

Around 6,800 older people live in poverty. 

Men living in Durham Dales can expect to live 1.5 years less than the England average and 

women living in Durham Dales can expect to live 0.9 years less than the England average. Life 

expectancy for men living in the most deprived areas of County Durham is over 6 years lower 

than for men living in the most deprived areas of County Durham is over 6 years lower than for 

men living in the least deprived areas. For women it is nearly 5 years lower. There is large 

variation in life expectancy within Durham Dales. The gap between the best and worst MSOAs is 

almost 10 years for men and 8 years for women. 

Durham Dales experiences significant variation across MSOAs in the prevalence of overweight 

and obese children for both reception and year 6. Prevalence rates in year 6 are around double 

those in reception class. The distribution of obesity rates across Durham Dales in unequal. They 

are higher in the more deprived areas. There is a moderate relationship between deprivation 

and obesity for Reception class (cc=0.5) but this relationship is strong in Year 6 (cc=0.7). 

Cancer incidence is higher for men than women but the difference is not significant. 

Male incidence is lower than County Durham, significantly lower than the North East and similar 

to England and has fallen faster over time than County Durham and the North East. Rates for 

England rose over the same period. Female cancer incidence is lower than County Durham and 

England, though not significantly so and has reduced over time, in contradiction to rates in 

County Durham, the North East and England who all experienced increases over the same 

period. Cancer incidence rates show no significant variation within Durham Dales. Cancer 

incidence rates in Durham Dales are strongly correlated to deprivation (cc=0.7).  

QOF disease prevalence rates for Durham Dales practices can be used as proxy measures for 

disease prevalence for the Dales area. It should be noted that residents of the Dales can be 

registered with other GP practices. Practice registered disease prevalence in Dales practices is 

20% worse than England for coronary heart disease, chronic obstructive pulmonary disease, 

stroke and heart failure.  

Cancer mortality is significantly higher for men than women. Male cancer mortality is significantly 

higher than England, similar to County Durham and lower than the North East (not significantly 



 

 

DDES Clinical Commissioning Group – Clear and Credible Plan 2012 – 2017     116 

 

so). Female cancer mortality is higher than England and lower than the North East and County 

Durham (not significantly so). Male cancer mortality in Durham Dales has been falling over time, 

but slower than nationally, regionally or within County Durham. Female cancer mortality in 

Durham Dales has been falling over time, faster than nationally, regionally or within County 

Durham. Cancer mortality in Durham Dales has a moderately strong relationship with 

deprivation. 

All cause premature mortality rates are not significantly different from County Durham. 

Premature all-cause mortality (under 75 years) is significantly higher than County Durham in 

19% of Durham Dales wards. It is significantly lower than County Durham in 32% of wards. 

There is significant variation in premature all-cause mortality rates within Durham Dales. Rates 

vary from 143/100,000 (Howden) to 544/100,000 in West Auckland. The distribution of 

premature death across Durham Dales is unequal.  

It is greater in the more deprived wards. The relationship between premature mortality and 

deprivation in Durham Dales is strong (CC=0.8). 

Easington specific 

The population of Easington is ageing. Around 35% of the population is aged 50+. This is 

projected to rise to around 40% by 2020. Around 8% of the population is aged 75+ which is 

projected to rise to around 9% by 2020. 

Easington has some of the most deprived areas in England. 74% of Easington's LSOAs are in 

the most deprived 30% nationally and 30% Easington LSOAs are in the most deprived 10% 

nationally. Income deprivation affecting children (IDACI) and older people (IDAOPI) are major 

issues. In Durham Dales around 5,200 children and young people (under 15) live in poverty and 

around 6,800 older people live in poverty in these deprived areas. 

Men living in Easington can expect to live 2 years less than the England average and women 

living in Easington can expect to live 1 year less than the England average. Life expectancy for 

men living in the most deprived areas of County Durham is over 6 years lower than for men 

living in the least deprived areas. For women it is nearly 5 years lower. There is a large variation 

in life expectancy within Easington. The gap between the best and worst MSOAs is 7.3 years for 

men and 8.2 years for women. 

There is significant variation for levels of childhood obesity between reception and year 6 in 

Easington. Prevalence rates in year 6 are around double those in reception class. There is a 

moderate relationship between deprivation and obesity for Year 6 (cc=0.4) but this relationship is 

weak Reception (cc=0.2).  

The incidence of male cancer in Easington is not significantly different to County Durham, the 

North East or England. Male incidence has fallen faster over time than County Durham and the 
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North East. Rates for England rose over the same period. Female cancer incidence is not 

significantly different to County Durham, the North East or England.  

Female incidence has reduced over time, in contradiction to rates in County Durham, the North 

East and England who all experienced increases over the same period. Cancer incidence rates 

show significant variation within Easington and are strongly correlated to deprivation (cc=0.7). 

QOF disease prevalence rates for Easington practices can be used as proxy measures for 

disease prevalence for the Easington area. It should be noted that residents of Easington can be 

registered with other GP practices. Practice registered disease prevalence in Easington 

practices is 20% worse than England for  coronary heart disease, chronic obstructive pulmonary 

disease, stroke, heart failure and cancer mortality. 

Cancer mortality in Easington is significantly higher for men than women. Male cancer mortality 

is significantly higher than England and similar to County Durham and the North East. Female 

cancer mortality is significantly higher than England and similar to the North East and County 

Durham. Male cancer mortality in Easington has been falling over time, faster than nationally, 

regionally or within County Durham. Female cancer mortality in Easington has been rising over 

time, compared to reductions in England, the North East and County Durham. Cancer mortality 

in Easington has a moderately strong relationship with deprivation (cc=0.6). 

Premature all-cause mortality (under 75 years) is significantly higher than County Durham in 

65% of Easington wards. It is significantly lower than County Durham in only one ward. There is 

significant variation in premature all-cause mortality rates within Easington. Rates vary from 

189/100,000 (Hutton Henry) to 426/100,000 in Horden North.  

The distribution of premature death across Easington is unequal. It is greater in the more 

deprived wards. The relationship between premature mortality and deprivation in Easington is 

moderate (CC=0.5). 

Sedgefield - specific 

The population of Durham Dales is ageing. Around 34% of the population is aged 50+ which is 

projected to rise to around 41% by 2020. Around 7% of the population is aged 75+. This is 

projected to rise to around 8% by 2020. 

Sedgefield has some of the most deprived areas in England. 50% of Sedgefield's LSOAs are in 

the most deprived 30% nationally and 9% of Sedgefield LSOAs are in the most deprived 10% 

nationally. Income deprivation affecting children (IDACI) and older people (IDAOPI) are major 

issues. Around 5,500 children and young people (under 15) live in poverty in Sedgefield in the 

30% most income deprived nationally (IDACI). Around 7,800 older people live in LSOAs in the 

30% most income deprived nationally (IDAOPI). 
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Men living in Sedgefield can expect to live 1.6 years less than the England average and women 

living in Sedgefield can expect to live 2 years less than the England average. Life expectancy for 

men living in the most deprived areas of County Durham is over 6 years lower than for men 

living in the least deprived areas. For women it is nearly 5 years lower. There is large variation in 

life expectancy within Sedgefield. The gap between the best and worst MSOAs is 7.2 years for 

men and 4.8 years for women. 

There is significant variation in childhood obesity between reception and year 6 within 

Sedgefield. Prevalence rates in year 6 are around double those in reception class, and triple in 

some cases. There is a strong relationship between deprivation and obesity for Year 6 (cc=0.7) 

but this relationship is weak in Reception (cc=0.3).  

Cancer incidence is higher for men than women but the difference is not significant. Male 

incidence is significantly higher than England, but not significantly different to County Durham or 

the North East and rates have been rising over time in Sedgefield and England, compared to 

reductions in County Durham and the North East over the same period.  

Female cancer incidence is significantly higher than England and similar to County Durham and 

the North East and has been rising over time, in line with County Durham, the North East and 

England.  

Cancer incidence rates show significant variation within Sedgefield and display a moderate 

relationship with deprivation (cc=0.5).  

QOF disease prevalence rates for Sedgefield practices can be used as proxy measures for 

disease prevalence for the Sedgefield area. Practice registered disease prevalence in 

Sedgefield is 20% worse than England for coronary heart disease, chronic obstructive 

pulmonary disease, stroke and heart failure. 

Sedgefield cancer mortality is significantly higher for men than women. Male cancer mortality is 

significantly higher than England and similar to County Durham and the North East whilst female 

cancer mortality is significantly higher than England and higher than the North East and County 

Durham, although not significantly so. Male cancer mortality in Sedgefield has been rising over 

time, compared to reductions in County Durham, the North East and England and female cancer 

mortality has been rising over time (1.4%), compared to reductions in England (5.5%), the North 

East (4.6%) and County Durham (2.7%). Cancer mortality in Sedgefield has a strong 

relationship with deprivation (cc=0.8). 

All cause premature mortality rates in Sedgefield are significantly higher than County Durham. 

Premature all-cause mortality (under 75 years) is significantly higher than County Durham in 2 

Sedgefield wards (Neville & Simpasture and Thickley) and there is significant variation in 

premature all-cause mortality rates. Rates vary from 184/100,000 (Woodham) to 531/100,000 in 
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Neville & Simpasture. The distribution of premature death is unequal and greater in the more 

deprived wards. The relationship between premature mortality and deprivation in Sedgefield is 

moderate (CC=0.5). 
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Appendix 2 – Gap Analysis 

 

Through the health care planning process to meet the necessary timelines to both inform 

contract negotiations and inform healthcare providers of potential service changes DDES CCG 

developed a set of commissioning intentions. Since this process locally focussed population 

profiles has become available.   

 

(Please do not open the PDF documents below): 

 

Population Health 
Profile - Durham Dales v1.pdf    

Population Health 
Profile - Easington v1.pdf   

Population Health 
Profile - Sedgefield.pdf       

 

The purpose of the gap analysis is to ensure that the derived commissioning intentions delivers 

against any local issues identified in the health profile. 

 

Health Needs Highlights – Demographic changes 

The ONS residential populations over the past 3 years have been significantly less than the 

population that is registered at general practices within all three of the localities within the DDES 

CCG. The CCGs will eventually be responsible for commissioning and paying for healthcare on 

behalf of their total registered population and any un-registered population living within the 

CCGs locality boundaries (including the homeless). The table below illustrated the extent of this 

difference in each of the localities. 

In order to plan for services, and address the need for the ageing population it is necessary to 

forecast the change in registered practice population. This was done by applying an error 

multiplier derived from average difference from previous 4 years applied to the ONS growth 

forecasts. Full methodology can be provided under request. 
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DDES CCG Population Breakdown 2011
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Diagram 1.1 Demographic Shifts in GP Registration 

Over the next twenty years DDES and all of the sub localities within DDES have registered 

practice population that will age significantly. Ageing populations make a higher demand on 

health services.  
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By 2030 it is forecasted that there will by a 49% increase in the over 65 registered population in 

the DDES CCG, with the other age groups remaining relatively stable (within -/+ 3%). 
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QOF Prevalence 

The tables below provides CCG locality level QOF prevalence health data benchmarked against 

County Durham, North East and England average  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2009/10 2010/11 2009/10 2010/11 2009/10 2010/11 2009/10 2010/11 2009/10 2010/11 2009/10 2010/11 2009/10 2010/11

Chronic Obstructive Pulmonary 

Disease Register
1.60% 2.50% 2.60% 2.88% 2.37% 3.43% 2.77%

Heart Failure Prevalence 0.70% 0.80% 0.90% 0.94% 0.83% 0.90% 1.09%

Coronary Heart Disease 

Prevalence
3.40% 4.60% 5.10% 5.38% 5.24% 5.63% 5.24%

Stroke / Transient Ischaemic 

Attacks (TIA) Prevalence
1.70% 2.20% 2.20% 2.30% 2.38% 2.15% 2.37%

Obesity Prevalence (16+) 10.50% 13.10% 13.90% 14.95% 13.81% 16.40% 14.51%

Hypertension Prevalence 13.50% 15.30% 15.90% 16.24% 16.15% 16.87% 15.66%

Diabetes Mellitus (Diabetes) 

Prevalence (ages 17+)
5.50% 5.90% 6.30% 6.50% 6.77% 6.10% 6.65%

Mental Health Prevalence 0.80% 0.80% 0.80% 0.84% 0.92% 0.76% 0.85%

Asthma Prevalence 5.90% 6.20% 6.50% 6.44% 6.55% 5.91% 6.90%

Smoking Prevalence n/a n/a n/a n/a n/a n/a n/a

Cancer Prevalence 1.60% 1.70% 1.70% 1.73% 1.76% 1.70% 1.72%

Epilepsy (18+) 0.80% 0.90% 0.90% 0.97% 0.93% 1.08% 1.04%

Hypothyroidism 3.00% 3.70% 3.50% 3.68% 3.18% 4.56% 3.21%

Palliative Care 0.20% 0.20% 0.20% 0.23% 0.18% 0.21% 0.29%

Dementia 0.50% 0.60% 0.60% 0.60% 0.67% 0.50% 0.63%

Depression (18+) 11.20% 15.10% 14.30% 15.84% 18.07% 11.29% 18.49%

Chronic Kidney Disease 4.30% 5.00% 4.80% 4.89% 4.18% 5.69% 4.53%

Atrial Fibrillation 1.40% 1.60% 1.60% 1.65% 1.73% 1.58% 1.67%

Learning Disabilities (18+) 0.40% 0.60% 0.50% 0.66% 0.58% 0.79% 0.58%

Sedgefield England North East County Durham  DDES Durham Dales Easington 
Disease Area

 

Defintions of RAG ratings

If  worse than England and Northeast = Red

If  worse than England but not the NE = Amber

If worse than England, NE and CD = Red

If worse than England and NE but not CD = Amber

Applies to County 

Durham and Darlington

Applies to DDES, North 

Durham, Easington, 

Sedgefield, Dales, 

Derwentside and DCLS  
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APHO derived Locality health indicators 

Figure 21 and 22 in the locality Health Profile’s provide information at Middle Super Output Level 

on some key health indicators. Unfortunately, this information is not readily available at the 

locality level, and due to a complex methodology it is not easy to definitively derive. However, 

due to the similar (size and type) populations of a middle super output area (within the localities) 

it would be reasonable to estimate a proxy measure using an average of the locality MSOAs.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   

 

 

 

Summary of Health Needs 

Disease Area (09/10) England Actual North East Actual
County Durham 

Actual
DDES Proxy Durham Dales Proxy Easington Proxy Sedgefield Proxy

Obese Children 18.7 20.6 20.6 20.5 20.5 21.1 19.9

Obese Adults 24.2 27.8 28.6 30.0 30.5 29.3 30.5

Adults who smoke 22.2 27.9 28.2 30.3 24.6 34.7 30.9

Binge Drinking 20.1 30.1 31.6 29.2 28.5 29.7 29.2

Healthy Eating (>good) 28.7 21.5 21.4 20.0 22.9 17.2 20.3

All Cause Premature mortality 100.0 116.2 113.6 120.7 115.0 125.0 121.4

Premature cancer mortality 100.0 117.2 113.7 124.7 121.5 129.4 122.4

Premature CVD mortality 100.0 115.9 117.6 120.0 110.3 118.4 130.5

Premature CHD mortality 100.0 121.3 125.5 135.3 124.2 145.0 135.0

All age Stroke Mortality 100.0 108.7 120.5 111.9 129.6 105.9 102.2

All age Respiratoty Mortality 100.0 116.2 123.9 126.6 112.9 139.1 125.6
 Defintions of RAG ratings

If  worse than England and Northeast = Red

If  worse than England but not the NE = Amber

If worse than England, NE and CD = Red

If worse than England and NE but not CD = Amber

Applies to County 

Durham and Darlington

Applies to DDES, North 

Durham, Easington, 

Sedgefield, Dales, 

Derwentside and DCLS  
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From the statistics presented it can be seen that there are health issues that are general across 

all localities within DDES and some that are specific to individual localities. 

General Benchmark Health Issues (common across DDES), where all localities have worse 

health outcomes than England and North East is as follows: 

-  Heart Failure Prevalence 
-  Coronary Heart Disease Prevalence 
-  Obesity Prevalence 
-  Hypertension Prevalence 
-  Diabetes Mellitus (Diabetes) Prevalence (17+) 
-  Cancer Prevalence 
-  Epilepsy Prevalence 
-  Premature Cancer Mortality 
-  Premature CHD Mortality 
-  Increase in 65+ population 

 

Locality Specific Benchmark Health Issues (not common across DDES), where localities have 

worse health outcomes than England and North East is as follows: 

- COPD Prevalence (Easington and Sedgefield) 
- Stroke / TIA Attack Prevalence (Durham Dales and Sedgefield) 
- Mental Health Prevalence (Durham Dales and Sedgefield) 
- Asthma Prevalence (Durham Dales and Sedgefield) 
- Hypothyroidism Prevalence (Easington) 
- Palliative Care (Durham Dales and Sedgefield) 
- Dementia Prevalence (Durham Dales and Sedgefield) 
- Depression Prevalence (Durham Dales and Sedgefield) 
- Chronic Kidney Disease Prevalence (Easington) 
- Atrial Fibrillation Prevalence(Durham Dales and Sedgefield) 
- Learning Disabilities Prevalence (Easington) 
- Childhood Obesity Prevalence (Easington) 
- Smoking Prevalence (Easington and Sedgefield) 
- Health Eating (Easington and Sedgefield) 
- All Cause Premature Mortality (Easington and Sedgefield) 
- Premature CVD Mortality (Easington and Sedgefield) 
- All Age Stroke Mortality (Durham Dales) 
- All Age Respiratory Mortality (Easington and Sedgefield) 

 

 

 

Gap Analysis – Is the need addressed by the interim Commissioning Intentions? 



 

 

DDES Clinical Commissioning Group – Clear and Credible Plan 2012 – 2017     128 

 

Health Issue 

Commissioning Intentions / Work streams 

That will contribute towards: Prevention, managing 

demand (need), better treatment, managing any long 

term effects 

 

Respiratory Issues: 

COPD Prevalence; 

Asthma Prevalence; 

Respiratory all age 

Mortality 

 

Durham Dales specific:  

- Pulmonary Rehabilitation 

Easington specific:  

- Children’s Community Respiratory Nursing 
Service;  

- Home Oxygen Assessment Service; 
- Community Nursing Review 
 

Sedgefield specific:  

- Sedgefield Long Term Conditions;  
- Sedgefield Older Persons Support Services 
- Community Nursing Review 
- Sedgefield Enhanced Primary Care Unit. 
 

Clusterwide:  

- Home Oxygen Assessment Service;  
- Review Intermediate Care services;  
- Whole Systems Development of services that 

deliver Long Term Conditions Support, including 
Community Nursing;  

- Gold Standard Framework for Locality end of life 
Registers. 

 
 
 

 

CVD Issues (excl. 

Stroke): Heart Failure 

Prevalence; CHD 

Prevalence and 

Premature Mortality; 

 

Easington specific:  

- Community Nursing Review;  
- Admission Avoidance Scheme (Virtual Ward); 

Arrhythmia Service 
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CVD Premature 

Mortality; Hypertension 

prevalence; Atrial 

Fibrillation Prevalence 

 

Sedgefield specific:  

- Sedgefield Acute Care;  
- Sedgefield INR Level 4;  
- Sedgefield Long Term Conditions;  
- Sedgefield Enhanced Primary Care Unit; 

Community Nursing Review 
 

Clusterwide:  

- Re-commission Health Checks Programme;  
- Review Intermediate Care services;  
- Whole Systems Development of services that 

deliver Long Term Conditions Support, including 
Community Nursing;  

- Gold Standard Framework for Locality end of life 
Registers. 

 
The recent roll out of the 24hr Holter tape service will also 

contribute towards these issues. The anti-coagulation 

service currently in procurement will also contribute. 

 

 

Chronic Kidney 

Disease: Chronic Kidney 

Disease Prevalence 

 

 

Easington specific:  

- Community Nursing Review 
- Admission Avoidance Scheme (Virtual Ward) 

 

Sedgefield specific:  

- Sedgefield Long Term Conditions  
- Community Nursing Review 

 

Clusterwide:  

- Review Intermediate Care services;  
- Whole Systems Development of services that 

deliver Long Term Conditions Support, including 
Community Nursing 
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Diabetes Issues: 

Diabetes Mellitus 

Prevalence (17+) 

 

 

 

Durham Dales specific:  

- Community Diabetes Support 
 

Easington specific:  

- Community Diabetic Service;  
- Community Nursing Review;  
- Admission Avoidance Scheme (Virtual Ward)  
-  

Sedgefield specific:  

- Sedgefield Long Term Conditions 
- Community Nursing Review;  
- Sedgefield Enhanced Primary Care Unit;  
- Sedgefield Insulin Initiation;  
- Sedgefield Diabetes Locality Based Consultant 
- Sedgefield Diabetic Foot care Provision 

 

Clusterwide:  

- Review Intermediate Care services;  
- Whole Systems Development of services that 

deliver Long Term Conditions Support, including 
Community Nursing 

 

 

Stroke Issues: Stroke / 

TIA Prevalence; All age 

stroke Mortality  

 

Sedgefield specific:  

- Sedgefield Acute Care 
- Sedgefield INR Level 4 
- Sedgefield Long Term Conditions 
- Sedgefield Older Persons Support Services 

Sedgefield Enhanced Primary Care Unit 
 

Clusterwide:  

- Re-commission Health Checks Programme;  
- Review Intermediate Care services;  
- Whole Systems Development of services that 

deliver Long Term Conditions Support, including 



 

 

DDES Clinical Commissioning Group – Clear and Credible Plan 2012 – 2017     131 

 

Community Nursing;  
- Gold Standard Framework for Locality end of life 

Registers;  
- Develop community stroke rehabilitation services 

across County Durham and Darlington 
 

The re-design of the Hyper Acute service will contribute. 

The anti-coagulation service currently in procurement will 

also contribute. 

 

Obesity: Adult Obesity 

Prevalence; Healthy 

Eating; Childhood 

Obesity 

 

Durham Dales specific:  

- Health Trainer / Physical activity lead attached to 
practice 

 
Easington specific:  

- Weight Management Service 
 

Cluster specific:  

- Expand access to community weight management 
services;  

- (Maternal Obesity;  
- Review of Exercise on Referral;  
- Physical activity interventions for pregnant and 

post natal women. 
 

 

Hypothyroidism 

Prevalence:  

 

Locality specific: none 

Clusterwide: none 

 

Smoking: Smoking 

Prevalence 

 

Locality specific: none 

Clusterwide:  

- Pilot an enhanced 12-week smoking quitters pilot 
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Palliative Care: 

Percentage of registered 

patients on register 

 

Durham Dales specific:  

- Durham Dales Practice 

Easington specific:  
 

- Community Nursing Review 
- Admission Avoidance Scheme (Virtual Ward) 
- Intermediate Care Plus 

 

 

Sedgefield specific:  

- Sedgefield Bereavement and Suicide Prevention; 
Community Nursing Review 

- Sedgefield Long Term Conditions 
- Sedgefield Older Persons Support Services 
 

Clusterwide:  

- Review Intermediate Care services;  
- Whole Systems Development of services that 

deliver Long Term Conditions Support, including 
Community Nursing;  

- Establish a Gold Standard Framework for Locality 
Registers for Patients who are in their last year of 
life due to their illness and diagnosis 

 
The end of life rapid response pilot would contribute 

toward the end of life part of the palliative care pathway 

 

Cancer: Cancer 

Prevalence; Premature 

Cancer mortality 

 

 

Easington specific:  

- Community Nursing Review;  
- Admission Avoidance Scheme (Virtual Ward);  
- Intermediate Care Plus 
 

Sedgefield specific:  

- Community Nursing Review 
- Sedgefield Long Term Conditions 
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- Sedgefield Older Persons Support Services 
-  

Clusterwide:  
 

- Review Intermediate Care services;  
- Whole Systems Development of services that 

deliver Long Term Conditions Support, including 
Community Nursing;  

- Establish a Gold Standard Framework for Locality 
Registers for Patients who are in their last year of 
life due to their illness and diagnosis;  

- Commission a clinical psychology service for 
palliative and acute care patients with cancer in 
County Durham and Darlington;  

- Re-commission skin cancer clinical nurse 
specialist led clinics and skin cancer multi-
disciplinary team coordination;  

 
- Expand acupuncture services for cancer patients;  
- Re-commission a full acute oncology service; 

Commission  a specialised breast cancer 
physiotherapy service;  

- Commission a patient-centred specialist nurse-led 
service model of care for secondary lymphedema 
patients. 
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Mental Health: Mental 

Health prevalence 

 

 

Durham Dales specific:  

- Psychosexual Counselling;  
- Specialist Mental Health Worker;  
- Psychotherapist 

 

Easington specific:  

- Primary Care Mental Health (including Depression) 
 

Sedgefield specific:  

- Review and increase efficiency and clinical 
capacity of counselling services 

- Develop Social Prescribing options within the 
Sedgefield locality 

- Re-commission Sedgefield Bereavement and 
Suicide prevention support 

 
Clusterwide:  

- Align mental health staff to general practice 
- Expansion of Improving Access to Psychological 

Therapies 
- Improve equity of autism assessment an diagnosis 
- Deliver the dementia strategy 
- Re-commission out of area placements. 

 

 

 

Epilepsy: Epilepsy 

prevalence 

 

 

Durham Dales specific:  

- Outreach Epilepsy service (which could cover the 

whole of the cluster) 

 

 

Depression: Depression 
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prevalence 

 

Easington specific:  

- Primary Care Mental Health (including Depression) 

Sedgefield specific:  

- Re-commission Sedgefield Bereavement and 
Suicide prevention support;  

- Review and increase efficiency and clinical 
capacity of counselling services;  

- Develop Social Prescribing options within the 
Sedgefield locality. 

 
Cluster specific:  

- Align mental health staff to general practice 
- Expansion of Improving Access to Psychological 

Therapies 
 

 

Dementia: Dementia 

prevalence 

 

 

Easington specific:  

- Community Nursing Review 
 

Sedgefield specific:  

- Community Nursing Review;  
- Sedgefield Long Term Conditions;  
- Sedgefield Older Persons Support Services 

 

Cluster specific:  

- Whole Systems Development of services that 
deliver Long Term Conditions Support, including 
Community Nursing  
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Durham 

Dales 

Integrat

ed Care 

Organis

ation 

Project 

(ICO) 

The 

ICO 

was 

one of 

16 

Department of Health funded projects, to explore a ‘whole system working’ in service design and 

delivery, working in partnership with NHS County Durham; Durham County Council; Tees, Esk 

and Wear Valley NHs Foundation Trust; County Durham and Darlington Foundation Trust; The 

North East Ambulance Service and  County Durham and Darlington Community Services.  

Rather than focusing on one condition or pathway, Durham Dales sought to develop integrated 

ways of working over the whole range of care required and received by patients in the locality. 

Eight work streams were established: 

 Care Closer to Home 

Within this work stream a pain management clinic and a consultant led gynaecology clinic 

were established at The Richardson Hospital in Barnard Castle.  This reduced the need for 

some patients within the Dales to travel a considerable distance to receive treatment.   

 

 

Ageing Practice 

Population: Increase in 

65+ registered 

population 

 

 

Durham Dales specific:  

 
 

- Durham Dales Practice 
 
 

 
Easington specific:  

- Admission Avoidance Scheme (Virtual Ward); 
Intermediate Care Plus 

 

Sedgefield specific:  

- Sedgefield Long Term Conditions;  
- Sedgefield Enhanced Primary Care Unit. 
 

Clusterwide:  

- Review Intermediate Care services 
- Whole Systems Development of services that 

deliver Long Term Conditions Support, including 
Community Nursing 



 

 

DDES Clinical Commissioning Group – Clear and Credible Plan 2012 – 2017     137 

 

 Rural Mental Health 

A single pathway of care was developed within this particular work stream, signposting 

health professionals through the complex range of services that are available to help and 

support patients.  In addition, mood management training was delivered to a number of 

nursing staff within practices and a Mental Health Services Directory was developed 

specifically for the Dales area.   

 Older People’s Mental Health 

Within this work stream an information pack was developed and distributed specifically for 

individuals diagnosed with dementia and their carers.  This pack included information about 

the disease, what services were available and some of the issues to consider, such as 

financial support, emotional support and legal issues.  In addition, GP practices introduced a 

screening tool, which uses a short memory test to help GP’s identify individuals at risk of 

developing dementia, enabling them to take appropriate steps at an earlier stage starting 

with referral to a specialist clinic at Auckland Park.   

 

 Vascular Screening 

The Vascular Screening work stream promoted the National Screening Programme for 

patients aged between 40 and 74.   New arrhythmia monitors were installed in each GP 

practice and staff trained in their use; this has resulted in a reduction of the number of 

referrals into secondary care for arrhythmia treatment.  In addition, a “Breathe Easy” group 

which is a patient led group for those who have been diagnosed with COPD (Chronic 

Obstructive Pulmonary Disease) was established.   

 Transport 

The aim of this work stream was to review, promote and monitor transport links across the 

Durham Dales, to promote better health and reduce healthcare and social care inequalities.  

Initiatives involved promoting awareness of available transport services (bus and shuttle 

services) and the introduction of a volunteer driver service in more isolated areas such as 

Crook, Willington and Butterknowle.   

 Fuel Poverty 

The GP practices successfully used the national ‘Hotspots’ schemes run by the Energy 

Savings Trust.  Appropriate patients were identified by health professionals and referred to 

the savings Trust for help and advice.  In addition, the Met Office healthy Outlook Scheme 

was delivered to the consortiums patients diagnosed with a respiratory condition; this 

involved automated calls to warn patients at risk when a cold spell is anticipated, to enable 

them to renew and collect prescriptions, thereby potentially reducing hospital referrals. 

 

‘Energy on Prescription’ was a scheme that paid the energy bills for 10 patients who were 

over the age of 70 years old with diagnosed with a respiratory condition and at risk of fuel 
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poverty during the winter months.  The scheme was implemented with the support from 

Public Health and received regional recognition, reaching second place in the Innovative 

service Design Category of the North East NHS ‘Bright Ideas’ Awards 2010. 

 

 Urgent Care 

The urgent care work stream piloted GPs from the Urgent Care Centre in Bishop Auckland 

providing half day clinics from Bishop Auckland practices.  This was to help improve care 

pathways for patients between the Urgent Care Centre and the Bishop Auckland practices.  

Relationships between the Dales GPs, Urgent Care Centre and the RAMAC Service (Rapid 

Access Medical Assessment Centre) at Bishop Auckland General Hospital which is a 

consultant led medical assessment centre have improved with the extension of hours of the 

service.   

 GP Beds 

The GP Beds work stream was established to pilot a scheme for beds available to GP 

practices within Bishop Auckland General Hospital with the aim of helping patients to 

recuperate outside of an acute setting.  A trial was conducted, over a three month period, 

using four beds in Ward 6.  This work stream proved that there is a need for the general 

concept of respite beds to avoid acute admissions and the Dales are now considering further 

options to provide access to beds.   
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Appendix 3 – Overview of Programme Budgeting 

 

Using the NHS County Durham and Darlington Annual Population Value Review (the local 

interpretation of programme budgeting data developed in-line with national best practice 

guidelines) we have been able to understand (within the limitations of the data), the relationship 

between past investment and health outcomes. 

National programme budget data was not collected at CCG level so inferences have been made 

on previous PCT boundaries, adjusted for local intelligence. 

Figure 1 & 2 depicts the high level relationship between spend (low to high) and outcome (poor 

to good): 

Figures 4, 5 & 6 provide a County Durham budget spend and outcome summaries 

Figure 1 
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Infectious Diseases Inf Hearing Hear Disorders of Blood Blood

Cancers & Tumours Canc Circulation Circ Maternity Mat

Respiratory System Resp Mental Health MH Neonates Neo

Endocrine, Nutritional & Metabolic End Dental Dent Neurological Neuro

Genito Urinary System GU GI System Gastro Healthy Individuals Hlth

Learning Disabilities LD Musculoskeletal Musc Social Care Needs Soc

Adverse effects & poisoning Pois Trauma & Injuries Trauma

Programme Area Abbreviations

No outcome indicators readily available
Outcome indicators available

 

 

 

County Durham 
 
Figure 2 

 
 
In 2009/10 County Durham PCT had:  
 

 4 programme areas within the high spend better outcome quadrant 

 3 programme areas within the lower spend better outcome quadrant  

 5 programme areas within the lower spend worse outcome quadrant 

 2 programme areas within the higher spend worse outcome quadrant 

 8 programme areas did not have a recommended outcome measure. 
 

There were no outlying programme areas where the quadrant analysis identified a significant 
difference from the investment and outcome average of the Industrial Hinterland scores.  
 
 
 

3 

5 2 

4 

Lower Spend 

Better Outcomes 

Higher Spend 

Better Outcomes 

Lower Spend 

Worse Outcomes 

Higher Spend 

Worse Outcomes 

8 
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Figure 3 

 

 
 
Expenditure across all but three programme areas for County Durham PCT is greater in 
secondary care than primary care. County Durham PCT allocates 77% of investment into 
secondary care. Over the past three years the difference in proportion has increased.  
 
Figure 4 

  
 
Expenditure benchmarking analysis across the 23 programme areas informs that for County 
Durham PCT: 8 programme areas are within the lowest quintile; 4 programme areas and within 
the second quintile; 4 programme areas and within the third quintile; 4 programme areas and 
within the forth quintile; 3 programme areas and within the highest quintile. The relative high 
spend programme areas are: Problems due to Trauma and Injuries; Adverse Effects and 
Poisoning; Health Individuals. 
 
 
Figure 5 

High Spend Areas 

1. Problems due to 
Trauma and Injuries 

2. Adverse Effects and 
Poisoning 

3. Healthy Individuals 
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Across 55 outcome areas during 2009/10 County Durham PCT has: 20 outcomes better than 
SHA, Industrial Hinterland and England Average; 27 outcomes between worst and best of 
benchmarking averages; 8 outcomes worse than SHA, Industrial Hinterland and England 
Average. Three of the worse outcome areas are within the Endocrine, Nutritional and Metabolic 
programme area. 
 

Outcome Hotspot 

3 of the worst outcome 

area are in the 

programme area: 

 

Endocrine, Nutritional 

and Metabolic 

Problems 
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A more detailed programme level summary is given in figure 6 below:  

Figure 6 Programme Budget and Outcomes Summary 
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Appendix 4 – Commissioning Intentions and Work Programme 

 

The Delivery Plan was not in a format that recognised the locality way of working in DDES and is 

currently being re-written and will be available by Friday 20th April 2012. 

The Commissioning Intentions for DDES CCG is  shown below; 

 

 
 

 
 

 
 

DELIVER ‘DDES’ 2013 
 
 
 

Durham Dales, Easington and Sedgefield  
Clinical Commissioning Group  
Annual Delivery Plan 2012/13 
 
 
 
 

To Work together for excellent health for the local communities of 
Durham Dales, Easington and Sedgefield 

 
 
 
 
Version (1.1) 13 August 2012 
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Overview 
 
Deliver ‘DDES’ 2013 is the first Delivery Plan published by the Durham Dales Easington and 
Sedgefield Clinical Commissioning Group (DDES CCG). The purpose of the delivery plan is to 
articulate how DDES CCG will deliver the first year of its five year Clear and Credible Plan in 
order to deliver the overarching vision, which is “To Work together for excellent health for the 
local communities of Durham Dales, Easington and Sedgefield”. The vision is supported by five 
key strategic aims / programmes which are: 
 
1. To improve the health of the populations of Durham Dales, Easington and Sedgefield; 

2. To make sure that children and young people have a better start in life;   

3. To tackle the challenges of an ageing and growing population; 

4. To make services more accessible and responsive to the needs of our communities; 

5. To manage our resources effectively and responsibly; 

In 2012/13 we are challenged to simultaneously build a new commissioning organisation to 
deliver our strategic aims, whist at the same time maintaining a grip on delivery and financial 
performance. In order to achieve this we will be working together with member practices of the 
CCG, our patients, North East Commissioning Support, and the partner organisations that form 
part of the commissioning system for Durham Dales, Easington and Sedgefield.  
 
The annual delivery plan will outline how we will deliver our strategic aims, including QIPP and 
innovative commissioning schemes, maintain a grip on current delivery and ensure effective 
corporate governance and risk management to support progression to authorisation.  
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Objectives for 2012/13 
 
The first year of operating as a shadow CCG is a critical period of transition towards 
authorisation.  In this phase we intend to ensure that we have secured the resource required to 
ensure we are able to deliver against the full range of activities required by a commissioning 
organisation. 
 
1. Planning and Engagement 
 
2. Financial Management and the delivery of QIPP 
 
3. Provider Management and maintenance and the delivery of Quality in health services 

 
4. Programme delivery of our five key aims 
 
5. Risk management  

 
 

Planning  
 
The annual planning diagram (figure 1) sets out the high level annual planning cycle that DDES 
CCG follows.  The process demonstrates how as an organisation DDES CCG understands the 
importance of robust planning in the delivery of the five strategic aims to ultimately ensure better 
health for the people of Durham Dales, Easington and Sedgefield.  
 

The annual planning cycle is initiated with the five year clear and credible plan (CCP) and the 
Pan CCG Integrated strategic operational plan (ISOP). The CCP articulates the organisations 
clear direction of travel over the next five years, whereas the ISOP reflects the Pan CCG (North 
Durham CCG; Durham Dales Easington and Sedgefield CCG; Darlington CCG) priorities over 
the same period. 
 
The planning workstream that will operate during the 2012/13 financial year is split into two 
parallel domains: Pan CCG planning and  DDES  CCG planning. The Pan CCG planning 
process enables DDES CCG to work closely with our cluster partners in order to realise the 
benefits of working collaboratively on those visions, ideas and issues which are shared across 
our CCGs.  
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Figure 1: Annual Planning Cycle 
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Along with the medium term plan represented by the CCP and the ISOP, 
emergent knowledge and intelligence feature significantly in the annual 
planning cycle. This emergent knowledge not only provides the compounding 
rationale for the continued annual reflection of the CCP and ISOP but more 
importantly allows for important issues to feed into the planning process so 
that they can be addressed. Knowledge and intelligence that feature most 
significantly are the following: 
 
The Joint Strategic Needs Assessment (JSNA): The JSNA provides an 
overview of the current and future health and wellbeing needs of our 
population, DDES CCG sees itself as an important contributor towards the 
production of the JSNA as well as being an end user.  
Clinical Quality: Intelligence in relation to clinical quality and agreed standards 
of care from providers of health care.   
Local Information: Local information could come from a number of sources, 
including for example evaluations of pilots which could be shared across the 
Pan CCG group and/or partners. Other examples may come from various 
local networks that the CCG may engage with that fall outside the other 
categories of knowledge and intelligence listed above. 
Public Care & Patient Engagement (PCPE): Information from Patient, Carers 
and the community (including LINKs/local Health Watch) on what could be 
done to improve outcomes, involving them in the decision making process.  
H&WB Board: We share our vision and priorities with the Health and 
Wellbeing Board as well as seeking to understand and to act on our health 
partners priority areas. 
Provider Performance: Intelligence in relation to performance of health care 
providers.   
Contracting Pressures: Issues relating to provider contracts (including areas 
of over performance) 
Clinical Involvement: Information gathered from engagement (including 
advice) from healthcare professionals from secondary, community, mental 
health, learning disabilities and social care.  
AVPR: Annual Value population review provides benchmarking information on 
how investment and outcomes in DDES (represented by former PCT areas 
until CCG national benchmarking information becomes available) compare to 
other likewise CCG areas.  
 
Very significant issues can be dealt with outside the annual planning process, 
particularly where patient safety is concerned.   
 
The Clear and Credible plan will be refreshed to articulate any changes made 
and a new annual delivery plan produced to support the delivery of the 
commissioning projects along with any operational requirements.  
 



 

 

DDES Clinical Commissioning Group – Clear and Credible Plan 2012 – 2017   

  150 

 

 

Engagement 
 
Durham Dales, Easington and Sedgefield Clinical Commissioning Group 
(DDES CCG) recognises that effective communication and engagement drive 
transparency, accountability, reputation and ultimately better services and 
outcomes, and that success in improving outcomes and the quality of services 
locally is significantly dependent on the ability of the CCG to look outward and 
be inclusive of those served.  The CCG strives to be transparent and open 
about the decisions it makes, including a wide range of individuals, groups 
and communities in its work, so that the population feels involved in decision-
making. 
 
DDES CCG will analyse and act upon information from engagement activities 
to translate into priorities for improvement.  The main contact with the NHS for 
most patients are GPs and other CCG clinicians who  will engage with local 
communities to adopt improved services and help patients make informed 
decisions and choices about their own health.  The CCG will link patient 
feedback from practices to develop a comprehensive understanding of needs 
and experience of health services, and work with County Durham LINks / 
HealthWatch and other partners to gain feedback, help local people to shape 
services, and encourage them to use those services.  
 
The voice of each practice patient will be sought and acted on, and the views 
of individual patients will be reflected in shared decision-making and 
commissioning decisions.  DDES CCG recognises the importance of two-way 
accountability and ownership of change between the CCG and its member 
practices, and will develop decision-making processes and systems that are 
accountable, inclusive and effective.  The CCG will develop effective 
mechanisms to capture this insight to underpin decision-making and drive 
tangible improvements to local services.   
 
Current projects have already demonstrated a number of innovative changes 
to services to improve outcomes for patients.  These include Durham Dales 
Integrated Care Organisation Project (ICO) which sought to develop 
integrated ways of working over the whole range of care required and 
received by patients in the locality.  Sedgefield locality pathfinder project has 
established an enhanced primary care and integrated treatment unit and 
intermediate care bed provision within Sedgefield Community Hospital.  
Easington locality pathway created a safe localised pathway for people with 
breathing difficulties that offers them an alternative to admission to hospital.  
All projects established system wide collaborative working; including Local 
Authority, Acute Sector organisations, General Practitioners, independent 
providers and third sector organisations 
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Financial Management 
 
A comprehensive financial management process, incorporating flexible and 
timely reporting systems and robust governance arrangements is essential to 
enable the CCG to utilise its resources effectively and deliver key financial 
and operational duties. 
 
Management of the financial position to allow progress to be made against 
operational targets and strategic objectives within a finite available resource 
will be increasingly difficult in a challenging economic environment with 
significant efficiency savings required to be delivered through the QIPP 
agenda, and an organisation which is potentially exposed to increased 
financial risk due to its size. 
 
Strategic financial planning and modelling work will be vital in ensuring that 
the CCG is a financially viable organisation and that balanced budgets are 
agreed, working in partnership with other CCGs across County Durham and 
Darlington to agree risk sharing arrangements designed to mitigate exposure 
to significant fluctuations in the financial position. 
 
Timely reporting will allow appropriate review and management of 
performance against both financial and operational targets in line with 
delegated budgetary responsibilities throughout the CCG.  
 
Key Areas include: 
 

 Strategic financial planning including scenario and sensitivity analysis 

 Management and delivery of the QIPP programme 

 Budget setting 

 Internal and external financial reporting 

 Financial governance arrangements 

 Risk management 

 
DDES CGG has forged a close relationship with the North East 
Commissioning Support Service to ensure that necessary services have been 
secured to ensure that the organisation has in place the processes required.  
 
 

Quality, Innovation, Productivity and Prevention (QIPP) 
 
 
The QIPP financial efficiency targets for the four year period commencing 
2011/12 are shown below. Whilst the highest proportion will be delivered by 
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providers through technical measures, with support from us, DDES CCG plan 
to deliver allocative efficiencies (through service redesign, moving services 
into the community etc) as indicated in our five year Clear and Credible Plan. 
 

DDES CCG 

2011/12 

(£000s) 

2012/13 

(£000s) 

2013/14 

(£000s) 

2014/15 

(£000s) 

Total 

(£000s) 

Provider (technical) 

efficiencies 

16,671 

(delivered) 

17,887 17,075 17,446 69,079 

PCT/CCG 

(allocative) 

efficiencies 

8,679 

(delivered) 2,831 2,760 474 14,744 

Total QIPP Target 25,350 20,718 19,835 17,920 83,823 

 
Of the £2.831 million allocative efficiency target for 2012/13 we have already 
delivered £2.498 million through service changes in the contracting round. 
This includes the following:  
 
- Moving day case procedures to an outpatient setting at CDDFT 
- Integration of children’s services 
- Reductions in running costs 
- Prescribing efficiencies relating to drug patent expiries 
 
We have other schemes that are expected to deliver efficiencies for 
reinvestment in services such as long term conditions, shifting care closer to 
home and reducing the reliance on secondary care. We would plan to commit 
these resources once the efficiency savings are delivered. These schemes 
are arranged within the appendix A. The efficiencies are broadly categorised 
in themes and these along with the forested theme efficiencies with examples 
of some of the larger projects  set out below: 
 
Theme Scheme(s) Planned 

financial 
Efficiency 
£’000 

Planned Impact 

Transforming 
Planned Care 

Implement a number of 
planned care 
transformational pilots 
 
 
 

250 Improved patient 
experience and 
reducing unnecessary 
visits to secondary 
care by moving care 
closer to home  

Transforming 
Urgent Care 

Review of urgent care 
service model. 
 

120 Improved quality and 
more efficient service 
and integrated 
service. 

Transforming care Supporting long term 50 Improved quality 
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for patients with 
long term 
conditions and 
care for the elderly 

conditions and end of life 
care by commissioning a 
comprehensive home 
oxygen service. 
COPD pathway 
implementation. 
LTC and EOL/Review end 
of life and palliative care 
services. 
LTC and EOL/ Undertake 
a whole systems 
development of services. 

through better 
allocation of home 
oxygen support. 
 
Improved quality and 
outcomes for patients 
with long term 
conditions and end of 
like care. 
 
Appropriate use of 
secondary care. 

Transforming 
Mental Health and 
Learning 
Disabilities 

Alongside contracting 
efficiencies, delivery the 
dementia strategy, 
includes acute liaison 
service and care home 
liaison, prescribing  
Expand improving access 
to psychological therapies 
(talking therapies). 

1950 Improved quality 
through reductions in 
length of stay, 
antipsychotic 
prescribing. 
Reductions in 
readmissions. 
Reduction in falls and 
subsequent 
emergency 
admissions.  

 
In addition to the above schemes we plan to contribute to QIPP through 
various other approaches, including: management of demand and activity, 
medicines management and continuing healthcare monitoring. 
 
 

Provider Management 
 
To ensure that our providers are delivering safe and effective clinical services 
a number of processes and systems are necessary to monitor, plan, act or 
react in relation to key pieces of information. 
 
This activity takes place in a number of domains, including: 
 

1. Contract Management 
2. Performance management  
3. Clinical Quality 
4. Commissioning Finance 
5. Ways of Working 

 
DDES CCG has secured the necessary functions in order to deliver against 
these domains through developing a relationship with the north east 
commissioning support.  Assurance processes have been developed. 
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Quality 
 
The overall strategic aim is to improve the health and well-being of the 
population of Durham Dales, Easington and Sedgefield. Clinical quality is 
viewed as an integral part of achieving this, ensuring that our patients 
experience safe and effective care and that their experience is positive across 
primary, secondary and tertiary care.   
 
Our primary goals are to: 

 Immediately safeguard patients; 

 Ensure continued provision of services to the population; 

 Secure rapid improvements to the quality of care at the failing 
organisation; and 

 Foster a culture of safety across primary care 
 

In order that we ‘hit the ground running’ we will ensure that there is a robust 
system for handover that effectively captures and transfers organisational 
memory, and that the current systems and processes are adopted and 
adapted until our own clinical quality infrastructure matures.  This journey 
begins with the appointment of our Director of Quality and Primary Care 
Development Designate, the appointment of an interim lead nurse, and the 
appointment of locality quality leads, joint working with the cluster board nurse 
and medical director.  A key part of this process will be to make best use of 
the cluster quality legacy documents.  
 
 

Delivering our Programmes 
 
DDES CCG five key strategic programmes are: 
 
 
1. Planning and Engagement 
 
2. Financial Management and the delivery of QIPP 
 
3. Provider Management and maintenance and the delivery of Quality in 

health services 
 

4. Programme delivery of our five key aims 
 
5. Risk management  
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In order to effectively manage the delivery of these programmes, DDES CCG 
has chosen to adopt a programme and project approach using Asypre 
software. This approach enables DDES CCG to have live status reporting at 
any point of delivery and a structure of delivery that is agreed between the 
CCG and supporting staff within NECS. Appendix A details the projects that 
fall within the strategic programmes and their status. 
 
 

Risk Management 
 
The key risks are shown in our Corporate Risk Register. 
 
 

 

 



 

 

DDES Clinical Commissioning Group – Clear and Credible Plan 2012 – 2017     156 

 

 

 
 
 

Appendix A – Delivery 
Programmes 
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P1 To improve the health status of the people of DDES 

Code Name Description RAG Comments 

DP-CSU-
PH001 

Community 
weight 
management 
services Expand access to community weight management service Green 

07/08/2012: In delivery slimming on referral with 
Slimming World no additional information this month 

DP-CSU-
PH002 

Review and 
expand physical 
activity 
programmes 
across County 
Durham 

Primary age School meals project (level 1)- 
 
MEND ((M)ind, (E)xercise and (N)utrition…Do it!) project (level 2)-  Green 

07/08/2012: No additional funding was secured to 
expand physical activity programmes. Exercise Referral 
programmes are being reviewed. 

DP-CSU-
PH003 

Maternal 
Obesity brief 
intervention 
training for 
agencies to 
access 

Commission maternal obesity brief intervention training and resources for 
appropriate agencies across County Durham and Darlington e.g. Gp's, 
midwives, physical activity officers and health visiting staff Green 

07/08/2012: Small Scale Development work continues 
to progress in the pilot areas of Derwentside and 
Darlington 

DP-CSU-
PH004 

Physical 
Activity 
interventions 
for pregnant 

Commission physical activity interventions for pregnant and post natal 
women across County Durham and Darlington. Green 

07/08/2012: Small Scale Development work continues 
to progress in the pilot areas of Derwentside and 
Darlington 
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and post natal 
women 

DP-CSU-
PH005 

Stop Smoking 
12 week 
quitters pilot 

To carry out a pilot six month scheme to measure longer-term outcome quit 
rates from a number of individuals in County Durham and Darlington 
accessing stop smoking support.  Green 

03/08/2012: The first data for this project will be 
available at the end of quarter one April-June 2012, of 
which data will be extracted Sept 2012 when submitted 
to Dept. of Health returns. 

DP-CSU-
PH006 

Re-
commissioning 
the health 
checks 
programme 

Develop service to cover  the following: 
1. Invitation for a NHS Health check to eligible patients 
2. Cardiovascular risk assessment 
3. Communication Green 

25/06/2012: A meeting to discuss IM&T implications 
around the health checks programme was held with 
system supplies and colleagues from CDDFT. The group 
agreed a way forward with regard to the data storage 
and initial flows; staff at the FT will manage the IM&T 
element of the overall project with support from PCT 
staff. A mini business case will be prepared fro the 
2012/13 commissioning intentions submissions 
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DP-CSU-
PH007 

Deliver asset 
based health 
improvement 
approaches 

Use social models to underpin medical interventions to ensure best outcome 
Identify examples of effective initiatives for coproduction of health and 
examples of good practice to inform local commissioning of services  
Develop a coproduction model recognising patients as assets and building 
on their capabilities to engage on Health Develop peer support networks for 
health champions Green 

07/08/2012: Work is on-going to develop an 
infrastructure to support the work including a model 
for activity to facilitate a whole system approach. Thus 
far Durham University researchers have been 
contracted to support an evaluation framework and 
the development of KPIs 
 
Several training programmes have been developed 
 
An organisational audit has been commissioned as part 
of an asset mapping approach for the JSNA 
 
4 community development projects have been 
commissioned to support the spread of the approach  
 
1 large conference has been delivered and another has 
been planned for October 
 
Work is on-going with Durham University to support 
the inclusion/implementation of Co-production as part 
of the approach  
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DP-CSU-
PH008 

Develop 
programmes to 
support 
veterans health 

Shadow Clinical Commissioning Groups will receive an update report in April 
in relation to the Health and well-being of the armed forces, veterans and 
their families.  
The outcome being to raise SCCG awareness about key issues and ask them 
to consider their future role and function, including the importance of 
training staff in veterans awareness and sign posting / referral to other 
services. Green 

06/08/2012: Veterans section on track no significant 
changes 

DP-CSU-
PH009 

Breastfeeding 
Initiatives 

To increase breastfeeding rates, particularly in areas of poverty in line with 
national targets focusing especially on women from disadvantaged groups. 
•To ensure that women and their partners receive clear evidence based 
information •To facilitate breastfeeding becoming culturally accepted  
•To ensure that all paid and volunteer workers who have contact with 
breastfeeding women have the necessary training and skills •To lead on the 
UNICEF accreditation process 
•To contribute to the consistency of practice  
•To ensure that the collection of data for breastfeeding is robust and timely. 
•Raise aspirations of mothers for themselves and their children  Green 

06/08/2012: NCT have commenced delivery in east 
Durham and will roll out service across CD&D this year. 
Spec awarded to CDDFT December 2011 to commence 
delivery August 2012. 
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P2 To make sure that children and young people get a better start in life 

Code Name Description RAG Comments 

DP-CSU-
CHILD001 

To support the 
implementation 
of 'a call to 
action' health 
visitor 
expansion and 
family nurse 
partnership 
expansion 
programme 

The expansion of health visiting is a national requirement and County Durham and 
Darlington has been selected as one of 20 early implementer sites.  The 
implementation will follow national guidance and will be rigorously monitored 
both regionally and nationally.  It will build upon the firm foundations of 
integration both in County Durham and Darlington, supporting early intervention 
and prevention activity in line with the Healthy Child Programme (HCP). Green 

22/06/2012: There is a Health Visitor Expansion 
Implementation Group in place taking forward 
this work with a detailed Action Plan. The family 
nurse partnership has been expanded with 
additional nurses appointed 

DP-CSU-
CHILD002 

Implement the 
national autism 
plan for 
children 

To lead the review, reconfiguration and the implementation of the National Autism 
Plan for Children (NAP-C) across CDD. 
-Review current state in line with the NAP-C and new NICE to ensure a consistent 
approach across CDD 
-To implement change from the identified gaps and development needs 
-Implement the pathway 
-Commission interventions 
-Restructure workforce across partner providers Green 

22/06/2012: An ASD Strategy Steering Group is 
now in place with agreed ToR. The waiting list 
initiative is being commissioned and dedicated 
psychology and administration time has been 
made available in addition to time limited 
psychiatry for the waiting list initiative. The ASD 
coordinator posts have been commissioned and 
are both in post. There is also dedicated post for 
SALT to within CAMHS and backfill arrangements 
within CDDFT.  
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DP-CSU-
CHILD005 

Poorly Child 
Pathway: 
Reducing 
paediatric A&E 
attendance and 
emergency 
admissions 

Across County Durham and Darlington there are considerable number of 
admissions to both A&E Departments and local Paediatric wards. National 
evidence suggests that around 83% of A&E admissions for children are for self-
limiting conditions Green 

06/08/2012: Training on the assessment of 
poorly children taken place in July further session 
scheduled for 30/31st August. A common 
childhood illness booklet and text service went 
live on the 1st August for 6 months. A meeting is 
taking place in September to discuss the piloting 
of a paediatric observation area at DMH 

DP-CSU-
CHILD006 

Review 
Children's 
Community 
nursing service   Amber 

22/06/2012: Children’s nursing service – This 
review is on-going and a group meet monthly to 
progress. Terms of Reference have been agreed 
with CDDFT. Work with North Tees and 
Hartlepool FT and Sunderland Hospital has 
commenced to understand the paediatric 
element of their block contract for Children 
residing in Easington. • Services for children with 
disabilities –Specialist Health Visitors role has 
changed into Children’s Continuing Care 
Assessors and they are now integrated with 
Children’s Social Work Disability Team. There are 
3 teams (North Durham, south Durham and 
Darlington) The staff are fully integrated in North 
Durham and Darlington but not in South Durham 
as premises are being sought, however the team 
are virtually integrated.  

DP-CSU-
CHILD007 

Review children 
and young 
people's   Amber 

22/06/2012: No current update due to staff 
sickness 
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therapy service 

DP-CSU-
CHILD008 

Maternity 
Services   Amber 

22/06/2012: No current update due to staff 
sickness 

DP-CSU-
MH002 

Improve equity 
of Autism 
assessment and 
diagnosis 

Ensure a clear and consistent pathway is in place across County Durham and 
Darlington for diagnosis of autism.  
A pilot service has been operational in Durham and Darlington clients have spot 
purchased from the Durham service do not have full coverage.  The Durham pilot is 
now at a stage where it can be mainstreamed, not mainstreaming the pilot would 
go against the positive outcomes of the pilot and would leave the CCG non-
compliant against the national autism requirements.   
Mainstream autism assessment and diagnosis pathways, introducing  a workforce 
development element to the service ensuring that individuals with autism can have 
their needs met throughout mainstream services.  Amber 

07/08/2012: work on-going on the delivery plan. 
Specification to be agreed. 

DP-DDES-
ETON008 

Children's 
Respiratory 
Service     

11/06/2012: Following initial scoping, paediatric 
respiratory nurse scheme may not be viable. 
Further work required to explore options to 
promote quality - scope to review via Time Out 
session in Spet-12. 
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P3 To address the needs of the changing age profile of the population of DDES 

Code Name Description RAG Comments 

DP-CSU-
LTC001 

Commission a 
comprehensive 
home oxygen 
assessment service 

The aim is to commission a comprehensive Home Oxygen Assessment Service for 
people registered with GPs in County Durham and Darlington.  This is expected to 
be a dedicated team to undertake initial assessments and reviews of people 
prescribed oxygen.  There are ~1600 patients who are prescribed oxygen, most of 
whom require an assessment with regard to their oxygen usage. 
By commissioning clinical assessment and follow up service, the PCT can influence 
a reduction in: 
• Inappropriate prescribing or over-prescribing of oxygen therapy 
• Inappropriate hospital admissions (including hospital admissions) 
• Bed days 
• Ambulance call outs 
• Re-admission rates 
• GP visits 
• Clinical risk 
• Service related costs Green 

07/08/2012: Progress is being made 
satisfactorily in the lead up to the go live 
date in October. 
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DP-CSU-
LTC003 

Review Intermediate 
Care Services 

The current services have been built up over a considerable period of time using 
different funding streams across previous PCTs in County Durham and Darlington 
that have not been addressed during the merger of PCTs in 2006.  A review led by 
health and social care commissioners is necessary to ensure equity of delivery in 
the future. 
A review needs to build on the following areas of activity identified in the value 
stream mapping: 
 
- Referral and Triage; 
 - Assessment and Provision 
- Review and Discharge Amber 

07/08/2012: County Durham's Intermediate 
care Strategy Group that is responsible for 
the joint Intermediate care strategy will 
become a sub-group of the Care Closer to 
home group. This ensures developments in 
intermediate care are tied into other service 
developments across these areas. 

DP-CSU-
LTC004 

Undertake a whole 
systems 
development of 
services to delivery 
LTC support 

PDQO steering group has identified the need to review the care of vulnerable 
older people through a care closer to home group. 
This has been tasked with developing a costed model to be commissioned across 
NHS/social care/third sector providers. 
 
Link to CQUIN 12/13 Amber 

07/08/2012: Support has been received 
from both County Durham's CCGs to 
maintain the Care Closer to Home Group as 
a the forum for discussing these joint 
strategic commissioning priorities. 

DP-CSU-
LTC006 

Establish a gold 
standard framework 
for locality registers 
for patients who are 
in their last year of 
life due to their Combined within EOL and palliative care review   

07/08/2012: The End of Life Strategy Group 
will become a sub-group of the care closer 
to home group ensuring that developments 
in this area are tied to the other care closer 
to home priorities. 
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illness or diagnosis 

DP-CSU-
MH001 

Align Mental Health 
staff to general 
practice 

There are issues with identifying the most appropriate referral route and access 
point for individuals with a mental health problem. This has resulted in individuals 
being referred to multiple services and can lead to individuals being 
screened/assessed and then further onward referrals being made,  delaying access 
to treatment.   
This initiative aims to address this through the alignment of mental health 
specialists to GP practices.  This would enable practice based expertise to be 
available to support the identification of the most appropriate service and the 
most timely access route for treatment.    Green 

07/08/2012: TEWV have met the timescales 
within the project plan and the access 
service has gone live in all localities. Project 
on target. 
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DP-CSU-
MH003 

Deliver the 
Dementia Strategy 

The operating framework 2012/13 makes explicit the requirement to focus on 
dementia care . “No Health Without Mental health” makes clear the requirement 
to address the interface between physical and mental health. 
The programme has two separate but aligned models of working with associated 
costs and KPI’s, a care home liaison proposal project and an acute care liaison 
project.  
Care Home Liaison Service Proposal: The model would offer short term assessment 
and interventions for acute inpatients.  
Acute Care Liaison Service Proposal: Agree and establish core data and baselines 
required for project outcomes  /engagement with acute trust and key stakeholders 
re project/recruit project Management/Project Manager to develop 
implementation plan – QIS principles to underpin each stage of implementation 
/complete workforce development plan 
 
Link to national and local CQUIN Green 

07/08/2012: Meetings have been agreed. 
Work on-going. 
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DP-CSU-
MH004 

Expansion of 
Improving Access to 
Psychological 
Therapies (IAPT) 
Service 

Expand existing service model for older people and veterans with new ways of 
working explored to reach those groups. New roles specified include Employment 
Support workers. 
A new element  to the service model includes a new element of collaborative 
working to support the LTC pilot. This work will require  a small additional resource 
post pilot phase to continue training and supervision for non IAPT staff. The model 
for provision of Talking Therapies for those people with SMI is still unclear 
nationally and it proposed that CDD does some preparatory research to augment 
this part of the service model. Implications for the PCT is that  a small additional 
investment to meet requirements is required. 
Qipp implications. it is likely that cost savings can be achieved via the LTC 
collaborative working across the wider health care system through better 
condition management and a reduction in admissions. There is some evidence 
base to suggest the Employment Support Workers will at least be cost neutral due 
to savings elsewhere in the system. Green 

07/08/2012: The proposal has been 
completed and is waiting for the funding 
application process to start within the PCT. 
Position remains same as July update 
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DP-CSU-
MH005 

Conduct a review of 
out of area 
placement/individual 
rehabilitation 
placements 

Conduct a review of out of area placements/individual packages of care to ensure 
that they are safe, high quality and meet the needs of individuals.  Wherever 
possible individuals should be offered care and support close to home and should 
only be receiving this in a hospital environment when this is absolutely necessary.  
In order to ensure that provision is available in future commissioning of 
placements this proposal is to use the evidence of needs from patient reviews to 
re-commission alternative models of care in local settings. Red 

07/08/2012: Due to the demand of the 
117's the nurse assessor has not been able 
to fulfil the agreed project timescales. I am 
currently agreeing an action plan with the 
CCG's to address these issues. 
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DP-CSU-
MH-006 

People with a 
Learning Disability 
Self Assessment 
Framework (SAF) Develop & deliver action plan for 2011 SAF Amber 

25/06/2012: Results of the Self-Assessment 
Framework collated in 11.12 were received 
in June from the SHA. The process has now 
re-started with alignment of deadlines 
being collated nationally. Joint working 
groups have been established with all 
relevant partner organisations. 

DP-CSU-
PC003 

Post Discharge 
Support (Re-
ablement) 

This work is in line with the Operating Framework. Funding will be allocated to 
commissioning intentions which meet the three post discharge support criteria, 
and GP led year of care tariffs which pilot personalised commissioning.   Amber 

28/06/2012: The project is progressing but 
there is uncertainty over who should be 
leading on this area. Issues have been raised 
to pat Taylor for consideration 

DP-CSU-
PC006 

Prevention and 
treatment of 
respiratory 
conditions  Review pulmonary rehabilitation against new DoH post discharge tariff guidance Green 

05/08/2010: DoH publish commissioning 
toolkit for pulmonary rehab 



 

 

DDES Clinical Commissioning Group – Clear and Credible Plan 2012 – 2017     171 

 

DP-CSU-
PC007 

Reduction of 30 re-
admissions: the 
implementation of 
transitional care 
packages 

To reduce of 30 day re-admissions through the implementation of transitional care 
packages Green 

22/06/2012: The delivery aspect of this 
work is now completed. the FT will evaluate 
the outcomes of the work within their 
RIACT programme 

DP-DDES-
DALES001 

Dales Primary Care 
Counselling and 
Psychosexual 
Counselling 

Undertake a holistic review of counselling services, extend to meet locality 
demand and expand to include psychosexual counselling integrating with existing 
contract Green 

07/08/2012: Spec developed for 
psychosexual counselling and also trainee 
counsellors to bring down waiting lists, spec 
out to technical experts - agreed by CW plan 
to go live 20 the August via Clair White 

DP-DDES-
DALES002 

Dales Dementia (inc. 
antipsychotic 
prescribing) 

Support with dementia screening and the effective use of anti psychotic 
prescribing Amber 

02/08/2012: VR met with pharmacist from 
TEWV to start and map out patient pathway 
for review of antipsychotic medication. 
 
This has been sent to pharmacist and Dr 
Ward for review/agreement. VR requested 
to meet with Dr Ward to discuss how to 
cascade to practices/baseline 
requirements/monitoring requirements and 
agreement of monitoring points within 
pathway. 

DP-DDES-
DALES003 

Dales Step up/Down 
beds 

Pilot of the spot purchase (payment as used) of intermediate care beds for elderly 
patients requiring short stay admission / support who can be managed by their 
own GP within a intermediate care environment and receive 24 hour nursing care 
(not medical). Roll out will be across DDES Amber 

31/07/2012: CW/VR met with Dr Bolton to 
start and scope project out. CW to pull 
together a project brief for Dr Bolton to 
comment on. CW requested data to support 
project 
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DP-DDES-
DALES005 

Dales Community 
Diabetes Service 

Pilot an integrated consultant led community diabetic service to provide a 
comprehensive range of services to support both practices and diabetic patients; 
redirecting uncomplicated diabetic patients from secondary care to a community 
service closer to home. Green 

07/08/2012: Identify issues around data 
gathering and collection. Held a full meeting 
with providers consultants and DSN and 
agreed that they would work backwards 
input data from start date. A lot of activity 
has taken place however due to coding 
issues and practice system not recorded. 
Set a deadline of 31st August 2012 CW 

DP-DDES-
DALES010 

Dales Nursing 
Homes/Extension of 
DDP  

Expand the current Durham Dales Practice to cover more nursing homes within 
the Dales.   Amber 

10/07/2012: Project least priority and not 
yet started - this is due to that not all 
practices would be involved and not all have 
a nursing home within their boundary. 
Concentrating on higher priorities and QOF 
pathways.  

DP-DDES-
ETON001 

Dementia care - 
reablement 

Scheme providing re-ablement workers to support people with dementia, 
promoting independent living; also to provide timely support post-hospital 
discharge to reduce risk of re-admission and avoid need for inappropriate 
admissions to long-term care Red 

09/08/2012: Business case re-submitted to 
clinical lead. Further questions raised. 
Proposal forwarded to Kate Harrington for 
input. 

DP-DDES-
ETON003 

Easington 
Community Diabetes 
Service 

Pilot an  integrated community diabetic service to provide a comprehensive range 
of services to support diabetic patients; redirecting uncomplicated diabetic 
patients from secondary care to an intermediary service closer to home Green 

09/08/2012: Service specification reviewed 
by Carol Hardy; projected activity to be 
reviewed - business analyst engaged. 
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DP-DDES-
ETON004 

Easington Diabetes 
Case Note Review 

Pilot scheme - consultant review of case notes of any “grey area” type II diabetic 
patients who are not responding to treatment in primary care;  case-based 
education for GP and community teams along with advice on management of 
individual patient; Consultant /DNS OP clinics in the community Green 

09/08/2012: Service specification signed off 
by clinical lead. Commercial Officer liaising 
with provider re contract. 

DP-DDES-
ETON015 

Non-wound 
healing/leg ulcer 
management Re-commencement of community leg ulcer clinic  Amber 

09/08/2012: Leg ucler clinic due to 
recommence on 19-Jul-12; estates seeking 
reassurance re occupancy arrangements at 
Peterlee Health Centre. 

DP-DDES-
SEDG002 Insulin Initiation 

Project being scoped and researched.  
 
CI priority 12 Amber 

13/07/2012: Project continues to be scoped 
alongside Community Based Consultant Led 
Primary Care clinic. Business Case detail to 
be prepared. 

DP-DDES-
SEDG003 

Sedgefield 
Community Diabetes 

Project being scoped and researched— 
 
CI priority 7 Amber 

13/07/2012: Project continues to be 
scoped. Business Case being developed. 
Transformation fund access form signed off. 
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DP-DDES-
SEDG004 

Diabetic Foot care 
Review 

County Durham and Darlington PCT conducted a Health Needs Assessment (HNA) 
in 2007, revealing diabetic foot care to be a problem within the region. In 
Southern localities, such as Sedgefield and Darlington, people with diabetes make 
up approximately 23% of the podiatry service case load, with both major and 
minor amputations being higher than the national average in all but one of the 
localities. The project will reach those patients who are not receiving a foot 
review--those with learning difficulties, transport difficulties/those who are 
housebound, and those who simply do not understand how important the foot 
care review is and hence do not attend.  
HCA within practices will be up skilled and equipment provided to allow them to 
reach those patients who are not receiving a DFCR. The project will reach those 
patients who are not receiving a foot review--those with learning difficulties, 
transport difficulties/those who are housebound, and those who simply do not 
understand how important the foot care review is and hence do not attend.  
HCA within practices will be up skilled and equipment provided to allow them to 
reach those patients who are not receiving a DFCR. Green 

02/07/2012: Practices engaged in 
competency training, upon completion of 
reviews practice contract will be issued. 
Equipment available. Ready to go live. 

DP-DDES-
SEDG008 

 Enhanced Primary 
Care Unit 

Enhanced Primary Care Assessment and Treatment Unit based at Sedgefield 
Community Hospital  
6 MONTH PILOT.  (Note phased start of project effectively extends project by 2 
months to 8 months.) Amber 

13/07/2012: Go Live Date agreed with Ft of 
1st August.  
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DP-DDES-
W001 

Primary Care 
Counselling and 
Psychology 

Undertake a holistic review of counselling, psychology and community psychiatric 
nursing, integrating with existing and expanding IAPT service, to enable support 
through GP surgeries to people with emotional and common mental health 
difficulties including depression.   

09/08/2012: Project manager to be 
confirmed - ?? Dean Cuthbert leading on 
project on behalf of locality. 

DP-DDES-
W002 

Counselling 
enhancement of 
service 

Enhance d Counselling:  
Trainee scheme; self help leaflets; increased access for young couples, young 
people and veterans. 
Extension of counselling services: Bereavement support; anger management; 16-
18 support and drop in facilities Green 

13/07/2012: Contract signed by Pat Taylor 
for Enhanced Counselling and Extended 
Counselling Services. await info from 
Provider ref go live date. Self Help leaflets 
and DVDs now being produced. 

DP-DDES-
W003 

Sedgefield Social 
Prescribing 

CI priority 1 
Approval received from Sedgefield exec to progress. Bids requested from all 
current & new providers for social prescribing initiatives. 29 bids received. 
14 of these (variety of subjects and localities within Sedgefield) have been 
approved for further review. Amber 

13/07/2012: Await decision ref Durham 
University evaluation. 12 of 14 providers 
have been interviewed along with the 
Management organisation, (EDT.) Meet 
with MH lead to agree progress w/c 
16/7/12. 

DP-DDES-
W007 Telehealth  

Joint project with Durham Council and CDDFT to evaluate how  technology can 
help people with LTCs manage their own health while maintaining their 
independence Green 

11/06/2012: S256 agreement. Contract 
issued to provider for telehealth equipment 
provision; pathways and supporting 
documentation agreed; community matrons 
starting to identify patients suitable for 
scheme; equipment installation to 
commence on three existing users 11-Jun-
12, followed by new referrals w/c 18-Jun-
12; contract awarded to Hull University for 
independent evaluation. 
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DP-DDES-
W008 

Chronic Obstructive 
Pulmonary Disease 

To improve the quality of life of COPD patients through a review of the current 
provision of pulmonary exercise, to improve access and quality of services for 
patients     

PTF-EAS-
002 

COPD Prevention 
and early detection    Green 

11/06/2012: Evaluation of screening with 
hand held spirometers as part of the 
Easington 2011/12 engagement scheme 
undertaken. Will continue in 2012/13 
scheme. 

SUB-
PROJ-006 

Dales Community 
Pulmonary Exercise 
Programme 

To improve the health and wellbeing of patients who access pulmonary 
rehabilitation exercise classes in a community setting Green 

31/07/2012: Course being arranged to start 
in September. Venue/dates/times currently 
being confirmed, VR to liaise with demand 
management to ensure any change in venue 
is reflected in appropriate contract 
variation. 
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DP-DDES-
W001 

Primary Care Counselling 
and Psychology 

Undertake a holistic review of counselling, psychology and community 
psychiatric nursing, integrating with existing and expanding IAPT service, to 
enable support through GP surgeries to people with emotional and common 
mental health difficulties including depression.    

09/08/2012: Project manager to be 
confirmed - ?? Dean Cuthbert leading 
on project on behalf of locality. 

DP-DDES-
W002 

Counselling enhancement of 
service 

Enhance d Counselling:  
Trainee scheme; self help leaflets; increased access for young couples, young 
people and veterans. 
Extension of counselling services: Bereavement support; anger management; 
16-18 support and drop in facilities Green 

13/07/2012: Contract signed by Pat 
Taylor for Enhanced Counselling and 
Extended Counselling Services. await 
info from Provider ref go live date. Self 
Help leaflets and DVDs now being 
produced. 

DP-DDES-
W003 Sedgefield Social Prescribing 

CI priority 1 
Approval received from Sedgefield exec to progress. Bids requested from all 
current & new providers for social prescribing initiatives. 29 bids received. 
14 of these (variety of subjects and localities within Sedgefield) have been 
approved for further review. Amber 

13/07/2012: Await decision ref Durham 
University evaluation. 12 of 14 providers 
have been interviewed along with the 
Management organisation, (EDT.) Meet 
with MH lead to agree progress w/c 
16/7/12. 
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P4 To take services closer to home for the people of DDES 

Code Name Description RAG Comments 

DP-CSU-LTC002 

Review End of Life 
and Palliative care 
services 

Aim to review current end of life provision across NHS and third sector 
providers. Amber 

07/08/2012: The End of Life Strategy 
Group will become a sub-group of the 
care closer to home group ensuring that 
developments in this area are tied to 
the other care closer to home priorities. 

DP-CSU-LTC009 
Develop Carer’s 
Strategy  Amber 

22/06/2012: the new strategy will build 
upon previous documents and in 
Durham will tie into the merger of the 
carers Centres to become one 
organisation. 

DP-CSU-PC001 
AQP Policy 
Implementation Implementation of DH AQP policy within prescribed timescales. Green 

06/08/2012: Both AQP sub projects 
currently progressing well 

DP-CSU-PC001.1 AQP Adult Hearing   Green 

06/08/2012: Providers evaluated and 
consensus meeting taken place. Service 
on track for implementation within 
timescales. 

DP-CSU-PC001.2 AQP Podiatry   Green 

06/08/2012: Advert closed and 
evaluations underway. Consensus 
meeting to approve providers 14th 
August 2012. Service on track for 
implementation within DH timescales. 
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DP-CSU-PC004  
Consultant to 
consultant referrals Agree protocols with providers. Amending pathways as required.  Amber 

06/08/2012: Negotiations with FT are 
making progress and looking at those 
pathways that should be excluded  

DP-CSU-SEH-001 
Seaham Service 
Development Project 

This project is to ensure that the new Seaham Primary Care Centre has a 
portfolio of services in place when the centre opens. It will ensure that all the 
commissioning requirements are in place. The project has two main stages: 
the first is to put in place the services that have been planned over the last 
two years; the second is to market the facility more widely and to achieve an 
optimum level of utilisation that meets the needs of North Easington patients.  Green 

08/06/2012: MP - contract variation is 
most appropriate method for 
identifiable estate costs due to 
implementation of the service change. 
There was concerns that during the PCT 
restructure, the knowledge of variance 
might be a concern for the services in 
the Seaham Centre and put them at risk. 

DP-CSU-UC001 

Urgent care 111 – 
Fully commission 
111 Single point of 
access Support the regional roll out of the 111 service Green 

07/08/2012: County Durham and 
Darlington pilot live service to move to 
new DH specification by October 2012. 
Delay to implementation of overall 
contract for SoTW and CDD as per NE 
regional specification to 11 December 
2012. All programme plans have been 
adjusted accordingly and risk log 
revised. Issue of transition has been 
highlighted to NECS for future 
management and implementation of 
service. Proposals for solution being 
developed by programme team 
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DP-CSU-UC002 
Urgent Care Co-
location 

The proposed service is to operate a 24/7 service at the Durham Urgent Care 
Centre, based at University Hospital of North Durham (UHND).  This service is 
to be collocated and integrated within the emergency department (ED) at 
UHND.  Similar arrangements will be implemented for the Urgent Care Centre 
in Darlington, currently at Dr Piper House operating 24/7, and the ED at 
Darlington Memorial Hospital (DMH). Red 

07/08/2012: Business case received late 
from CDDFT. Further comments have 
been fed back to CDDFT for amendment 
to business case. Response required 
from CDDFT by 10 August 2012. CCGs 
need to determine the actual service 
provision and staffing model they 
require in integrated and stand alone 
centres. Risks around expectation from 
CDDFT that the PCT will contribute 
towards capital costs and funding model 
to be agreed 

DP-CSU-UC003 

Patient 
Transportation and 
Transfer Services 

NHS County Durham and Darlington are responsible for the provision of 
patient transport services (PTS) and other transport for eligible patients.  
Currently the majority of PTS services are provided through the contract with 
NEASFT although there are a number of journeys that fall outside the scope of 
this contract (ECR journeys) which are chargeable at additional cost. 
In order to provide an appropriate safe service to patients, whilst reducing 
costs, NHS CDD have a range of alternative providers that are used for the 
ECR journeys. These arrangements are, in the main, historic with no formal 
contracts or agreements in place. This project intends to develop service 
specifications and procure a range of transport providers for the services 
described above. The services would be provided on a call-off basis for 
ECR/ad-hoc journeys. Discharge vehicles would be contracted, payment 
mechanism to be agreed. Green 

03/08/2012: Meeting held with NEPS 
and PIN notice drafted. PIN due to be 
issued 13 August 2012, ITT 3 
September. Following evaluation of 
tenders report to be submitted to CCGs 
(October) and CME (November) for 
approval prior to issue of standstill 
notice and contract award early 
November. 
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DP-CSU-UC004 

Re-commission 
Durham and 
Darlington Urgent 
Care Transport 
services for one year 
pending a review 

The service provides transport for patients who require urgent care services 
but would otherwise be unable to access these services.  In addition it 
supports discharges from emergency departments, transport to and from 
nursing and care homes, delivery of medicines and transport of notes, 
specimens etc. and the service also provides the transport for urgent care 
centre clinicians to conduct home visits 
 
The service was initially contracted for a period of three years in 2009.  It is 
proposed to extend the contract for a further  year to continue this provision 
pending a review of the service Green 

07/08/2012: Initial meeting held with 
current provider to review activity and 
specification. Draft specification to be 
developed and cascaded for comment 
by 10 August 2012. Need to determine 
whether regional approach to service 
provision is applicable. 

DP-CSU-UC005 
Community 
Intravenous Therapy 

Delivery of IV therapy at home to improve the patient experience and 
outcome, reduce length of stay, support early discharge, avoid unnecessary 
admission to hospital and improve outcomes including reduced risk of 
healthcare acquired infections 
 
The service will provide IV therapy for patients, who would currently require 
admission for inpatient care, at their home or local clinic.  The service will be 
provided seven days per week and be responsive to patient’s needs 
 
Link to community CQUIN Green 

07/08/2012: Pathways under 
development for bronchiectasis and 
cellulitis. Phased project plan has been 
developed with initial delivery using 
District Nursing teams. Further 
pathways to be developed. Next 
meeting early September  
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DP-CSU-UC006 
Deep Vein 
Thrombosis 

To fully and effectively communicate, implement and monitor the DVT 
pathway . Green 

07/08/2012: Darlington pilot with new 
drug has commenced for Darlington 
practices only. Meeting arranged for 
September to review impact and agree 
timescales for roll out across County 
Durham and Darlington if successful. 

DP-
DDES_DALES011.4 

Dales MSK Physio - 
Gainford Surgery 

to provide community physio service in primary care for the patients of 
gainford surgery - agreed funding to 31st March 2013 Green 

11/07/2012: in delivery, monitoring 
patient data and supporting practice 

DP-DDES-
DALES006 

Dales MSK /Tier 2 
and CTS 

Review of physiotherapy provision. 
To provide patient centered care with improved access and care closer to 
home by providing community physio in general practice. 
To reduce the number of patients needing to be seen in secondary care 
To reduce current waiting times for our in-house physiotherapy 
to provide an equitable tier 2 provision in the locality. To ensure all practices 
have at least one training GP that can administer joint injections in line with 
the new CTS pathway. Green 

20/06/2012: MSK review on going 
working with Rowena Howard PCT. 
 
Gainford received community contract 
so far to provide a practice service. 
Other practices will request funding by 
end of the year when the contracts start 
to reach capacity. 
 
Planning is taking place to look at 
providing more community contracts 
fro 2013/14 when more robust evidence 
has been collected. 

DP-DDES-
DALES007 

Dales Consultant Led 
Pain Clinic 

Establishment of Consultant led out-patient pain clinics in 2 different GP 
Practices across the North of the County.( Weardale Practice, and North 
house Surgery in Crook) Red 

07/08/2012: Satinder Sanghera chasing 
PCT and FT re training cost issues 
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DP-DDES-
DALES008 

Dales Community 
Menorrhagia Service 
(Dales) 

To provide a community service for women to fit levonorgestrel-releasing 
intrauterine system (LNG-IUS) to patients who have been diagnosed with 
menorrhagia and require the fitting as treatment.  Red 

11/07/2012: to date project not started 
- priority low! 

DP-DDES-
DALES009 

Dales Ring Pessary fit 
and Change service 
in Primary Care  

To provide a vaginal ring pessary fit and change service within GP practices to 
the registered female population of Durham Dales Red 

07/08/2012: Satinder Sanghera / 
Stewart Findlay writing to Rob Woods 
from FT to understand issues re fitting 
in PCT. Training dates and support still 
outstanding with FT 

DP-DDES-
DALES011.1 

Dales Practice based 
health trainer 

To trial the provision of a health trainer in practice to assist patients in self 
managing their health and improve the self management of their long term 
disease Green 

31/07/2012: Project ready to go, 
awaiting confirmation from CDDFT via 
Kaeti Seth that they can proceed from 
their side. 

DP-DDES-
DALES012 

AF (Detection of 
Atrial Fibrillation)   Amber 

31/07/2012: Draft pathway with Dr 
Waller for comments. 
 
Data extraction - in process of agreeing 
with Data Management Team. 

DP-DDES-
DALES013 Dales Palliative care  

To roll out and implement the end of life template from the North of England 
Cancer Network 
Lead GP - Dr Gillian Ford Amber 

31/07/2012: Meetings arranged with 
systems partners, NEAS and 111 re 
moving this pathway forward. Meetings 
to be arranged with UCC OOH. 

DP-DDES-
DALES014 

Dales QOF - A&E / 
UC pathways Will be decided from data provided to practices - ideas falls, Peads (Triage) Amber 

31/07/2012: QP12 completed by 
practices 
 
QP13 started within July's clinical group 
meeting and to be finalised in August's 
clinical group meeting 
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DP-DDES-
DALES015 

Dales NEAS 
Partnership Working 

Identify high users of NEAS services, equip with mobile phones & provide 
education & training to better utilise NEAS resource Amber 

11/07/2012: CW/VR joined Phil Kyle 
(NEAS) at a meeting with the Durham 
Dales care & residential homes. 
 
All homes were keen to be involved 
with the mobile phones/training to be 
supplied by NEAS. 
 
We will continue to support as 
commissioners to see how the work 
develops and if it can tap into any of the 
other work we are hoping to carry out 
with care & residential homes. 

DP-DDES-
ETON002 

Re-invest horizon 
day centre funding in 
support for East 
Durham service 
users     

10/07/2012: Mental Health Commercial 
Team leading on this imitative. 

DP-DDES-
ETON005 

Easington 
Community 
Arrhythmia Service  

Pilot a PwSI-led community palpitations service, offering clinical assessment, 
ECG, 24-hour tape with interpretation of results and advise/management of 
arrhythmia; pilot will evaluate reduction in cardiology out-patient referrals as 
well as patient quality measures Green 

09/08/2012: Service LIVE, taking 
referrals from practices. 

DP-DDES-
ETON006 

Heart Failure 
Diagnostics 

Review/mainstream of pro-BNP heart failure pathway, thereby reducing 
demand for echocardiogram and promoting appropriateness of referrals to 
secondary care heart failure clinic Green 

09/08/2012: Work progressing re 
projected BNP activity; discussed with 
Paul Turner re CHS path lab contract 
variation. 

DP-DDES- Palliative Care     09/08/2012: Initiative will be monitored 
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ETON007 Integrated Records via locality engagement scheme. 

DP-DDES-
ETON009 Easington MSK Tier 2 

Review MSK Clinical Assessment and Treatment Service (CATS) in North 
Easington and commission on basis of the review; review of MSK Tier II 
services in South Easington, with view to establishing service specification to 
enable contracting monitoring Green 

09/08/2012: North Easington MSK CATS 
18-month evaluation still being 
progressed by business analyst - 
commercial officer has asked if practices 
in south/west would like opportunity to 
refer patients to service; further 
information requested before decision 
can be made. Re NT&H Tier II MSK - 
service specification development not 
identified as priority area, therefore not 
expected to progress in-year. 

DP-DDES-
ETON010 

Orthopaedic Triage 
Scheme 

Web based orthopaedic triage service offering referral advice, scope to re-
direct referrals when appropriate to existing tier 2 community services; 
initiative allows for audit/continuous referral management Green 09/08/2012: Evaluation in progress. 

DP-DDES-
ETON011 

Community 
Menorrahgia Service 

Commission a community based gynaecological service is to provide 
assessment and treatment of defined gynaecology conditions which equals or 
exceeds in quality that provided in secondary care at less cost Green 11/06/2012: Service live. 

DP-DDES-
ETON012 

Discharge  
Medication Review 

Pilot initiative involving pharmacist visiting patient post-hospital discharge, to 
review hospital-prescribed medication and regime and promote 
understanding and compliance; pharmacist will also review support needs and 
follow-up arrangements and ensure that practice is aware and able to take 
action Green 

10/07/2012: Contract due to expire on 
31-Jul-12.Business Analysis Team to 
undertake evaluation when full data set 
available. 
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DP-DDES-
ETON013 Virtual Ward Scheme 

Initiative involves setting up a virtual ward programme providing multi-
disciplinary case management services to people who have been identified, 
using a predictive model, as high risk for future emergency hospitalisation. 
Objectives: improve care of people with long-term/chronic conditions; 
integrate health and social care services (horizontal) and foster links between 
primary and secondary care (vertical);  improved value for money spent on 
health care by reducing emergency admissions ;reduce health care 
inequalities through identification of patients pro-actively rather than 
providing care to people who make themselves known  Amber 

10/07/2012: Provider requesting 
confirmation of funding. Contract lead 
has responded to this. Standard 
management costs to be negotiated. 

DP-DDES-
ETON014 

Care Home Ward 
Rounds 

Continuation of winter pressure pilot scheme in North Easington, involving 
regular systematic visits by community nursing staff to care homes with the 
aim of reducing  number of non-elective hospital activity from people residing 
in care homes and nursing homes Green 

09/08/2012: Teleconference with 
Project Lead and Development and 
Demand Manager on 13-Jul-12; contract 
issued to provider - signed on 16-Jul-12. 
Work on evaluation progressing as 
minimum data available.  

DP-DDES-
ETON017 

Rheumatology 
DMARD Shared Care 

Develop an alternative pathway for patients who are prescribed disease-
modifying anti-rheumatic drugs (DMARDs) by implementation of share care 
agreements between rheumatologists and general practitioners; initiative will 
promote concept of care closer to home, reducing repeated follow-up 
rheumatology out-patient hospital activity in patients who are clinically stable Amber 

09/08/2012: Business case approved in 
principle by Locality MSK and 
Rheumatology Task Group. Awaiting 
external project manager to make 
recommended amendments. Business 
case to be submitted to Easington 
Management Exc for funding approval. 
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DP-DDES-
SEDG007 Podiatric Surgery 

CI priority 13 
Podiatric Surgery 
Primary care service. Pilot near end. Assess effectiveness and commission 
more conventional service Green 

13/07/2012: Evaluation prepared for 
SLEC 11th July. Meeting postponed until 
1st Aug.  

DP-DDES-W011 

Rheumatoid Arthritis 
(MSK, Physio and 
pain ) 

Evaluate pilot - Review within primary care. Pilot close to completion. Needs 
review and assessment of outcomes. Intention is to commission more 
conventionally Green 

13/07/2012: Await completion of 
Evaluation. 

DP-DDES-W012 

DDES Reduce 
Secondary Care 
Referrals 

reduce unnecessary GP referrals to secondary care by bringing care closer to 
home. Achieved via implementing QOF pathways and raising awareness on 
referrals Amber 

07/08/2012: Only received 1 months 
data so far Dales had reduced by 3.5% 
however Easington and Sedgefield 
referrals are up. Need to wait for at 
least another months data to start doing 
real comparison reports and will be 
includes in the primary care indicators 
dashboard. 

DP-DDES-W013 
Community IBD 
Pathway  

Manage IBD exacerbations in primary care for mild to moderate flare ups - 
with SC contact and a clear treatment pathway - colitis only. 
Surveillance colonoscopy for patients with long standing disease - systems. 
Develop discharge protocol for patients who are still stable at 6 months - 
discharge to primary care Amber 

07/08/2012: Meeting took place with Dr 
Dharr and Poornima Nair CCG Clinical 
lead - agreed the 3 potential pathways. 
Developing further Friday 10 August. Pt 
rep aligned, practice manager to be 
aligned Thursday 16 August. Dr Dhar 
presented to CCG time out to all locality 
clinicians and agreed in principle the 
pathways. 
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DP-DDES-W014 DDES Urology 

explore options to move activity to the community/ primary care setting for 
minor interventions and appointments. Allow SCH to deal with the more 
specialised activity . 
Link it with PCT Urology review with SCH Amber 

07/08/2012: held full project meeting - 
agreed to map pathway to understand 
current state ready for clinical group 
meeting. Emailed out to GP Leads to 
identify a clinical lead and also identify 
any issues/ frustrations or suggestions 
for improvements. Ideas are arising 
around more basic interventions taking 
place in the community/ primary care 
setting allowing SCH to concentrate of 
specialist services. For example 
cathertisation. 

DP-DDES-W015 
Tele-Dermatology 
Sedgefield 

Develop models of teledermatolgy to suit the needs of the DDES loclaities. In 
Dales a consultant led model will be develop; In Sedgefield the model will be 
GPWSI led. Green 

03/07/2012: Sedgefield--Approved by 
SLEC, equipment in place, papers with 
Chair for approval. 

DP-DDES-W015.1 
Dales Tele-
Dermatology To provide tele-dermatology service to the population of Durham Dales Green 11/07/2012: Service went live 01/05/12. 

DP-DDES-W016 

Dales Pharmacist 
Managed 
Medication 
Monitoring in 
Practice Durham Dales Pharmacy Managed Medication monitoring in practice  Amber 

11/07/2012: This was initially merged 
with the DDP review but the two have 
been separated on the basis of expected 
delivery. 

DP-DDES-W016.2 
Easington Care home 
pharmacist scheme 

To improve health outcomes and experience of care home residents through 
further improving the quality of prescribing in nursing homes. Green 

10/07/2012: Meeting to discuss 
operation issues held 21-Jun-12. Value 
streaming of pathway undertaken. 
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DP-DTON-013 

Darlington Co-
location of Urgent 
Care with the 
emergency 
department at DMH 

New Service: the CCG are providing the clinical input to determine the specific 
service model for Darlington. The CSU are managing the countywide redesign 
which this project dovetails into.   

29/03/2012: Project on target - work on 
going 
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Appendix 5 - Medium Term Financial Strategy 2011/12 - 2016/17  

 
1. Introduction 

 
As commissioners of health and healthcare for Durham Dales, Easington and 
Sedgefield we are working towards delivering excellence today for a healthier 
tomorrow. 
 
2011/12 has marked the continued development and progression of a significant 
modernisation of the NHS in the shape of the Government’s Health and Social 
Care Bill, which together with the current challenging economic environment and 
impact of the Government Spending Review, will ensure the coming years remain 
challenging. 
 
We will continue to manage these challenges and invest our funding to ensure 
quality, promote innovation, maximise efficiency and maintain a focus on 
prevention, whilst also evolving and developing as a separate commissioning 
organisation. 
 
All of this must be delivered within available resources and our robust financial 
planning process supports the delivery of recurring financial balance, providing a 
firm financial foundation upon which to progress our strategic objectives. 
 
Our Clear and Credible Plan (CCP) is under-pinned by a comprehensive medium 
term financial strategy (MTFS), which is a key element of the framework setting 
out our ambition for the future and enabling an effective transition to the new 
system of clinical led commissioning.  The MTFS is a financial expression of the 
CCG's strategic plan and is fully integrated with the CCP. 
 
The MTFS is supported by a comprehensive governance infrastructure including 
Standing Orders, Standing Financial Instructions and a Scheme of Delegation that 
clearly identifies budget responsibility.  It has been developed from a shared 
understanding of staff from all disciplines and across all functional groups.  It will 
be communicated to all staff and partner organisations.   
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2. Background 
 
 Purpose 
 
The MTFS is intended to describe the CCG’s financial intentions and so support 
commissioner led provider development across the County Durham and 
Darlington health economy. 
 
The MTFS will facilitate effective financial planning and help to provide a robust 
financial position to support the transition to clinical led commissioning. 
 
In addition the MTFS provides assurance to the CCG sub-committee and to the 
PCT Board that: 
 

 commissioning intentions and service plans described in the CCP are both 
realistic, achievable and affordable; 

 value for money will be delivered over the medium term timescale as well as 
the short term; 

 expenditure will be contained within available resources to deliver a position 
of recurring financial balance. 

 
The MTFS has been updated to reflect the 2012/13 Operating Framework and 
revised resource and expenditure assumptions.  The key changes relate to the 
impact of the new Spending Review period and the modernisation of the NHS 
detailed in the Government’s Health and Social Care Bill.   
 
Strategic objective 
 
The objective is to achieve recurring financial balance whilst delivering our CCP. 
 
Key financial intentions 
 
The key intentions underpinning our financial planning are as follows: 
 

 Achievement of recurrent balance in each of the years covered by the CCP 
with all recurrent and non-recurrent resources and expenditure separately 
identified to minimise the danger of developing unaffordable strategies where 
non-recurrent resources mask recurrent deficits. 

 

 Available financial resources will be allocated over the five year timeframe of 
the CCP to enable effective management of developments and resources 

 

 All services commissioned by DDES CCG will be undertaken within a clear 
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financial framework.  Service plans will link performance targets that include 
clearly defined outputs, outcomes and efficiencies to the required investment.  
They will identify associated risks and have exit plans prepared should 
performance deviate irreconcilably from target. 

 

 Any assets held by the CCG will be reviewed annually in order to ensure the 
best use of resources and achievement of clear, agreed service 
improvements. 

 

 Recognising the service development pressures facing the NHS and finite 
funding available through the allocation process we will actively seek all 
appropriate external funding and explore all opportunities to make efficiency 
savings with local partners and national agencies to ensure value for money 
in the medium as well as the short term. 

 

 Management of financial risk by maintaining a contingency amounting to 2% 
of recurrent revenue funding which will be deployed non-recurrently to 
support change and innovation. 

 

 We will engage with local organisations across sectors to ensure that the 
healthcare market is well placed to deliver the best healthcare and to 
manage the financial risks to the health economy collaboratively. 

 
 

3. Financial situation 

 
Financial history 

 
Although the CCG is a newly emerging organisation with little direct financial 
history, we are developing from a financially successful organisation in County 
Durham PCT, utilising the relevant experience and knowledge which has brought 
financial stability and a sound track record of delivery of statutory duties and 
financial targets. 
 
County Durham PCT was created when five predecessor Primary Care Trusts 
(PCTs) came together in October 2006.  At that time 3 of the 5 organisations were 
in deficit and this was inherited by the PCT.   
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The achievements of the PCT in respect of revenue resource can be seen below: 
 

In addition to the above the PCT also met capital and cash limit targets.  PCTS are 
assessed on these targets whilst still needing to achieve the operational targets 
set out elsewhere in this document. 
 
Historical financial performance 

 

Delivery of revenue, capital and cash limits 

 
The PCT has a history of good financial performance which has enabled them to 
continue to forecast delivery of financial balance and to remain within revenue, 
capital and cash limits.  This knowledge and experience will be an essential 
component of the effective financial planning and management developed by the 
CCG. 
 
Financial pressures have emerged in-year in acute healthcare in particular, 
continuing healthcare and prescribing, which are being directly managed by the 
CCG.  Continued strong financial management and contract management will be 
required to ensure that these pressures are managed within revenue, capital and 
cash limits without adverse impact on operational performance targets. 
 
Financial trends 

Financial Year County Durham PCT 

2006/07 All limits met  

Revenue under-spend: £242k 

2007/08 All limits met 

Revenue under-spend: £981k 

2008/09 All limits met 

Revenue under-spend: £918k 

2009/10 All limits met 

Revenue under-spend: £1,020k 

2010/11 All limits met 

Revenue under-spend: £1,016k 

2011/12 Forecast revenue under-spend of £1,000k 
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County Durham PCT has received confirmation of growth levels in its allocations 
for 2012/13.  Modelling work has been undertaken to estimate the funding required 
for inflation, and identify the resources available for investment, both on a 
recurring and non-recurring basis. 
 
Recurrent baseline and growth 
 
The new funding available (growth) for County Durham PCT is shown in the table 
below: 
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 County Durham PCT 

 2012/13 

Total growth £26.6m (2.8%) 

Social care funding to transfer to local authorities £1.6m 

Remaining PCT growth £28.2m (3.0%) 

 
As a result of this growth funding, total current revenue allocations for County 
Durham PCT are shown below.  This includes recurring revenue allocations and 
non-recurring allocations confirmed to date. 
 

 County Durham PCT 

 2012/13 

Total recurring revenue allocation £976.7m 

Non-recurring revenue allocations confirmed to date £42.0m 

Total revenue allocations £1,019m 

 

Transition to fair shares budget and distance from target allocation 

The Department of Health currently allocates funding directly to PCTs on the basis 
of the relative needs of their populations.  A weighted capitation formula 
determines each PCT’s target share of available resources, its target allocation, to 
enable them to commission similar levels of health services for populations in 
similar need, and to reduce avoidable health inequalities.  Depending on how their 
current funding position then compares to their target allocation, PCTs receive 
growth in line with the pace of change policy. 
 
The position shown for NHSCD is an average for the PCT’s entire population and 
as such, does not reflect the wide variation across the PCT, which will impact upon 
the financial resources available to the CCG.   
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4. Financial Strategy and Context 
 
The scale of the financial challenge we face in the future is great.  Every year we 
face additional pressure on the funding we receive due to inflation, demographic 
changes of an ageing and growing population and the cost of innovative new 
technologies and drug advancements.  In recent years we have received 
unprecedented levels of new money that have enabled us to fund growth in our 
health services to deal with these pressures.  This level of new money into the 
system is not expected to continue into the future. 
 
This means that we need to drive high levels of efficiency out of the current system 
in order to maintain a stable and high performing health service that can meet the 
growing needs of the population. 
 
On top of this, if we are to continue to invest in additional new services, especially 
in our priority areas, we will need to fund them through disinvestment from 
services that are addressing a lower priority to us and by de-commissioning 
services that are performing poorly. 
 
In addition, we are currently facing one of the most significant changes to the NHS 
in its history and trying to develop as a separate organisation in order to assume 
full responsibility for commissioning healthcare for our population. 
 
Incorporated within the CCP is a comprehensive financial strategy underpinned by 
detailed financial models which allow dynamic scenario modelling and risk 
assessment, essential in this current transition period for healthcare 
commissioning.   
 
The financial planning assumptions which support the CCP have been driven by a 
range of issues, the most important of which are set out below: 
 
Government Spending Review 
 

Despite the UK economic downturn, the outcome of the Spending Review 

represents a relatively favourable financial settlement for the NHS and we are now 

planning on a small element of real term growth from 2012/13.  This supports all 

the information available at the current time and is in line with the PCT allocations 

already confirmed for 2012/13. 
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Move to Fair Share Financial Allocation 
 

Financial allocations have previously been set at a County wide level.  The 

financial plans incorporate the expected impact of a move to a fair share allocation 

for the CCG area. 

 

Impact of tariff changes 
 

The 2012/13 Operating Framework set out a number of changes to the tariff 

pricing framework including significant national efficiency requirements. 

 

Implementation of Equity and excellence: Liberating the NHS 
 

The impact of the modernisation of the NHS set out in ‘Equity and Excellence: 

Liberating the NHS’ has been recognised in our financial planning where possible, 

including the integration of social care with local authorities and support required 

to develop the CCG.    

 

Implications of the QIPP initiative on the local health economy 
 

The QIPP initiative has been developed to help with the management of the likely 

financial pressures to be experienced from 2011/12 and the need to generate 

significant efficiencies.  QIPP is fully integrated into the CCP and the financial 

impact has been incorporated into our financial models.  

 

Current year activity pressures 
 

In year information on material activity pressures have been reflected in the 

revised plan, particularly in respect of the acute secondary care sector and 

continuing healthcare. 

 
Taken together these changes will substantially reduce the scope for new 
investment during the current financial planning period.  It is expected that the 
QIPP initiatives will generate significant efficiencies over the planning period, 
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through innovation, tariff changes and service redesign, which can be used to fund 
additional strategic investments and cost pressures arising from demographic 
changes, for example.  Demand led cost pressures will need to be robustly 
managed for this methodology to be successful and to ensure that the increased 
activity levels experienced in the current year do not absorb a significant element 
of the expected efficiency savings. 
 
The financial plan considers how the total resources of the CCG may be deployed.  
In addition, it focuses in some detail on the impact of potential changes in activity, 
price/cost inflation as well as on priority areas for new investment. 
 
The financial plan makes provision for investment in the initiatives set out in our 
CCP to support delivery of our strategic aims.  The current investments within the 
financial plan have been determined following a process of review and 
prioritisation based upon a combination of updated population needs assessments 
and national and local targets. 
 
The combined impact of the performance savings and investment in our priorities 
is expected to result in a reduction in the relative level of expenditure on hospital 
based activity and an increase for community and primary care based services. 
 
Regular review of investments against criteria used in the investment planning 
process will be undertaken and will help to inform the disinvestment process. 
 
 

5. Financial Planning and Modelling 
 

The financial models developed by the CCG ensure we can provide swift financial 

information on the impact of changing health needs, revised economic planning 

assumptions and evolving environmental and political factors.  

 

In addition to the ongoing scenario modelling, which will be continually reviewed 

and refreshed throughout the planning period, the financial model will be formally 

reviewed and updated on at least an annual basis or more frequently when issues 

with a significant financial impact become apparent. 

 

Our financial planning is also supplemented by a suite of Financial Management 

and Governance Policy documents including the Cash Management Policy, 

Standing Financial Instructions, Standing Orders, Financial Limits and a 

comprehensive scheme of delegation. 

 

The detailed financial model itself takes the form of a set of interdependent 

spreadsheets.  Based on the input of basic funding and expenditure information, 
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predicted activity and inflationary and growth assumptions, the spreadsheets 

produce operating cost statements and balance sheets covering a range of 

scenarios. 

 

The financial model incorporates expected future developments and the related 

resource implications through the inflationary and growth assumptions applied, as 

well as additional investment included in respect of the initiatives highlighted in our 

strategy.  The impact of any other potential developments and risks are assessed 

via scenario planning and sensitivity analysis. 
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Key assumptions 

 

In preparing the financial models which support the CCP, we have utilised 

planning assumptions developed regionally. 

 

For 2012/13 figures are based on the NHS Operating Frameworks published in 

December 2011.  For 2013/14 to 2016/17, assumptions have been determined for 

three different scenarios which incorporate potential differences in the level of tariff 

uplift to be agreed nationally, together with the level of funding allocation received 

from the Department of Health.  The key assumptions applied across three 

scenarios are as follows: 
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Area Scenario Assumption

12/13 

(estimated)

13/14 

(estimated)

14/15 - 16/17 

(estimated)

Downside scenario UPLIFT 3.0% 2.0% 0.0%

Base Case scenario UPLIFT 3.0% 2.1% 2.1%

Upside scenario UPLIFT 3.0% 2.5% 2.5%

Commissioning Allocation

 

Area Scenario Assumption 2012/13 2013/14

2014/15 - 

2016/17

INFLATION 2.2% 3.0% 3.0%

EFFICIENCY -4.0% -4.0% -4.0%

CQUIN 1.0% 1.0% 1.0%

NET -0.8% 0.0% 0.0%

INFLATION 2.2% 3.0% 3.0%

EFFICIENCY -4.0% -4.0% -4.0%

CQUIN 1.0% 0.5% 0.5%

NET -0.8% -0.5% -0.5%

INFLATION 2.2% 2.0% 2.0%

EFFICIENCY -4.0% -4.0% -4.0%

CQUIN 1.0% 0.5% 0.5%

NET -0.8% -1.5% -1.5%

INFLATION 4.5% 4.5% 4.5%

EFFICIENCY -3.5% -3.5% -3.5%

NET 1.0% 1.0% 1.0%

INFLATION 4.5% 4.5% 4.5%

EFFICIENCY -4.0% -4.0% -4.0%

NET 0.5% 0.5% 0.5%

INFLATION 4.5% 4.0% 4.0%

EFFICIENCY -4.0% -4.0% -4.0%

NET 0.5% 0.0% 0.0%

INFLATION 5.0% 5.0% 5.0%

EFFICIENCY -3.0% -3.0% -3.0%

NET 2.0% 2.0% 2.0%

INFLATION 5.0% 5.0% 5.0%

EFFICIENCY -4.0% -4.0% -4.0%

NET 1.0% 1.0% 1.0%

INFLATION 4.0% 3.5% 3.5%

EFFICIENCY -4.0% -3.5% -3.5%

NET 0.0% 0.0% 0.0%

INFLATION 4.0% 4.5% 4.5%

EFFICIENCY -4.0% -4.0% -4.0%

NET 0.0% 0.5% 0.5%

INFLATION 4.0% 4.0% 4.0%

EFFICIENCY -4.0% -4.0% -4.0%

NET 0.0% 0.0% 0.0%

INFLATION 4.0% 3.5% 3.5%

EFFICIENCY -4.0% -4.0% -4.0%

NET 0.0% -0.5% -0.5%

Downside scenario

Base Case scenario

PRESCRIBING

Downside scenario

Base Case scenario

Upside scenario

OTHER / LA

Upside scenario

Base Case scenario

Upside scenario

TARIFF (also applied to non-

tariff, MH, community service, 

specialised services etc)

Downside scenario

Base Case scenario

Upside scenario

PRIMARY CARE

Downside scenario

 
 

The main non-financial demographic assumptions included within the plan are set 

out below.  These demographic assumptions have been generated with reference 
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to historical demographic increases observed in previous years, utilising the work 

on the refreshed JSNAs and reviewed for consistency regionally. 

 

DEMOGRAPHIC ASSUMPTIONS DOWNSIDE 

 

BASE 

 

UPSIDE 

2012/13 - 2016/17 SCENARIO 

 

CASE 

 

SCENARIO 

 

% 

 

% 

 

% 

      Acute 2.7% 

 

2.0% 

 

1.5% 

Mental Health 2.5% 

 

2.0% 

 

1.5% 

Prescribing 2.0% 

 

2.0% 

 

2.0% 

Primary Care 1.5% 

 

1.0% 

 

0.7% 

Community services 3.0% 

 

2.5% 

 

1.5% 

CHC 4.0% 

 

3.0% 

 

2.0% 

Specialised commissioning 2.5% 

 

2.0% 

 

1.5% 

 

A key non-financial assumption is that there will be no increases in elective 

referrals and emergency admissions to secondary care other than those driven by 

the assumed demographic changes above.  The model, however, does build in the 

recurrent impact of forecast out-turn activity for 2011/12.  Where known we have 

included specific changes in demand, for example in respect of specialised 

services. 

 

Base Case Scenario 

The Base Case Scenario describes the expected financial position in which the 

Clear and Credible Plan will be delivered based on analysis of past contracting, 

activity and budget performance and planning assumptions on expected levels of 

income.  In the Base Case Scenario, we will contract for a fair and realistic level of 

acute activity across the range of providers. This increased level of activity reflects 

changes in levels of service usage driven by referral patterns, changes in service 

models agreed between commissioner and provider and the impact of 

demography (i.e. an ageing, growing population). 



 

 

DDES Clinical Commissioning Group – Clear and Credible Plan 2012 – 2017     

203 

 

Downside Case Scenario 

The Downside Case Scenario describes a financial position in which the Clear and 

Credible Plan will be delivered where a lower level of income is assumed and/or 

contract/budget performance is higher than forecast then at the outset of the plan.  

This Downside Scenario has meant that: 

 commissioning initiatives have been further prioritised and targeted to 
remain affordable within the smaller funding envelope 

 greater focus has been placed on managing demand and activity to 
minimise risk 

 more management capacity directed to the release of efficiency over 
commissioning for longer term health gain 

 

Upside Case Scenario 

The Upside Case Scenario describes a financial position in which the Clear and 

Credible Plan will be delivered where either a higher level of income has been 

assumed and/or contract/budget performance has come in under-forecast than at 

the outset of the plan.  

This Upside Case Scenario has meant that: 

 commissioning initiatives have been widened or extended to deliver 
greater improvements 

 greater focus has been placed on the re-investment of funding to deliver 
the CCG’s strategic priorities or improved health outcomes and care 
closer to home 

 

Income and expenditure 

 

Revenue resources - An extract from the financial model showing income and 

expenditure forecasts for 2011/12 to 2016/17 under the most likely ‘base case’ 

scenario is included for the CCG below. 
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DDES Clinical Commissioning Group (CCG) Financial Summary

 Recurring 

Outturn 

 FY 2011/12  FY 2012/13  FY 2013/14  FY 2014/15  FY 2015/16  FY 2016/17 

 £'000  £'000  £'000  £'000  £'000  £'000 

COMMISSIONING BUDGETS:

Acute Services 219,496        227,570        230,984        234,449        237,965        241,535        

Mental Health / Learning Disability Services 52,221         53,282         54,082         54,893         55,716         56,552         

Community / Primary Care Services 46,461         51,047         52,068         53,110         54,172         55,255         

Continuing Healthcare / Funded Nursing Care 14,304         15,177         15,480         15,790         16,106         16,428         

Childrens Services 1,431           1,511           1,542           1,572           1,604           1,636           

Prescribing 53,080         53,315         54,914         56,561         58,258         60,006         

TOTAL COMMISSIONING BUDGETS 386,993        401,903        409,070        416,375        423,821        431,412        

CORPORATE BUDGETS & RESERVES:

Management & Organisation 405              405              8,804           8,804           8,804           8,804           

TOTAL CORPORATE BUDGETS & RESERVES 405              405              8,804           8,804           8,804           8,804           

TOTAL CCG BUDGETS 387,398        402,308        417,874        425,179        432,625        440,216        

 Forecast period 

 
 

The financial model has been built using several key assumptions as listed below: 

 

 Starting point is forecast financial outturn for 2011/12 as at 31 January 2012 

 Estimated investments for 2012/13 have been included 

 Estimated reductions for public health transfers to the Local Authority and 
Public Health England have been included. 

 Estimated reductions for specialised services transfers to the NHS 
Commissioning Board have been included. 

 

It should be noted that these assumptions will be revisited during the planned 

updates of the financial model during the financial year 2012/13 as shown in the 

timeline below: 

 

 

 

 

 
 

Baseline 

Budget 

adopted by 

CCG 

(March 2012) 

Estimated 

Investments 

included for 

CCP 

(April 2012) 

Refresh using 

11/12 full 

year activity 

 

(June 2012) 

Refresh using 

confirmed 

CCG 

Allocations 

(Dec 2012) 
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Scenario Planning 
 
There are a significant number of up and downside risks to the assumptions 

included in the plan and, as a consequence, work has been performed to review 

the impact of different scenarios, a process which continues as new information 

comes to light. 

 

As one of our key goals is sustainable financial health, the ability to flex the 

financial plan to take account of new and as yet unforeseen requirements and 

opportunities, whilst remaining in recurrent balance, is very important.  Our in-year 

contingency reserve is just one element of our approach to risk management.  

Another is our approach to investment planning which has proven to be successful 

within the PCT in previous years in effectively managing the planning process 

without exposing the organisation to excess financial risk.  A third is the flexing of 

the timing and scope of implementation of some of the initiatives identified in line 

with the QIPP agenda, and increasing the pace of service redesign/innovation to 

secure a more cost effective delivery of services to patients. 

 

In terms of upside risks (or opportunities), we have been very prudent in our 

assumptions around securing new income from sources other than the general 

allocation from the Department of Health.  It may also be possible to bring forward 

the profile for delivery of certain efficiency savings within the QIPP programme.  

Both could result in the ability to accelerate our healthcare investment programme.  

 

On the downside, our assumptions around limiting the growth in hospital activity 

may prove too optimistic, and future national decisions on tariff uplifts and pay 

increases could add further cost pressures.  Whilst this could be addressed using 

general contingency reserves, investment profiles will need to be kept under 

continuous review and the drive to secure best value for money in all areas of 

operations must be relentless. 

 

As highlighted above, assumptions have been developed regionally for three 

different scenarios, each with different financial and non-financial assumptions 

around the level of the tariff uplift, allocation of funding and demographic growth. 

 

Risks & Opportunities 
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Significant activity pressures continue to be seen in certain key areas, including in 

particular the acute sector, prescribing and continuing health care which cause 

potential a financial risk and this pressure has been recognised in our financial 

planning.  There are a number of other risks to the CCG’s financial plans which 

are incrementally compounded through each additional year of the plans.  These 

risks could either release or reduce resource availability and the potential impacts 

have been modelled through the MTFS as far as possible.  These include, but are 

not limited to: 

 

 Impact of transition to fair shares budgets for the CCG and constituent GP 
practices; 

 Detailed PbR guidance develops each year and will undoubtedly change 
over the term of the plans; 

 Contracts (along with relevant performance indicators) have yet to be 
agreed with provider organisations; 

 Expectation driven demand which may increase as waiting times are driven 
lower along with costs and benefits associated with clinical and 
technological advances; 

 Assumed receipt of allocations which have yet to be confirmed; 

 Non-delivery of saving plans and QIPP initiatives; 

 Increased exposure of the organisation, due to its reduced scale in 
comparison to the existing PCT, to fluctuations in demand particularly in 
respect of areas of relatively high cost per individual case. 

 

These risks will continue to be actively monitored and managed to reduce the 
potential financial impact.  The crystallisation of risks and opportunities would need 
to be viewed in light of the overall position of the CCG.  In broad terms the CCG’s 
financial strategy requires the maintenance of certain contingency reserves and 
allows for acceleration of future years investments.  Ongoing in-year review of the 
financial strategy and financial performance will allow aims to be achieved, 
including delivery of financial targets. 
 

Whilst there are a number of generalised risks to the CCG’s MTFS, some of which 

are highlighted above, the main risks revolve around the accuracy of the planning 

assumptions used throughout the plans.  A prudent approach has been applied in 

developing those planning assumptions which should minimise any risks arising 

and in financial terms there are some other potential opportunities and ways to 

mitigate these risks which include: 

 

 Potential ability to access 2% headroom on a non-recurrent basis; 

 Unplanned gain from additional investment into social care for example; 

 Financial gain from embedding more stringent business rules into contracts; 
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 Potential financial gain from performance penalties and underperformance 
against CQUIN; 

 The negotiation of marginal rates and price discounts. 
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Cost Drivers 

Our financial plan and the level of investment required is impacted by a range of 

cost drivers and the approach to the forecasting of costs is determined by our 

ability to influence and control those costs.  

 

Factors influencing the future position can be categorised into those that are 

external (driven by factors external to the CCG) and internal (those within the 

CCG’s decision making ability). 

 

Applying the well recognised PESTEL (Political, Economic, Sociological, 

Technological, Legal/regulatory) methodology the following cost driver headings 

are identified: 

 

 External cost drivers: 
o Economic, legal, regulatory and national policy 
o Demographic, technological and environmental 

 

 Internal cost drivers: 
o Efficiency/savings programme 
o Investment programme 

 

Economic, legal, regulatory and national policy drivers include: 

 

 Equity and excellence: Liberating the NHS – the impact of transition to the 
new health and social care system with clinical led commissioning.  

 

 Growth uplift - the annual growth increase in the CCG resource limit which 
is influenced by weighted capitation targets intended to ensure an equitable 
distribution of funding 

 

 Tariff uplift/efficiency – the annual uplift/efficiency for healthcare providers 
operating under Payments by Results (PbR) which reflects the impact of 
inflation, service quality enhancements and efficiency improvements 

 

 Legal changes – an example is the impact of legislation upon health and 
social care budgets of changing continuing healthcare eligibility criteria 

 

 National policy changes – this area includes the annual operating 
framework which sets out policy initiatives and health targets which could 
impact upon CCG budgets. 
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Demographic, technological and environmental drivers include: 

 

 Population growth – estimated changes in total population numbers 
 

 Population mix – demographic changes in terms of age, gender, ethnicity 
within the overall population 

 

 Deprivation – the impact of deprivation within communities compromising 
the total population 

 

 New technologies and drugs – the effect of technological change within the 
NHS 

 

 Impact of patient choice and expectations – the financial impact of 
increasing patient expectations in respect of access to and quality of 
healthcare  

 

The key internal cost drivers include: 

 

 Efficiency/savings programme – within the financial plan are both national 
and local expectations in respect of efficiency gains to be delivered over the 
period covered by the MTFS. 

 

 Investment programme –we have a framework for developing investment 
proposals which, although demonstrating value for money, do impact upon 
our financial position. 

 

Where we have a significant degree of control over costs, financial forecasting is 

largely based on activity forecasts and predictive planning of cost drivers. 

 

Where we have limited indirect control or no control over costs, benchmarking 

such as programme budgeting and some trend analysis is performed, along with 

additional scenario planning and sensitivity analysis. 
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6. Investments and support for the Commissioning Intentions 
 

As set out above, significant new recurring funding is available (growth) for County 

Durham PCT in 2012/13. 
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The table below sets out in broad terms the application of funds at a total PCT 

level: 

 

Summary showing deployment of additional revenue resources available in 2012/13 

 County Durham PCT 

 £000 

Source of funds:  

Increase in recurring revenue resource limit 28,232 

Other non-recurrent allocation adjustments (306) 

Resource committed on non-recurring basis in 2011/12 (including 2% 

contingency) 

28,444 

Efficiency savings on tariff contracts, non-tariff contracts and 

prescribing 

39,069 

Other QIPP efficiency savings 7,490 

 102,929 

Application of funds:  

Tariff / inflationary uplifts 26,799 

CQUIN 15,760 

Application of 2% allocation on non-recurring basis 19,535 

Additional investment to fund demographic growth, national priorities 

and ISOP strategic initiatives 

40,835 

 102,929 
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The allocation of revenue resources set out above delivers a balanced budget in 

2012/13. 

 

The financial plan makes provision over the course of the planning period for 

investment in the initiatives set out in our strategy and commissioning intentions to 

support delivery of our strategic aims.  It is, however, important to note that not all 

initiatives will require additional resources, as some are as much about changing 

the way services are delivered and the way we work with strategic partners and 

local communities. 

 

Our aim is to have a transparent and accountable process for prioritisation of 

investment which will allow our partners, including provider organisations and local 

patients and the public, to have a clear understanding of our priorities and 

direction of travel.   

 

The current investments within the financial plan have been determined following a 

process of review and prioritisation based upon a combination of updated 

population needs assessments and national and local targets.  The risks related to 

the proposed investments are taken into account as well as the wider impact to the 

health system as a whole.  The final decisions on investments over the next few 

years will be defined and agreed following our well-established business and 

investment planning processes, including the determination of exit strategies as 

required. 

 

Internal processes that are now embedded produce and review business cases to 

ensure investment decisions are based upon achievement of required clinical 

outcomes, value for money and sustainability.  The process allows for both clear 

financial information and robust challenge at different levels throughout the 

organisation.  Regular review of investments against criteria used in the 

investment planning process will be undertaken and will help to inform the 

disinvestment process.   

 

Further use of benchmarking and comparative performance information is 

fundamental to our approach.  Programme budgeting information linked to public 

health outcome measures is being used to monitor progress and outcomes from 

investment as well as to inform financial investment and disinvestment strategies.  

While the absolute data is not robust at this stage, it is anticipated that this will 

improve over the financial planning cycle and will facilitate improved healthcare 

investment decision making. 
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Careful financial planning and strong financial management and forecasting over 

the planning period will allow us to remain on a sound financial footing and 

therefore to deliver our strategic aims.   

 

Investment priorities and commissioning intentions will continue to develop over 

the next 12-18 months as the transition to the new health and social care systems 

continues and the CCG begins to take increased responsibility for healthcare 

commissioning decisions. 

 

In line with the requirements of the Operating Framework, the PCTs will continue 

to set aside 2% of recurring baselines to be invested on a non-recurring basis. 

 

In 2011/12 this contingency allowed the PCTs to manage in year pressures 

without compromising service delivery or financial balance.  To ensure flexibility of 

the contingency reserve, commitments against it have been non-recurrent, thus 

ensuring the reserve remains uncommitted from 2011/12 and available for 

investment by the PCT cluster, allowing support to be provided for non-recurring 

transition costs and to develop pilot schemes designed to support delivery of QIPP 

initiatives and allow redesign of services where necessary. 

 

7. Cash management and other financial policies 
 
The management of revenue and capital resources cannot be undertaken in 
isolation.  There is a clear relationship between the cash limit, resource allocations 
and income and expenditure levels.  All three elements must be planned and 
managed through both the short and the medium term.  To facilitate this there is a 
separate cash management strategy that highlights the cash management 
arrangements within the financial services team to ensure robust and accurate 
cash management. 
 
The cash management strategy focuses on minimising month end cash balances 
and ensuring that the PCT, and in due course the CCG, meet their year-end cash 
target.  All actions to achieve this will be in accordance with the rules in cash 
management laid down by the Department of Health and will avoid any excess 
interest charges.   
 
In addition the delivery of the MTFS will need to be underpinned by effective and 
robust financial management procedures.  This will help ensure awareness of the 
financial position, both recurrent and non-recurrent, and facilitate improved 
financial planning by investment planning, commissioning and performance, public 
health and finance teams.  The financial governance framework will be kept under 
review to ensure that it remains fit for purpose and well suited to the environment 
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in which we operate.   
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8. Conclusion 
 
The economic and financial environment remains uncertain and significant 
challenges are expected in the coming years, however the MTFS provides 
assurance that a balanced financial position will be maintained whilst delivering on 
our strategic objectives, providing a stable financial foundation to enable an 
effective transition from PCTs to clinical commissioning groups. 
 
The uncertain economic environment means that there are many assumptions and 
potential risks attached to this strategy which will require continuing management 
and review looking a number of years ahead and refreshing of the strategy as 
necessary. 
 
In the NHS there is an underlying duty of care to ensure that public funds are 
spent on the purposes for which they were intended and that good value for 
money is sought.  This MTFS supports that duty of care by providing a robust 
financial planning framework to support the clear and credible plan of the CCG. 
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Appendix 6 - Governance 

 

Areas covered by DDECCG 

Durham Dales 

The Durham Dales locality is made up of 12 GP practices, three serving Bishop 
Auckland and its surrounding villages, three in the Wear Valley, three in the Tees 
Valley and three small practices in Evenwood, Cockfield and Butterknowle. 

Durham Dales has a fairly stable population of about 90,500 but covers 
approximately 540 square miles which brings significant challenges in delivering 
healthcare. 

The locality includes some small areas of urbanisation in Bishop Auckland, 
Barnard Castle, Crook and Willington but also many rural areas within Wear Valley 
and Teesdale. The Wear Valley sub-cluster accounts for approx. 62,000 of the 
patients and it includes all of the larger towns apart from Barnard Castle and 
Middleton-in-Teesdale. 

Approx. 25,000 patients are in the Teesdale area which is predominantly rural. 
Large rural areas bring different issues and challenges to that of cities and major 
towns. For example, there is increased isolation, transport difficulties that can 
affect access to services, slower response times for ambulances compared to 
urban areas, out of hour issues relating to access for health services and long 
distances to travel to attend Urgent Care Centres or hospitals to receive 
professional help. 

 
Easington 
 
The Easington locality covers a population of approximately 94,000 (Population 
2001 census 93,981) and contains 10 of the 20 most deprived wards in County 
Durham and some of the most deprived wards in England outside London. 
 
As outlined in the table set out in Appendix 1 of the Organisational Development 
Plan, there are 17 GP Practices in Easington, which are broadly divided into sub-
clusters North, South and West.  Practices in the North of the cluster typically refer 
their patients to City Hospitals Sunderland, and the rest broadly refer into North 
Tees & Hartlepool Hospitals Trust.  One practice (The Surgery, Thornley) refers 
primarily to County Durham & Darlington Foundation Trust.  
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The Easington area contains the whole of the County Durham coastline, which 
forms its eastern boundary. Easington has the second largest population (94,000) 
of the Durham districts (648 people per km2), although it is the second smallest in 
terms of area (145 km2). It contains a mixture of urban and rural areas; the two 
main towns being Seaham and Peterlee, which both have populations in excess of 
20,000. The population of Easington itself is approximately 2,072. 
 

Sedgefield 

The population of the Sedgefield locality is served by 11 GP practices.  The 
Sedgefield locality is situated in the southern part of County Durham, between 
Durham City and Darlington. The majority of the population live within the four 
towns of Newton Aycliffe, Spennymoor, Shildon and Ferryhill. Newton Aycliffe is a 
former ‘New Town’ and the other towns have developed around iron, coal and 
railway industries.  

In contrast to the main urban areas, the area also contains some small historic 
villages and coalfield communities in the more rural eastern part of the borough.  
The major employment sector in the area is now ‘manufacturing’ with 28.5% of the 
districts employment.  Sedgefield is 217 sq. km in size with a population of 87,700 
(Population 2001 census). Population density is 404 people per square kilometre. 

There are two other clinical commissioning groups in County Durham and 
Darlington, North Durham CCG and the Darlington CCG.  They are both, like the 
DDES CCG in the formative stages of development and are similarly looking to be 
fully authorised in October 2012 or by April 2013 at the latest following the same 
critical pathway towards authorisation. A detailed project plan has been developed 
for all three CCGs capturing key milestones and actions to be achieved.   
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Appendix 7 – Full Risk Assessment 

 

DDES Clinical Commissioning Group   (CCG) 

 

CCG’s will utilise the risk management systems procedure identified in NHSDD 

Risk Policy (CO004) to identify, assess, plan and implement risk management 

processes with communication running in parallel to all steps of the procedure.  

The Risk Management Policy was adopted by the CCG Board on the 27/03/12 and 

has been developed from best practice and is currently being adapted as 

appropriate in line with development, specific needs and challenges faced by the 

evolving CCG. 

The CCG will be responsible for all risks associated within its agreed and 

delegated duties and therefore will be responsible for identifying new risks and 

developing associated risk action plans. 

The development of an integrated Risk Management System is central to 

embedding “safe and sound”   risk management procedures across the CCG and 

providing risk assurance to the Transition Management Executive and the PCT 

Cluster.  

The CCG operational risks will be recorded and reviewed on risk registers within 

the 3 Locality Groups and Transitional Executive, any corporate risks which are 

identified will be escalated to the CCG Board and then recorded on the PCT 

corporate risk register for review at the Transition Management Executive, Joint 

Risk and Audit Committee and Cluster Board.  

The CCG has agreed to undertake an initial risk assessment by end of April 2012 

and then review risk registers on a monthly basis. The risk register identifies and 

outlines how all operational and corporate risks associated with conduct of its 

business are managed. Operational risk will be reviewed within the locality groups 

and Transition Executive and corporate risks will be escalated to the CCG Board 

for onward escalation during the shadow year to the cluster TME  and Cluster 

Board for review. 

The CCG risk assessment will cover all corporate, clinical and statutory areas and 

the top four risk areas are:   

Strategic delivery – failure to secure the pathway design, project management, 

procurement and transformational skills 
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Financial resilience – increase in continuing health care costs above an affordable 

level. 

Financial resilience – impact of an aging population contributing to increased 

costs.  

Organisational readiness – establishing unrealistic timescales that don’t recognise 

the depth of the organisational development needed to assume full responsibilities 

from the PCT cluster.  

The Interim Chief operating Officer will be responsible for ensuring that effective 

MRS is implemented across the CCG. The Business and Development Manager   

will provide advice and support in ensuring that all statutory duties in relation to the 

management of risk both corporate and non-corporate are managed. 

All members of the CCG and supporting managers will be responsible for 

management of defined risks, for example: the Locality Commissioning leads, the 

senior Finance Officer and the Senior Nurse. In addition they will have a corporate 

responsibility for the wider management of risk and health & safety. 

Set out below is an initial risk register which will be refined over coming months as 

a new web based integrated risk management system is put into place.  The new 

system will ensure that risk identification dates, review dates lead risk owner, 

senior lead and an action plan for corporate risks will be included. 

The CCG has used a standard risk scoring process that measures the likelihood 

and severity of each risk and combines them to create a compound risk score. The 

scoring system works as follows: 
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  Likelihood 

  
1 = Rare 

2 = 
Unlikely 

3 = 
Possible 

4 = 
Likely 

5 = Almost 
certain 

S
e
v

e
ri

ty
 

5 Catastrophic  5 10 15 20 25 

4 Major  4 8 12 16 20 

3 Moderate  3 6 9 12 15 

2 Minor  2 4 6 8 10 

1 Negligible  1 2 3 4 5 

 

Once these initial risks have been assessed, mitigating actions are identified and 

the risk is then re-assessed. This re-assessment measures the residual level of 

the risk in terms of both likelihood and severity. 

The overview of the risk domain can be found in figure 1 (strategic delivery risk), 

figure 2 (financial resilience risk) and figure 3 (organisational readiness risk). 

Domain Risk S L R Mitigation 

Res 

S 

Res 

L 

Res 

R 

Strategic 

Delivery 

Insufficient clinical 

leadership capacity to 

support the plan 

5 4 20 Current clinical leadership 

capacity is identified at CCG 

and locality level. There is a 

clinical lead identified against 

each commissioning initiative. 

There is a clinical leadership 

development programme within 

the OD plan to support current 

leaders and identify future 

emerging leaders. 

4 3 12 

Lack of pathway redesign, 

project, procurement and 

transformation skills within 

the CCG or commissioning 

support organisation to 

support the plan. 

5 4 20 Organisational development 

plan identifies actions to secure 

resources through the NE 

NECS or procure support on a 

project by project basis by 

31/03/12 

4 3 12 

Failure to achieve 

economies of delivery 

through joined up working 

between localities. 

4 4 16 CCG support structure has 

been developed to facilitate 

joined up working. Governance 

arrangements include a joint 

transitional executive group 

and support team which 

includes representation from 

4 3 12 
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Domain Risk S L R Mitigation 

Res 

S 

Res 

L 

Res 

R 

the NECS. 

Failure to establish the right 

level of commissioning 

technical expertise from the 

commissioning support 

organisation. 

4 4 16 Commissioning support 

arrangements are in 

development in the cluster and 

across the NE working to a 

similar trajectory as the CCG.  

The SLA between the CCG 

and NECS is under 

development and for 2012/13 

will be based on the delivery 

plan with significant clarity on 

tasks, timescales and 

responsibility. 

3 3 9 

 

Domain Risk S L R Mitigation 

Res 

S 

Res 

L 

Res 

R 

Financial 

Resilience 

Increases in elective 

activity above affordable 

level in- year. 

5 4 20 Clinically led review of referral 

activity. 

Monthly contract performance 

meetings with providers.  

Project development underway 

for a range of pathways to shift 

acute care into the community. 

 

5 3 15 

Increases in non-elective 

activity above affordable 

level in-year. 

5 5 25 Commissioning initiatives in 

2012/13 seek to put in place 

alternatives to emergency 

admissions. 

Clinically led review of referral 

activity. 

Monthly contract review 

meetings with provider. 

5 3 15 
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Domain Risk S L R Mitigation 

Res 

S 

Res 

L 

Res 

R 

Increases in prescribing 

costs above affordable 

level in-year. 

5 5 25 Procurement of medicines 

management support at 

practice in care homes and 

CCG level. 

5 3 15 

Increases in Continuing 

Healthcare (CHC) costs 

above affordable level in-

year. 

5 5 25 Share and pool risk across 

CCGs in patch. 

Review CHC policy and 

process with other CCGs and 

social care. 

5 4 20 

Impact of ageing and 

growing population and 

technological/drug 

advances driving service 

and therefore cost 

pressures above 

affordable levels over the 

life of the plan.  

5 4 20 Commissioning initiatives 

aimed at managing risk 

4 4 16 

CCG receives allocation 

below current base case 

during the life of the plan. 

5 4 20 Clear investment and 

operations plan outlined within 

downside scenario. 

5 3 15 

CCG receives allocation 

below current levels in 

year immediately after 

plan following next CSR 

4 4 16 Review of commissioning 

initiatives and financial plan in 

year 

4 3 12 

CCG commissioning 

activities de-stabilise 

wider health economy / 

major providers 

increasing risk of reduced 

quality/patient safety 

levels 

4 4 16 Discussing of initiatives with 

providers to understand supply 

side risks and mitigate and 

working in collaboration with 

providers on service review. 

3 3 9 

CCG too small to 

effectively manage risk 

5 4 20 In discussion with other CCGs 

to discuss risk pooling and 

sharing and plan to have 

arrangements in place by 31 

March 2012 

4 4 16 
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Domain Risk S L R Mitigation 

Res 

S 

Res 

L 

Res 

R 

New tariffs for Mental 

Health and Ambulance 

Services introduces more 

financial risk to 

commissioners 

4 4 16 Continue to work with provider 

and NHS North to understand 

any impact and mitigate 

through an appropriate contract 

4 3 12 

 Failure to follow recent 

Competition 

Commissioning ruling 

around contracting 

activity and principles for 

subsequent contract 

management 

5 4 20 CCG through NECS 

contracting team to have 

detailed activity plans in place 

for each provider and to ensure 

effective contract management 

against these. 

4 3 12 
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Domain Risk S L R Mitigation 

Res 

S 

Res 

L 

Res 

R 

Organisational 

Readiness 

Failure to identify the right 

organisational 

development priorities 

that will support the CCG 

at the start and 

throughout the journey to 

becoming a viable and 

effective commissioner 

 

5 4 20 Use of external support and 

diagnostic tool to assess and 

agree priorities throughout the 

transition process as captured 

in the OD Action Plan. 

4 3 12 

Establishing unrealistic 

timescales that don’t 

recognise the scale and 

depth of organisational 

development required to 

develop the capacity or 

the skills needed to 

assume responsibility 

from the PCT cluster 

5 4 20 Greater involvement of clinical 

leads and locality groups in 

setting timescales based on the 

trajectory to be an authorised 

statutory body. 

4 4 16 

Not building effective 

relationships either 

internally with member 

practices or externally 

with our main providers, 

the local authority, NHS 

commissioning board and 

the local community 

4 4 16 An engagement strategy and 

implementation plan. Allocated 

representative from social care 

aligned to the CCG, 

representatives aligned from 

mental health and acute and 

community services. Active 

involvement in the Health & 

Wellbeing Board. 

3 3 9 

No effective and robust 

governance and 

performance 

arrangements to ensure 

the safe stewardship of 

the organisation 

5 4 20 Draft constitution developed. 

Governance arrangements for 

delegation of commissioning 

budget and process in place for 

1 April 2012. Plan to develop 

governance arrangements in 

place. 

5 3 15 

Not putting in place and 

developing the right 

leadership both clinically 

and managerially to 

enable the organisation to 

5 4 20 OD plan identified a range of 

agreed actions to develop 

clinical leadership, emerging 

talent and put a CCG 

management support team in 

5 3 15 
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move forward place. 

Shortage of the right skills 

and resources to provide 

the technical 

commissioning and 

corporate support, 

whether directly 

employed in the CCG or 

undertaken by the NECS 

or other third party 

provider. 

5 4 20 OD plan identifies action to put 

in place CCG management 

support team and requirements 

needed from the 

commissioning support 

organisation. We know we 

need more skills in 

transformation, pathway design 

and development and 

procurement. 

5 3 15 

 

 

 

 

 


