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Author and Job 
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Sponsor Director Mike Taylor Chief Finance and Operating Officer 
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Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


The Department of Health is consulting on an amendment to the 
legislation related to clinical commissioning group (CCG) governance 
which will allow CCGs to form joint committees to jointly exercise their 
functions with one or more CCGs as well as with NHS England. 
 
 
 
 
 
 
 
 


Summary of key 
points  
 
 
 
 
 
 


· The consultation is targeted at all CCGs, NHS England and the Local 
Government Association and intended to provide the evidence 
required to support the proposed legislative change by way of a 
Legislative Reform Order (LRO) 


· The consultation runs for 8 weeks and closes on Thursday 7 January 
2014 


· The intention is to facilitate joint working and reduce the need for work-
arounds eg Committees in Common as at present it is not possible to 
form a binding joint decision-making committee 


· Intention is that the LRO would run from October 2014 in time for the 
2015/16 planning round 


· The proposed submission is being presented to the executive 
committee with the agreement of the Chief Clinical Officer and 
Governing Body Chair as the next Governing Body meeting is after the 
consultation period closes. 
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Approval route 
 


· Executive Committee on 7 January 2014 based upon comments from  
Executive Committee and Governing Body members 


· Report to Governing Body in January 2014 as this meeting is after the 
consultation deadline 
 
 


  
Supporting 
documentation / 
Appendices 
 


· Appendix A – Letter from Department of Health to CCG Accountable 
Officers 


· Appendix B – LRO consultation document 
· Appendix C – Consultation response  
· Appendix D – Initial Impact Assessment  
 


 
Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


Summary of implications (please provide detail in body of report) 
 
Risk Assurance Framework Yes  No  
Environmental impact / Sustainability Yes  No  
Legal implications Yes  No  
Resource implications – financial and/or staffing Yes  No  
Equality Impact Assessment  Yes  No  
Equality and Diversity Yes  No  
Innovation and Research Yes  No  
Quality, Innovation, Productivity and Prevention Yes  No  
Patient and public involvement Yes  No  
Stakeholder involvement Yes  No  
Clinical engagement Yes  No  
Communications and Engagement Yes  No  


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The Governing Body is asked to: 
· Note and discuss the response submitted based upon the comments 


received. 


 
  
 








 


January 2014 


Legislative Reform Order  
 
Response form
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Instructions for responding to the 
consultation 
The Government wants to listen to your views on proposal to amend the National 
Health Service Act 2006, as amended by the Health and Social Care Act  2012; 
specifically those parts that deal with Clinical Commissioning Groups (CCGs). The 
below response form can be used to help you do that.  
 
The closing date for responses is Thursday 7 January 2014.  The form below is a 
suggested response form. Responses received after this date may not be read. 
Consultation responses should be returned to:  
 
CCGJointcommittees@dh.gsi.gov.uk 
 
Or if you would prefer to send your response by post:  


 
Primary Care and Commissioning team 
Department of Health 
Area 229 
Richmond House 
79 Whitehall 
London 
SW1A 2NS 


 


What we will do next 


We will read and consider all responses and publish a response to the consultation 
alongside the publication of the draft Legislative Reform Order.  
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Full name:              Mike Taylor  
Job title:                       Chief Finance and Operating Officer  
Organisation:      NHS Durham Dales Easington and Sedgefield CCG  
Contact address:     Sedgefield Community Hospital, Salters Lane,             
                                       Sedgefield TS21 3EE  
Telephone number:      0191 371 3222  
Email:                        mike.taylor@nhs.net 


 
Please tick this box if you are requesting non-disclosure of your response. 


 


 


Consultation questions 
 
Question 1:  Do you think the 
proposals will remove or 
reduce burdens as explained 
in paragraphs 1.6-1.10 
(proposal (a)) and (1.11-1.13 
proposal (b))? 
 
 


Yes we consider that the proposals set out  will significantly assist 
CCGs’ simplify decision-making and support stronger partnership 
working at scale. 
 
 
 
 


 
Question 2: Do you have 
views regarding the expected 
benefits of the proposals 
identified in Chapter 2 of this 
consultation document and 
addressed in the partial 
Impact Assessment attached 
at Annex B? 


The efficiency benefits arising of streamlined governance and reduced 
number of meetings is clear however caution would be advised in 
respect of quantifying these.  


 


 


Question 3:  Are you aware 
of any empirical evidence that 
supports the need for: 


a) Two or more CCGs 
being able to form 
joint committees to 
exercise  functions 
jointly;  


b) One or more CCGs 
being able to form a 
joint committee with 


We are not aware of any formal empirical evidence to support the 
proposal. However, our own recent experience in undertaking a 
consultation on service change together with a neighbouring CCG was 
confusing for the public and very burdensome in governance terms for 
the CCG, requiring two Governing Body meetings to ensure a robust 
decision-making process. Accordingly, we would endorse the view that 
joint committees will better support the appropriate level of decision-
making required in the local health economy to meet the challenges set 
out in the Call to Action and recently issued planning guidance.  
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NHS England to jointly 
carry out a CCG’s 
functions? 


Please provide the details for 
either or both of the proposals 


 


 
Question 4: Are there any 
non-legislative means that 
would satisfactorily remedy 
the difficulty which the 
proposals are intended to 
address? 


Our experience of committees in common is not favourable and as 
such we cannot suggest any non-legislative alternative to the current 
proposals. 


 
Question 5: Are the 
proposals put forward in this 
consultation document 
proportionate to the policy 
objective?  


Yes the proposals seem proportionate. 


 
Question 6: Do the proposals 
taken as a whole strike a fair 
balance between the public 
interest and any person 
adversely affected by it? 
 
 


Yes, given that the impact assessment clearly identifies the proposals 
as administrative with no adverse constitutional impact.  


 
Question 8: Do the proposals 
remove any necessary 
protection? 
 
 
 
 


No the proposals do not appear to remove any necessary protection. 


 
Question 9: Do the proposals 
prevent any person from 
continuing to exercise any 
right or freedom which he 
might reasonably expect to 
continue to exercise? If so, 
please provide details. 
 


No, the proposals do not appear to prevent anyone exercising any right 
or freedom. 
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Question 10: Do you 
consider the provisions of the 
proposal to be constitutionally 
significant?  


No, given the changes are administrative in nature without any material 
amendment to the Health and Social Care Act 2012. 


 


 


 


 


 
Question 11: Do you agree 
that the proposed resolution 
procedure as outlined in 
paragraphs 1.23 should apply 
to the scrutiny of this 
proposal? 
 


Yes we support the proposal for an Affirmative Resolution Procedure 
as set out in the consultation document.  
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DDES CCG 


 
 


Everyone counts: Planning guidance  
for  


2014/15 – 2018/19 


1 







Outcomes sought 
• Strategic plans covering a five year period, with first two years at operating 


plan level 
 


• An outcomes focused approach, with stretching local ambitions expected of 
commissioners, alongside credible and costed plans to deliver them 
 


• Citizen inclusion and empowerment focused on what patients want/need 
 


• More integration between providers and commissioners 
 


• More integration with social care – cooperation with Local Authorities on 
Better Care Fund planning 
 


• Plans to be explicit in dealing with the financial gap and risk and mitigation 
strategies.  No change not an option 
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Key elements 
•  1 Vision: High quality care for all, now and for future generations 


 
• 5 main categories or domains of better outcomes (government mandate) 
  
• 7 Outcome Measures – specific measurable ambitions 


 
• 3 vitally important Key Measures for significant focus and rapid 


improvement  
 


• 6 Characteristics of high quality, sustainable health + care systems in five 
years (Call to Action: citizens at centre of planning is starting point) 
 


• 4 Essential Elements of successful, sustainable health economies 
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One Vision 


High quality healthcare Driven by quality in all we do 


For all Equal access for all specially the vulnerable and excluded 


Now Spread existing excellence 


And for future generations Sustainable high quality for the long term 
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Five better outcome domains + Seven 
measurable ambitions 


  


Five domains for better outcomes 
  


  


Seven measurable ambitions 


Preventing premature death · Secure additional years of life for people with treatable mental + 
physical conditions 


Quality of life for those with long term conditions (LTCs) · Improve health related quality of life for people with LTCs 


Quick recovery from ill health · Reduce avoidable time in hospital 
· Increase elderly people liv ng independently at home when 


discharged 


Great experience of care · Increase positive experience of hospital care 
· Increase positive experience of care outside hospital 


Safe care · Significant progress eliminating avoidable deaths 
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Three key measures for rapid 
improvement 


Improving health Promoting health, preventing ill health in partnership 


Reducing health inequalities Better care for the most vulnerable 


Parity of esteem As focussed on improving mental health as physical 
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Six characteristics of high quality 
health and care systems in the future 


• Citizen inclusion and empowerment 
 


• Wider primary care, provided at scale 
 


• A modern model of integrated care 
 


• Access to the highest quality urgent and emergency care 
 


• A step-change in the productivity of elective care 
 


• Specialised services concentrated in centres of excellence 
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• Citizen inclusion + empowerment: 
• Listen to patient views (involved in planning process, personal health 


budgets) 
• Better care through technology (eg Telehealth) 
• Transparency + data sharing (Outcomes data released, NHS number as 


key reference) 
 


• Wider primary care at scale: 
• If long term condition with moderate needs (20% of population) all 


care at home/in community 
• Stronger, more integrated community services  
• Wider, central role for GPs co-ordinating / delivering comprehensive 


care with community services + expert clinicians 
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Six characteristics of high quality 
health and care systems in the future 







• Modern model of integrated care: 
• Senior clinician responsible for active care co-ordination for 5% of 


population with multiple often complex needs 
• Accountable GP for over 75s (CCGs provide for £50 per head) 
• Care integrated around patient with responsible senior clinician from 


presentation to care and co-ordinated across health and social care 
 


• Highest quality urgent + emergency care 
• Implement model set out in Urgent and Emergency Care Review 
• Complete roll out of 111 
• Urgent Care Working Groups lead local resilience planning + refresh plans 
• Urgent Care Working Groups to agree re-investment of retained 70% of 


emergency tariff marginal rate 
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Six characteristics of high quality 
health and care systems in the future 







• Step change in elective care productivity: 
• Designed to remove error and  maximise quality  
• Increase productivity so can treat more patients for same or less  by 


transforming care outside hospital and concentrating specialised 
services in fewer sites with most modern equipment 
 


• Specialised services concentrated in centres of excellence 
• Currently too many sites, too much variation in quality and too high a 


cost 
• Reduced number (15-30) of centres of excellence with consistent care 


standards connected to research and teaching with important role for 
Academic Health Science Networks 
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Six characteristics of high quality 
health and care systems in the future 







Four essential elements of successful, 
sustainable health economies 


• Quality (Effectiveness, Experience & Safety) 
• Francis, Winterbourne & Berwick reports implementation 
• Patient safety and patient experience collaborative programme for 


improvement 
• Compassion in practice (CCGs to ensure local implementation actions 


reflected in services commission) 
• Seven day working  for more responsive , patient centred service – 


national + local action plans to deliver the clinical standards for urgent 
+ emergency care 


• Safeguarding – discharge of duties demonstrated in local plans 
 


• Access 
• Delivery of NHS Constitution standards demonstrated in local plans 
• PM’s £50m challenge fund for 9 pilots to extend access to GP services 
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• Innovation 


• Regional innovation fund to support staff to innovate 
• Commissioners to seek and support research activity and 


opportunities  
 
 


• Value for Money 
• CCGs must be explicit about how the £30bn gap will be closed locally, 


with no reduction in quality 
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Four essential elements of successful, 
sustainable health economies 







New approach to planning 
• Strategic & Operational Plans must explicitly set out the 
  approach to: 


• Improvements in the 5 outcome domains and 7 measures 
• Delivering the 3 key measures 
• Implementing the 6 system characteristics 
• Delivering the 4 essential elements 


 
• Plans should be: 


• Bold and ambitious 
• Developed in partnership with providers and LAs 
• Locally led 


 
• Operational and Better Care Fund plans must be driven by the Strategic Plan 
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Key differences to 2013/14 


  


2013/14 
  


  


2014/15 on 


Plans covered one year Plans cover five years with first two at operating level of detail 


Co-operation encouraged between commissioners + providers Co-operation encouraged formally through guidance and aligned planning 
processes 


Local co-operation with Local Authorities to inform plans Widest possible co-operation and intergration with social care – Better Care 
Fund 


Published central guidance Suppoert extended – benchmarking data, universal support offer + on-site 
help for challenged commissioners 
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Planning timetable 
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Allocations: how published figures 
match CCG budgets for Month 6 


2013/14 
  £000 


Reported budget 415,623 


Running Cost Allowance (7,070) 


Return of outturn surplus (4,634) 


Durham Darlington Tees Area Team allocation adjustment 1,170 


Anticipated adjustment – specialised commissioning (8,080) 


  
Programme baseline 


  
397,009 
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The bottom-line 


Year £000                          Annual increase (%age) 


DDES AT North England 


2013/14 397,057         


2014/15 405,554 2.14% 2.14% 2.21% 2.54% 


2015/16 412,448 1.70% 1.70% 1.78% 2.09% 


Note: In 2015/16 additional allocation of £7.1m (£1.1b nationally) 
reflecting funding passed directly to Local Authorities by NHS England 
in 2014/15. This forms part of DDES CCG’s total contribution to the 
Better Care Fund of £21.97m (£3.46b nationally). This means that 
‘uncommitted’ allocation falls by £14,820k to £397,628k in 2015/16. 
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2013/14 2015/16 


Acute Out of 
hospital care 
 


Mental 
Health / LD 


Other 
Other 


Acute 


Out of hospital 
care 


Mental 
Health / LD 


Lower cost for each 
unit of treatment = 
More for the same 


Medicines 
 Medicines 


 


Now - 2015/16 Pressures 
• Better Care Fund 
• Cost pressures 
• QIPP targets  
• Reduction in ‘real term’ allocation 
• Demographics 
• Technological Advances 
 


Impact of health system changes 
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Allocations: Distance from target 


  Population growth Target allocation (end of year) 


No. Est. increase £ per head DFT %age 


2013/14 288,231   1,301 5.85% 


2014/15 290,017 0.62% 1,334 4.79% 


2015/16 291,806 0.62% 1,351 4.64% 
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How does this compare? 
  Population growth estimates 


DDES  AT North England 


2013/14 288,231   1,226,876   15,831,353   56,270,628   


2014/15 290,017 0.62% 1,223,396 (0.28)% 15,920,854 0.56% 56,771,648 0.89% 


2015/16 291,806 0.62% 1,239,994 1.36% 16,008,894 0.55% 57,266,027 0.87% 


  Distance from target (£ per head) 


DDES  AT North England 


2013/14 1,301 5.85% 1,240 3.18% 1,177 4.01% 1,105 0.89% 


2014/15 1,334 4.79% 1,271 2.23% 1,207 3.10% 1,133 0.00% 


2015/16 1,351 4.64% 1,287 2.17% 1,221 3.11% 1,147 0.00% 


Note: What about other allocations including primary care and 
specialised commissioning? 
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Running costs 
• In 2015/16 10% reduction  agreed with HM Treasury in the latest spending 


round the impact of which is as follows: 
~ 2013/14: £25 per head 
~ 2014/15: £24.78 per head (no inflation + low population growth) 
~ 2015/16: £22.11 per head (10% reduction) 


 
• Pension costs – in 2015/16 anticipate a £400m pensions pressure plus 


changes to NI rates for the NHS 
 


• From 2014/15 no external funding for transition costs i.e. all restructuring 
costs must be funded from within running costs. Impacts on  wider NHS 
England staff including CSUs and CCGs 
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What does this all mean for DDES? 


• Urgent + emergency care 
• Demand management plans to be published and agreed with Urgent 


Care Working Groups 
 


• Primary Care 
• Detailed plans for transformation due Jan 2014 but CCGs expected to 


support care for over 75s and reduce avoidable admissions  
 


• Specialised commissioning 
• Fewer centres of excellence.  
• Funding and impact on CCGs yet to be determined locally. 
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• Better Care Fund 
• Timescale risks public involvement 
• Achieve 70% of goals to access  all funding 


 
• Quality 


• CCGs to take prompt action  if Care Quality Commission (CQC) has 
concerns about providers  
 


• Finance 
• CCGs challenge will be keeping focus on transformation and realising 


significant efficiency gains when reduction in allocations to fund this 
work and running costs to provide the support required   
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What does this all mean for DDES? 
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Number Source Recommendation Lead: Update


1 Francis


All commissioning, service provision regulatory and ancillary organisations in healthcare 
should consider the findings and recommendations of this report and decide how to apply 
them to their own work;
Each such organisation should announce at the earliest practicable time its decision on 
the extent to which it accepts the recommendations and what it intends to do to 
implement those accepted, and thereafter, on a regular basis but not less than once a year, 
publish in a report information regarding its progress in relation to its planned actions;
In addition to taking such steps for itself, the Department of Health should collate 
information about the decisions and actions generally and publish on a regular basis but 
not less than once a year the progress reported by other organisations;
The House of Commons Select Committee on Health should be invited to consider 
incorporating into its reviews of the performance of organisations accountable to 
Parliament a review of the decisions and actions they have taken with regard to the 
recommendations in this report.


Gill Findley public meeting held April 2013. Discussed at Governing Body and agreed 
formally to accept the report. Update provided after 6 months. Update 
programme for April 2013


2 Francis


The NHS and all who work for it must adopt and demonstrate a shared culture in which 
the patient is the priority in everything done. This requires:
A common set of core values and standards shared throughout the system;
Leadership at all levels from ward to the top of the Department of Health, committed to 
and capable of involving all staff with those values and standards;
A system which recognises and applies the values of transparency, honesty and candour;
 Freely available, useful, reliable and full information on attainment of the values and 
standards;
 A tool or methodology such as a cultural barometer to measure the cultural health of all 
parts of the system.


Gill Findley All NHS providers have provided their response to the report. Other items in this 
action to be monitored nationally


3 Francis
The NHS Constitution should be the first reference point for all NHS patients and staff and 
should set out the system’s common values, as well as the respective rights, legitimate 
expectations and obligations of patients.


Gill Findley Disussed at public meeting


4 Francis


The core values expressed in the NHS Constitution should be given priority of place and 
the overriding value should be that patients are put first, and everything done by the NHS 
and everyone associated with it should be informed by this ethos.


Gill Findley and David Taylor 
Gooby


reflected in the daily working of the CCG. CCG has patient reference groups at its 
heart and members  of the publilc attend many meetings of the CCG. Patients 
voice (via the PRGs) are represented at Governing Body meetings


5 Francis


Staff put patients before themselves;
They will do everything in their power to protect patients from avoidable harm;
They will be honest and open with patients regardless of the consequences for 
themselves;
Where they are unable to provide the assistance a patient needs, they will direct them 
where possible to those who can do so;
They will apply the NHS values in all their work.


Providers All NHS providers have provided their response to the report.


7 Francis
All NHS staff should be required to enter into an express commitment to abide by the NHS 
values and the Constitution, both of which should be incorporated into the contracts of 
employment. 


Gill Findley GF to check whether this has been actioned by providers


Summary of Recommendations from Recent Patient Safety Reports







8 Francis


Contractors providing outsourced services should also be required to abide by these
requirements and to ensure that staff employed by them for these purposes do so as well.
These requirements could be included in the terms on which providers are commissioned
to provide services.


Sarah Burns and NECS 
contracting team


To be written into all contracts


11 Francis


Healthcare professionals should be prepared to contribute to the development of, and 
comply with, standard procedures in the areas in which they work. Their managers need 
to ensure that their employees comply with these requirements. Staff members affected 
by professional disagreements about procedures must be required to take the necessary 
corrective action, working with their medical or nursing director or line manager within 
the trust, with external support where necessary. Professional bodies should work on 
devising evidence-based standard procedures for as many interventions and pathways as 
possible. 


Gill Findley Included in provider assurance and monitored via QRG


12 Francis


Reporting of incidents of concern relevant to patient safety, compliance with fundamental
standards or some higher requirement of the employer needs to be not only encouraged
but insisted upon. Staff are entitled to receive feedback in relation to any report they
make, including information about any action taken or reasons for not acting.


Gill Findley reporting levels are monitored at all quality review groups


34 Francis
Where a provider is under regulatory investigation, there should be some form of
external performance management involvement to oversee any necessary interim
arrangements for protecting the public.


Gill Findley and NECS 
contracts team


systems are in place to monitor providers where concerns have been raised


35 Francis


Sharing of intelligence between regulators needs to go further than sharing of existing
concerns identified as risks. It should extend to all intelligence which when pieced
together with that possessed by partner organisations may raise the level of concern.
Work should be done on a template of the sort of information each organisation would
find helpful.


Dinah Roy and Gill Findley QSG process in place where information is shared between Area Tea, CQC, 
Monitor and CCGS


36 Francis


A coordinated collection of accurate information about the performance of organisations
must be available to providers, commissioners, regulators and the public, in as near real
time as possible, and should be capable of use by regulators in assessing the risk of non-
compliance. It must not only include statistics about outcomes, but must take advantage of
all safety related information, including that capable of being derived from incidents,
complaints and investigations.


Dinah Roy and Gill Findley QSG process in place where information is shared between Area Tea, CQC, 
Monitor and CCGS


40 Francis
It is important that greater attention is paid to the narrative contained in, for instance,
complaints data, as well as to the numbers.


Gill Findley Issues relating to complaints are considered at the QRG and any themes are 
reviewed at the relevant provider visit


43 Francis Those charged with oversight and regulatory roles in healthcare should monitor media
reports about the organisations for which they have responsibility.


NECS completed


98 Francis
Reporting to the National Reporting and Learning System of all significant adverse
incidents not amounting to serious untoward incidents but involving harm to patients
should be mandatory on the part of trusts. 


Gill Findley reporting levels are monitored at all quality review groups


109 Francis


Methods of registering a comment or complaint must be readily accessible and easily
understood. Multiple gateways need to be provided to patients, both during their
treatment and after its conclusion, although all such methods should trigger a uniform
process, generally led by the provider trust. 


Gill Findley Patients can make complaints to the provders or the commissioners. They can 
use NHS choices. If concerns are reported to GPs this will be recorded on "soft 
intellegance" forms


120 Francis


Commissioners should require access to all complaints information as and when
complaints are made, and should receive complaints and their outcomes on as near a real-
time basis as possible. This means commissioners should be required by the NHS
Commissioning Board to undertake the support and oversight role of GPs in this area, and
be given the resources to do so. 


Gill Findley in place  







123 Francis


GPs need to undertake a monitoring role on behalf of their patients who receive acute
hospital and other specialist services. They should be an independent, professionally
qualified check on the quality of service, in particular in relation to an assessment of
outcomes. They need to have internal systems enabling them to be aware of patterns of
concern, so that they do not merely treat each case on its individual merits. They have a
responsibility to all their patients to keep themselves informed of the standard of service
available at various providers in order to make patients’ choice reality. A GP’s duty to a
patient does not end on referral to hospital, but is a continuing relationship. They will
need to take this continuing partnership with their patients seriously if they are to be
successful commissioners. 


Dinah Roy and Gill Findley soft intellegence reporting system availble to facilitate this. Information received 
is used to determine ward visits


124 Francis


The commissioner is entitled to and should, wherever it is possible to do so, apply a
fundamental safety and quality standard in respect of each item of service it is
commissioning. In relation to each such standard, it should agree a method of measuring
compliance and redress for non-compliance. Commissioners should consider whether it
would incentivise compliance by requiring redress for individual patients who have
received substandard service to be offered by the provider. These must be consistent with
fundamental standards enforceable by the Care Quality Commission. 


Gill Findley quality of care delivery is measured at quality review group meetings. There is a 
QRG in place for each of the major providers including NEAS.Smaller providers 
are visited as part of the commissioning visits or on request when intellegence is 
received that there may be a problem. Further work is required to ensure 
smaller providers are monitored appropriately


128 Francis


Commissioners must have access to the wide range of experience and resources
necessary to undertake a highly complex and technical task, including specialist clinical
advice and procurement expertise. When groups are too small to acquire such support,
they should collaborate with others to do so. 


NECS contract with NECS is in place and is monitored via SLA


129 Francis


Ensuring assessment and enforcement of fundamental standards through contracts In
selecting indicators and means of measuring compliance, the principal focus of
commissioners should be on what is reasonably necessary to safeguard patients and to
ensure that at least fundamental safety and quality standards are maintained. This
requires close engagement with patients, past, present and potential, to ensure that their
expectations and concerns are addressed. 


Gill Findley programme of patient engagement is in place with locality and ambulance PRGs 
now up and running


130 Francis


Commissioners – not providers – should decide what they want to be provided. They need
to take into account what can be provided, and for that purpose will have to consult
clinicians both from potential providers and elsewhere, and to be willing to receive
proposals, but in the end it is the commissioner whose decision must prevail. 


Sarah Burns and NECS 
contracting team


in place as part of the commissioning strategy


131 Francis


Commissioners need, wherever possible, to identify and make available alternative
sources of provision. This may mean that commissioning has to be undertaken on behalf
of consortia of commissioning groups to provide the negotiating weight necessary to
achieve a negotiating balance of power with providers.


Sarah Burns and NECS 
contracting team


in place as part of the commissioning strategy


132 Francis


Commissioners must have the capacity to monitor the performance of every
commissioning contract on a continuing basis during the contract period: Such
monitoring may include requiring quality information generated by the provider.
Commissioners must also have the capacity to undertake their own (or independent)
audits, inspections, and investigations. These should, where appropriate, include
investigation of individual cases and reviews of groups of cases. The possession of
accurate, relevant, and useable information from which the safety and quality of a service
can be ascertained is the vital key to effective commissioning, as it is to effective
regulation. Monitoring needs to embrace both compliance with the fundamental
standards and with any enhanced standards adopted. In the case of the latter, they will be
the only source of monitoring, leaving the healthcare regulator to focus on fundamental
standards. 


Sarah Burns and NECS 
contracting team


in place as part of the commissioning strategy







133 Francis


Commissioners should be entitled to intervene in the management of an individual
complaint on behalf of the patient where it appears to them it is not being dealt with
satisfactorily, while respecting the principle that it is the provider who has primary
responsibility to process and respond to complaints about its services. 


Gill Findley in place. 


135 Francis


Commissioners should be accountable to their public for the scope and quality of services
they commission. Acting on behalf of the public requires their full involvement and
engagement: There should be a membership system whereby eligible members of the
public can be involved in and contribute to the work of the commissioners. There should 
be lay members of the commissioner’s board. Commissioners should create and consult
with patient forums and local representative groups. Individual members of the public
(whether or not members) must have access to a consultative process so their views can
be taken into account. There should be regular surveys of patients and the public more
generally. Decision-making processes should be transparent: decision-making bodies
should hold public meetings. Commissioners need to create and maintain a recognisable
identity which becomes a familiar point of reference for the community. 


CCG membership of PRGs open to the public, governing body meetings held in 
public, lay members on the governing body, regular events with the public 
present, MY NHS available


136 Francis


Commissioners need to be recognisable public bodies, visibly acting on behalf of the
public they serve and with a sufficient infrastructure of technical support. Effective local
commissioning can only work with effective local monitoring, and that cannot be done
without knowledgeable and skilled local personnel engaging with an informed public. 


CCG membership of PRGs open to the public, governing body meetings held in 
public, lay members on the governing body, regular events with the public 
present, MY NHS available


137 Francis


Commissioners should have powers of intervention where substandard or unsafe
services are being provided, including requiring the substitution of staff or other
measures necessary to protect patients from the risk of harm. In the provision of the
commissioned services, such powers should be aligned with similar powers of the
regulators so that both commissioners and regulators can act jointly, but with the proviso
that either can act alone if the other declines to do so. The powers should include the
ability to order a provider to stop provision of a service. 


Sarah Burns and NECS 
contracting team


This is part of the role of the CCG. Services can be terminated if they fail to meet 
the quality standards in the specification or if services are unsafe


138 Francis
Commissioners should have contingency plans with regard to the protection of patients
from harm, where it is found that they are at risk from substandard or unsafe services. 


Sarah Burns and NECS 
contracting team


business continuity plans included in all contracts


139 Francis


The first priority for any organisation charged with responsibility for performance
management of a healthcare provider should be ensuring that fundamental patient safety
and quality standards are being met. Such an organisation must require convincing
evidence to be available before accepting that such standards are being complied with. 


Gill Findley patient safety and quality standards are fundamental to the quality review 
group. The agenda covers the 5 domains of quality and all aspects of safety


140 Francis


Where concerns are raised that such standards are not being complied with, a
performance management organisation should share, wherever possible, all relevant
information with the relevant regulator, including information about its judgement as to
the safety of patients of the healthcare provider. 


Dinah Roy and Gill Findley such matters are raised at the QSG, where there is representation from the CQC 
and Monitor


143 Francis


Metrics need to be established which are relevant to the quality of care and patient safety
across the service, to allow norms to be established so that outliers or progression to poor 
performance can be identified and accepted as needing to be fixed. 


NECS provider management 
team and Jospeh Chandy


new metrics included in integrated performance report, which looks at 
performance and quality







195 Francis


Ward nurse managers should operate in a supervisory capacity, and not be office-bound
or expected to double up, except in emergencies as part of the nursing provision on the
ward. They should know about the care plans relating to every patient on his or her ward.
They should make themselves visible to patients and staff alike, and be available to
discuss concerns with all, including relatives. Critically, they should work alongside staff
as a role model and mentor, developing clinical competencies and leadership skills within
the team. As a corollary, they would monitor performance and deliver training and/or
feedback as appropriate, including a robust annual appraisal. 


Gill Findley supervisory ward manager programme has not yet been implemented in CDDFT 
due to staffing shortages. International recruitment is being considered


199 Francis


Each patient should be allocated for each shift a named key nurse responsible for
coordinating the provision of the care needs for each allocated patient. The named key
nurse on duty should, whenever possible, be present at every interaction between a
doctor and an allocated patient. 


providers in place


205 Francis


Commissioning arrangements should require the boards of provider organisations to
seek and record the advice of its nursing director on the impact on the quality of care and
patient safety of any proposed major change to nurse staffing arrangements or provision
facilities, and to record whether they accepted or rejected the advice, in the latter case
recording its reasons for doing so. 


Gill Findley Star chamber process agreed for all providers


208 Francis
Commissioning arrangements should require provider organisations to ensure by means
of identity labels and uniforms that a healthcare support worker is easily distinguishable
from that of a registered nurse. 


Gill Findley this is checked at the commissioner visits


245 Francis Each provider organisation should have a board level member with responsibility for
information. 


providers in place


247 Francis
Healthcare providers should be required to lodge their quality accounts with all
organisations commissioning services from them, Local Healthwatch, and all systems
regulators. 


providers completed


256 Francis
A proactive system for following up patients shortly after discharge would not only be
good “customer service”, it would probably provide a wider range of responses and
feedback on their care. 


providers no confirmation from FTs as yet


262 Francis


All healthcare provider organisations, in conjunction with their healthcare professionals,
should develop and maintain systems which give them: Effective real-time information on
the performance of each of their services against patient safety and minimum quality
standards; Effective real-time information of the performance of each of their consultants
and specialist teams in relation to mortality, morbidity, outcome and patient satisfaction.
In doing so, they should have regard, in relation to each service, to best practice for
information management of that service as evidenced by recommendations of the
Information Centre, and recommendations of specialist organisations such as the medical
Royal Colleges. The information derived from such systems should, to the extent
practicable, be published and in any event made available in full to commissioners and
regulators, on request, and with appropriate explanation, and to the extent that is relevant
to individual patients, to assist in choice of treatment. 


providers no confirmation from FTs as yet


268 Francis
Resources must be allocated to and by provider organisations to enable the relevant data
to be collected and forwarded to the relevant central registry. 


providers compliance with data provision is part of contract monitoring discussions


269 Francis
The only practical way of ensuring reasonable accuracy is vigilant auditing at local level of
the data put into the system. This is important work, which must be continued and where
possible improved. 


Sarah Burns and NECS 
contracting team


compliance with data provision is part of contract monitoring discussions


Keogh
Early warning score assessments to be in place for every patient Gill Findley In place, but will need to review in light of publication of the national early 


warning score


Keogh CCGs to use qualitative and quantitative data to improve quality
Gill Findley NECS provide data to support evaluation of all providers. Work ongoing to 


address data requirements in primary care







Keogh Real time patient feedback to become part of provider monitoring and reporting
Gill Findley and NECS 
contracts team


Friends and family test being recorded in all providers including NEAS. CCG 
nurses undertake inspections to all providers (exc GPs). All visists include 
feedback from patients


Keogh Increasing the focus on complaints and transparent reporting back to families and relatives


providers
As part of the quality review group meetings the CCG nurses consider all 
complaints. At present key themes only are fedback. Work is underway with 
NECS to ensure that complaints are managed in a similar way to incidents with 
feedback on all complaints and issues raised by patients


Keogh
The role of the Quality Surveillence group will be stregthened to ensure all commissioners 
and regulators can share information on providers


Area Team the Durham, Darlington and Tees QSG has regular representation from 
commissioners, Monitor and CQC. All providers are discussed including primary 
care


Keogh
Links with academic science networks to be strengthened to ensure trusts are using most up 
to date techniques


Medical Advisor Dr Smith has been appointed to the senate. The CCG has a reseach and 
innovation clinical champion and both are building links with the relevant 
networks


Keogh
All providers to use evidence based tools to assess nurse staffing levels. These are to be 
reported to the Provider Board meeting every 6 months


Providers All providers have reported that they have systems in place, but reporting is not 
yet embedded


Keogh CCGs to develop methods to record and discuss the voice of student nurses and doctors
Medical Advisor and Gill 
Findley


Not in place as yet allthough Director of Nursing has a seat on the university 
liaison meeting


1
Berwick Organisations should continually reduce harm by embracing the culture of learning


Medical Advisor and Gill 
Findley


The CCG structure of meetings allows time for consideration of the latest 
research and innovation and discussion of professional issues


2


Berwick


Safety should be top priority for investment, inquiry and improvement all Directors


Commissioning intentions and strategic plan for the CCG are guided by the 
outcomes framework which lists patient safety and experience as 2 of the top 5 
priorities. All providers' cost improvement plans are reviewed by the CCG


3
Berwick


Patients and cares should be present, powerful and involved Joseph Chandy


The CCG structure includeds various patient reference groups and each member 
practice has a patient forum . There are 3 lay members on the governing body 
and the CCG Chair is a lay person


4
Berwick


there should be an appropriate number of supported staff on duty to provide safe care in 
each provider


Gill Findley and medical 
advisor


All providers have reported that they have systems in place, but reporting is not 
yet embedded


5
Berwick


Patient safety should be included in training for all staff including managers and executives all Directors Need confirmation from providers that this is in place


6


Berwick


The NHS should become a learning organisation all agencies


within our sphere of influence the CCG is developing this goal with mambership 
of the senate, HENE, universties and other organisations. The meetign structure 
also supports learning with practice learning events regularly scheduled across 
the CCG


7
Berwick Transparency should be complete, timely and unequivocal. Appropriate information sharing 


should be the norm
Gill Findley and medical 
advisor


work is currently underway to assess the extent of transparency across our 
provider organisations including primary care. Serious incident reports are 
shared with patients and relatives by all providers


8
Berwick


All organisations should seek out the patient voice Providers
work is underway to review patient involvement. Friends and family test is in 
place across all providers including ambulance services


9 Berwick Supervisory systems should be simple and clear all directors in place within the CCG


10
Berwick


there should be a hierarchy of responses for regulation of organisations Gill Findley


within our sphere of influence the CCG has been clear with providers about the 
regulatory meetings that are in place to support progress against quality and 
patient safety indicators
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Mike Taylor Chief Finance and Operating Officer  


Sponsor Director  Mike Taylor Chief Finance and Operating Officer 
Date January 2014 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper  
 
 
 
 


The attached presentation outlines the key issues and timetable 
contained in the recently released NHS England planning guidance and 
clinical commissioning group allocations. 
 
 


Summary of key 
points  


The challenge for CCGs will be: 
· maintaining a focus on service quality and transformation  
· realising significant efficiency gains  
· managing reducing allocations and running costs  


 
  


 
Approval route 
 


Governing Body for discussion.  
  


  
Supporting 
documentation / 
Appendices 
 


· Appendix 1 – Presentation slides 


 
Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 
 


 


Effective internal and external 
engagement including 
communications 
 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  
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Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


Summary of implications (please provide detail in body of report) 
 
Risk Assurance Framework Yes  No  
Environmental impact / Sustainability Yes  No  
Legal implications Yes  No  
Resource implications – financial and/or staffing Yes  No  
Equality Impact Assessment  Yes  No  
Equality and Diversity Yes  No  
Innovation and Research Yes  No  
Quality, Innovation, Productivity and Prevention Yes  No  
Patient and public involvement Yes  No  
Stakeholder involvement Yes  No  
Clinical engagement Yes  No  
Communications and Engagement Yes  No  


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The Governing Body  is asked to: 
 
· Receive the presentation as a briefing on the latest planning guidance 


issued by NHS England. 
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Title: 
Joint committees 
IA No: 2053 
Lead department or agency: 
Depertment of Health 
Other departments or agencies:  
N/A 


Impact Assessment (IA) 
Date: 10/10/2013 
Stage: Consultation 
Source of intervention: Domestic 
Type of measure: Primary legislation 
Contact for enquiries: Abigail Merrett 


 


 


 


 


 


 


 


Summary: Intervention and Options  
 


RPC Opinion: Not Applicable 
 Cost of Preferred (or more likely) Option 


Total Net Present 
Value 


Business Net 
Present Value 


Net cost to business per 
year (EANCB on 2009 prices) 


In scope of One-In, 
Two-Out? 


Measure qualifies as 
 


£6.0m N/A N/A No NA 
What is the problem under consideration? Why is government intervention necessary? 
There is no clear way in which Clinical Commissioning Groups (CCGs) can create a binding joint decision 
making body between themselves, such as PCTs have previously used, or with NHS England. As a result, 
CCGs have struggled to deal with issues such as continuing healthcare and other patient specific funding 
requests they must determine, due to an inability to fully share resource. It has also had a profound effect 
on the ability to make decisions over services. Intervention is necessary to enable CCGs and NHS England 
to freely create joint committees that can make binding decisions on behalf of their members.  


 
What are the policy objectives and the intended effects? 
The objective is to enable CCGs and NHS England to make more effective decisions where those decisions 
cross CCG-CCG boundaries, or cross CCG-NHS England commissioning responsibilities. It is also 
intended to reduce the time costs of making those decisions, to reduce the administrative burden on CCGs 
and NHS England. Primary Care Trusts, the predecessors to CCGs, had this ability to form joint 
committees, and it has always been the intended policy direction to enable CCGs to form joint committees.  


 
What policy options have been considered, including any alternatives to regulation? Please justify preferred 
option (further details in Evidence Base) 
Two options are investigated here:  
(0) do nothing, and  
(1) introduce regulations to enable CCGs to form joint committees with other CCGs and with NHS England.  
Non-regulatory options have not been considered as the impediment to CCGs and NHS England achieving 
the intended outcomes is regulatory in nature. 
 
The preferred option is option (1), as it enables CCGs and NHS England to form joint committees where 
they wish to do so, without being prescriptive. This will improve the quality of decision-making and reduce 
the administrative costs of making those decisions. The costs and benefits included here are indicative, and 
further information is sought as part of the consultation.  


 
Will the policy be reviewed?  It will not be reviewed.  If applicable, set review date:  Month/Year 
Does implementation go beyond minimum EU requirements? N/A 
Are any of these organisations in scope? If Micros not 
exempted set out reason in Evidence Base. 


Micro
No 


< 20 
 No 


Small
No 


Medium
Yes 


Large
Yes 


What is the CO2 equivalent change in greenhouse gas emissions?  
(Million tonnes CO2 equivalent)   


Traded:    
N/A 


Non-traded:    
N/A 


I have read the Impact Assessment and I am satisfied that, given the available evidence, it represents a 
reasonable view of the likely costs, benefits and impact of the leading options. 


Signed by the responsible Minister:   Date:       
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Summary: Analysis & Evidence Policy Option 1 
Description:        
FULL ECONOMIC ASSESSMENT 


Price Base 
Year  2014 


PV Base 
Year  2014 


Time Period 
Years  10 


Net Benefit (Present Value (PV)) (£m) 
Low: Optional High: Optional Best Estimate: 6.0 


 
COSTS (£m) Total Transition  


 (Constant Price) Years 
 
 


Average Annual  
(excl. Transition) (Constant Price) 


Total Cost  
(Present Value) 


Low  Optional 


N/A 


Optional Optional 


High  Optional Optional Optional 


Best Estimate 
 


0 0.6 4.8 


Description and scale of key monetised costs by ‘main affected groups’  
CCGs and NHS England will incur time costs from sitting on joint committees. The cost of one joint 
committee is estimated at around £10,000, and there may be in the region of 60 decisions a year that would 
benefit from a joint committee, costing arounf £0.6m per year. These costs would call on CCGs and NHS 
England, with no costs on the private sector. Estimates are indicative, and further information is sought 
through the consultation.   


Other key non-monetised costs by ‘main affected groups’  
There may be further costs of liaison between the joint committees and individual CCGs (and NHS England 
where appropriate). However, this is assumed to be negligible.  


BENEFITS (£m) Total Transition  
 (Constant Price) Years 


 
 


Average Annual  
(excl. Transition) (Constant Price) 


Total Benefit  
(Present Value) 


Low  Optional 


N/A 


Optional Optional 


High  Optional Optional Optional 


Best Estimate 
 


0 1.3 10.8 


Description and scale of key monetised benefits by ‘main affected groups’  
CCGs and NHS England will no longer have to form separate committees to come to a decision. The cost 
of these separate committees is assumed to be the same as for a joint committee, which may be in the 
region of £10,000 per decision. Joint committees may avoid the need for around 130 separate committees, 
reducing costs by around £1.3m per year. Benefits fall on CCGs and NHS England, with no private sector 
costs. Estimates are indicative and further information is sought through the consultation. 


Other key non-monetised benefits by ‘main affected groups’  
There are likely to be further benefits to the health system from enabling CCGs and NHS England to form 
joint committees. Joint decision-making is likely to lead to better quality decisions that take into account 
effects across the wider health economy, rather than being focussed on an individual CCG, for example. 
This would manifest itself through improved health outcomes over a longer time period.  


Key assumptions/sensitivities/risks Discount rate (%) 
 


3.5 
The analysis assumes that when CCGs and NHS England form joint committees, they will no longer need 
to form separate committees as well. If this is not the case, cost savings will be lower, potentially leading to 
a negative net benefit. However, as CCGs and NHS England are not required to form joint committees, it is 
likely that they would only choose to do so if it either saves them administrative time or is likely to lead to 
better outcomes for the health system, i.e. a positive net benefit.  


 
BUSINESS ASSESSMENT (Option 1) 


Direct impact on business (Equivalent Annual) £m:  In scope of OITO?   Measure qualifies as 
Costs: 0 Benefits: 0 Net: 0 No NA 
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Evidence Base (for summary sheets) 


Problem under consideration and rationale for intervention 
1. There is no clear way in which CCGs can create a binding joint decision making body between 


themselves, such as PCTs have previously used, or with NHS England. As a result, CCGs have 
struggled to deal with issues such as continuing healthcare and other patient specific funding 
requests they must determine, due to an inability to fully share resource. It has also had a profound 
effect on the ability to make decisions over local services that cross CCG boundaries or cross 
responsibilities with NHS England (for example over specialised services). Intervention is necessary 
to enable CCGs and NHS England to freely create joint committees that can make binding decisions 
on behalf of their members.  


2. A practical example of this might be a service across CCG boundaries where there is a need to 
review both specialised (NHS England) and non-specialised (CCG) elements and improve that 
service based on the best possible outcome for the population served.  The outcome could lead to 
an increase in costs/risks for either NHS England or the CCGs involved, so they would need to be 
bound into a shared process to reach those difficult decisions. 


Policy objectives and intended effects 
3. The objective is to enable CCGs and NHS England to make more effective decisions where those 


decisions cross CCG-CCG boundaries, or cross CCG-NHS England commissioning responsibilities. 
It is also intended to reduce the time costs of making those decisions, to reduce the administrative 
burden on CCGs and NHS England. Primary Care Trusts, the predecessors to CCGs, had this 
ability to form joint committees, and it has always been the intended policy direction to enable CCGs 
to form joint committees. 


Description of options considered and preferred option 
4. Two options are investigated here: (0) do nothing, and (1) introduce regulations to enable CCGs to 


form joint committees with other CCGs and with NHS England. Non-regulatory options have not 
been considered as the impediment to CCGs and NHS England achieving the intended outcomes is 
regulatory in nature. 


5. The preferred option is option (1), as it enables CCGs and NHS England to form joint committees 
where they wish to do so, without being prescriptive. This will improve the quality of decision-making 
and reduce the administrative costs of making those decisions. As described in the section above, 
PCTs had this ability to form joint committees, and it has always been the intended policy direction 
to enable CCGs to form joint committees. 


Option 0: do nothing 


Costs of option 0 


6. By doing nothing, CCGs and NHS England incur time costs from sitting on multiple committees. If no 
action is taken, then separate committees will be needed in each organisation to come to a decision, 
as well as time costs in liaising and agreeing between committees. These time costs are calculated 
in the sections below and then set equal to zero, in order to then calculate the incremental cost of 
option 1 over and above doing nothing.  
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(a) CCG-CCG decisions 


7. It is not certain how many decisions would benefit from being considered by joint committees. If 
each CCG expects to be involved in one decision every five years and these cross the borders of 
around three CCGs in total, there would be approximately 14 decisions per year that would benefit 
from a joint committee (211 ÷ 3 ÷ 5). Under the current system, these would require 42 committees 
to be set up each year (one in each of the three CCGs for each of the 14 decisions). This is an 
indicative figure, as there is currently no robust information on the number of decisions that may 
benefit from joint committees. Further information is sought as part of the consultation.  


8. The total cost of a time-limited committee is assumed to be approximately £10,000, based on the 
time costs of the Chief Executive and other members of staff that would sit on the committee. These 
are detailed in Annex A. This cost is purely indicative, and further information is sought as part of the 
consultation to refine the costs of joint committees and their associated activities.  


9. Therefore the total cost of committees involving decisions between CCGs might be around £0.4m 
per year, or £3.6m over a ten year period (when discounted at 3.5% per year).  


 


(b) CCG-NHS England decisions 


10. Again, it is not certain how many decisions would benefit from being considered by joint committees. 
If each CCG expects to be involved in one decision with NHS England every five years and these do 
not affect other CCGs, there would be approximately 42 decisions per year that would benefit from a 
joint committee (211 ÷ 5). Under the current system, these would require 84 committees to be set up 
each year (one in the CCG and one in NHS England for each of the 42 decisions). Again, this is an 
indicative figure, as there is currently no robust information on the number of decisions that may 
benefit from joint committees. 


11. The total cost of a committee is assumed to be approximately £10,000, based on the time costs of 
the Chief Executive and other members of staff that would sit on the committee. These are detailed 
in Annex A. It is assumed that the time and resource cost to NHS England would be roughly 
equivalent to that for CCGs.  


12. Therefore the total cost of committees involving decisions between a CCG and NHS England might 
be around £0.8m per year, or £7.2m over a ten year period (when discounted at 3.5% per year) 


 


(c) Total cost 


13. Under these scenarios, the indicative total cost would be around £1.3m per year, or £10.8m over a 
ten year period (when discounted at 3.5% per year).  


14. These costs from doing nothing are set to equal zero by definition to provide a baseline for analysis. 
The costs under option 1 are therefore over and above those from doing nothing.  


 


Benefits of option 0 


15. The benefits that accrue from doing nothing (option 0) are set to equal zero by definition to provide a 
baseline for analysis. The benefits under option 1 are therefore over and above those from doing 
nothing.  


Net benefit of option 0 


16. The net benefit of doing nothing is therefore also zero.  
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Option 1: introduce regulations to enable CCGs to form joint 
committees with other CCGs and with NHS England 


Costs of option 1 


17. There will be additional costs under option 1 from the creation of joint committees. These are likely 
to be more than offset by the reduction in costs from no longer needing separate committees in each 
CCG (or in NHS England). These savings are outlined in the benefits section.  


 


(a) CCG-CCG joint committees 


18. Under option 1, there would only need to be 14 joint committees per year under the scenario 
investigated above (rather than 42 separate committees). These are assumed to be of roughly the 
same size as each of the individual CCG committees described in option 0, i.e. with a cost per 
committee of £10,000. If this is not the case and the joint committee is larger, the costs may rise, but 
are highly unlikely to be greater than the cost savings outlined below. Under this scenario, the 
indicative total cost would be £0.14m per year. The total cost over ten years would be £1.2m (when 
discounted at 3.5% per year).  


  


(b) CCG-NHS England joint committees 


19. Under option 1, there would only need to be 42 joint committees per year under the scenario 
investigated above (rather than 84 separate committees). Again, these are assumed to be of roughly 
the same size as each of the individual CCG or NHS England committees described in option 0, i.e. 
with a cost per committee of £10,000. Under this scenario, the indicative total cost would be £0.4m 
per year. The total cost over ten years would be £3.6m (when discounted at 3.5% per year).  


 


(c) Total quantifiable cost 


20. Under these scenarios, the total incremental cost would be around £0.6 per year, or £4.8m over a 
ten year period (when discounted at 3.5% per year). As described above, this is an indicative cost, 
and further information is sought as part of the consultation to refine these estimates.  


 


Benefits of option 1 


21. Separate committees in each CCG (and in NHS England where relevant) will no longer be needed 
to make decisions, as this is now the responsibility of the joint committee. As a result, the costs 
identified in option 0 will no longer be borne by CCGs and NHS England. These costs were 
identified in the costs section of option 0.  


 


(a) CCG-CCG committees 


22. Cost savings for CCG-CCG decisions would therefore likely be approximately £420,000 per year, or 
£3.6m over a ten year period, based on these indicative assumptions.  


 


(b) CCG-NHS England committees 


23. Cost savings for CCG-NHS England decisions would therefore likely be approximately £840,000 per 
year, or £7.2m over a ten year period, based on these indicative assumptions. 
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(c) Total quantifiable cost-saving 


24. Under these scenarios, the total indicative incremental cost saving would be around £1.3m per year, 
or £10.8m over a ten year period (when discounted at 3.5% per year).  


 


(d) Wider unquantifiable benefits 


25. There are likely to be further benefits from enabling CCGs and NHS England to form joint 
committees. The main benefit is that decisions are more likely to be binding, so that individual 
parties do not have to separately go back up through their governance structures to corroborate joint 
agreements. 


 


Net benefit of option 1 


26. With an incremental cost of £0.6m per year (from the new joint committees) and incremental cost 
saving of £1.3m per year (from no longer needing separate committees in CCGs and NHS England), 
the indicative net benefit is approximately £0.7m per year. The total net present value of this over 
ten years is £6.0m (when discounted at 3.5% per year). This net benefit is purely indicative, and 
further information is sought as part of the consultation to refine the costs and benefits of joint 
committees and their associated activities.  


 


Risks and assumptions 
27. The analysis assumes that when CCGs and NHS England form joint committees, they will no longer 


need to form separate committees as well. If this is not the case, cost savings will be lower, 
potentially leading to a negative net benefit. However, as CCGs and NHS England are not required 
to form joint committees, it is likely that they would only choose to do so if it either saves them 
administrative time or is likely to lead to better outcomes for the health system, i.e. a positive net 
benefit. 


28. The costs of joint and separate committees are indicative, and likely to vary substantially, depending 
on the type of decisions being made. However, the costs and cost savings are likely to vary 
proportionately – if the decisions is of a larger scale, then the size of the joint committee (and 
therefore its time cost) will grow. However, the size of the separate committees that would have 
existed would also have been larger, leading to greater cost savings. The costs and cost savings 
quantified here therefore provide an indication of the scale of the issue, but should be treated with 
caution. Further information is sought as part of the consultation to refine these estimates.  


 


Direct costs to business (under One-In-Two-Out methodology) 
29. The direct costs to business are zero, as the legislation only relates to CCGs and NHS England. Any 


impact on business is uncertain and will only be felt indirectly, as a result of any decisions made 
through joint committees. The legislation is not intended to directly influence the content of these 
decisions one way or another.  
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Annex A: Cost of a committee 
A committee is likely to involve Chief Executives, senior staff and a secretariat to support the meetings. 
The following table outlines who these might be in more detail, along with their likely salary. It is 
assumed that the committee would sit once a month for two and a half hours, and would take a year to 
produce a final decision. This implies 30 hours of each member’s time. The total suggested time cost of 
a committee is therefore in the region of £10,000. This cost is purely indicative, and further information is 
sought as part of the consultation to refine the costs of joint committees and their associated activities. 


 


Member of committee Salary per hour (£) Total cost of member’s time (£) 


Chief Executive (1) 66 2,000 


Senior clinician – GP (2) 65 2,000 


Senior clinician – consultant (3) 78 2,300 


Senior nurse (4) 23 700 


Finance representative (5) 54 1,600 


Healthwatch representative (6) 12 400 


Secretariat, senior (7) 31 900 


Secretariat, junior (8) 21 600 


Total 350 10,500 
 


Notes 


(1) CCG Chief Exec salary: £105,000 - £120,000 (recommended by NHS England), working 1660 hours 
per year 


(2) General practitioner: £107,700 (PSSRU unit costs of health and social care 2012), working 1660 
hours per year (NB consultant salary is on a par with this) 


(3) Surgical consultant: £128,800 (PSSRU unit costs of health and social care 2012), working 1660 
hours per year (NB consultant salary is on a par with this) 


(4) Advanced nurse: £38,900 (PSSRU unit costs of health and social care 2012), working 1660 hours 
per year 


(5) CCG Finance Officer salary: £85,000 - £95,000 (recommended by NHS England), working 1660 
hours per year 


(6) Based on an assumed annual salary of £20,000, working 1660 hours per year 


(7) Agenda for Change pay band 8b: £45,707 - £56,504, working 1660 hours per year 


(8) Agenda for Change pay band 7: £30,764 - £40,558, working 1660 hours per year 
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 DURHAM DALES CLINICAL GROUP 
Thursday 28 November 2013 


13.40 – 17.00 
Boardroom, Bishopgate Medical Centre, 178 Newgate Street, Bishop 


Auckland DL14 7EJ 
 


CONFIRMED MINUTES 
 
Present Role Organisation 
David Robertson (DR) 
(Chair) 


GP Lead Barnard Castle Surgery 


Lynne Carter (minutes)  
(LC) 


Locality Administrator Co-ordinator Durham Dales Locality, DDES CCG 


Mark Booth (MB) Finance Manager & Corporate Locality 
Support 


DDES CCG 


Catherine Harrison (CH) GP – Prescribing Lead Auckland Medical Group 
Gareth Chin (GC) GP Lead Willington Medical Practice 
Ian Waldin (IW) GP Lead Gainford Surgery 
Sue Benstead (SB) GP Bishopgate Medical Practice & Evenwood 


Surgery 
David Catterick (DC) GP Lead North House Surgery 
Kamel Fernando (KF) GP Station View Medical Centre 
Hazel Dendle (HD) GP Weardale Practice 
Jonathan Nainby-Luxmoore 
(JNL) 


GP Lead Old Forge Surgery 


Hayley Yarrow (HY) GP Registrar Old Forge Surgery 
Margaret Taube-Brown 
(MTB) 


Practice Manager Barnard Castle Surgery 


Julia Steele (JS) Practice Manager Willington Medical Practice 
Nicola Finch (NF) Practice Manager Gainford Surgery 
Susan Atkinson (SA) Practice Manager Auckland Medical Group 
Jane Dickson (JD) Practice Manager Old Forge Surgery 
Vicky Watson (VW) Practice Manager & Locality Lead Weardale Practice 
Philip Jackson (PJ) Practice Manager Bishopgate Medical Practice 
Anne Beattie (AB) Assistant Practice Manager Bishopgate Medical Practice 
Lynn Fleming (LF) Office Manager Station View Medical Centre 
Cherrie Hirst (CHH)  Office Manager Willington Medical Practice 
Esther Mireku (EM) Public Health Lead Durham County Council 
Frances Hindley (FH) Practice Manager Pinfold Medical Centre 
April Futter (AF) Practice Manager Woodview Surgery 
Sandra Parrett (SP) Patient Representative Durham Dales PRG 
Cliff Allison (CA)  Patient Representative Durham Dales PRG 
Richard Harrety (RH) Senior Commissioning Manager NECS 
Mike Brierley (MBR) Commissioning Support NECS 
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Item No 


 
 Action 


 Thanks were given to Steven Johnston of Novonordisk for kindly providing 
and sponsoring lunch for today’s meeting 
 


 


1 DDES draft policy for working with the pharmaceutical industry -  Kate 
Huddart 
 
Kate Huddart (KH) was in attendance to discuss the draft policy for working 
with the pharmaceutical industry. KH explained that there needed to be 
some framework around this, therefore a policy has been drafted.  KH is in 
the process of obtaining comments on this from all three localities. It was 
pointed out that this policy only applies to CCG employees and not 
practices.  
 
It was suggested that localities need to start keeping records of all dealings 
and interactions with pharmacy companies and try to work with a minimum 
of two companies when working on projects to see what benefits can be 
accessed.  Managers are to keep all records. There is a template attached 
to the policy as an appendix which can be used. 
 
Sponsored lunches will still be continuing, however this needs to be 
documented within the minutes. Also the sponsor needs to obtain their own 
signing in sheet, copies of our registration sheets are not to be provided to 
them.  This must be clearly communicated to all future sponsors. 
 
KH asked that that if anyone had any questions or changes to the policy, 
that they contact her direct. All comments to be fed back to KH in the next 
couple of weeks. 
 
Once the Executive Committee are on board with this policy, work will need 
to be done with admin to set up an electronic system so keep these all in 
one place.   
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ALL 


2 Apologies for Absence: Gail Patterson, Dilys Waller, Stewart Findlay, 
Shashi Chandrasekhar, Satinder Sanghera, Denise Simpson 
 


 


3 Declarations of Interest  


Kate Huddart (KH) Medicines Management Lead DDES CCG 
Apologies   
Satinder Sanghera (SS) GP DDES CCG 
Gail Patterson (GP) Project Lead, Clinical Commissioning Durham Dales Locality, DDES CCG 
Mark Pickering (MP) Head of Finance & Performance DDES CCG 
Stewart Findlay (SMF) Chief Clinical Officer DDES CCG 
Shashi Chandrasekhar (SC) GP Pinfold Medical Practice 
Denise Simpson (DS) Practice Manager North House Surgery 
Dilys Waller (DW) GP Lead Woodview Surgery 
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There were no declarations of interest. 


 


4 Minutes of the meeting held on 24 October 2013 
 
The minutes from the meeting on Thursday 24 October 2013, were agreed 
as a true and accurate record. 


 
 


5 Matters arising from the meeting held on 24 October 2013 
 
CH was asked if he had discussed the ANP issue with his partners, however 
this issue has now been resolved. 
 


 


6 Review of Action Log 
 
The action log was updated in line with comments made. 
 
Update on IT next meeting. Joseph Chandy to be invited to present at next 
meeting. 
 
ANP issues – write to Stewart regarding concerns. RH to look into who at 
NECS is monitoring this pilot. 
 


 
 
 
 


LC 
 
 


VW & 
RH 


7 Directed Enhanced Services - Alison Ayres 
 
Alison Ayres was in attendance and updated the group on Directed 
Enhanced Services.  They are leading on remote care monitoring. 
 
Work is still ongoing this year, although the contract changes will come into 
place next year. This may reappear in a different form.  A little bit of work is 
needed to fulfill the DES.  AA has looked into the evidence on this, the paper 
on this has been circulated to the group, and AA presented two options, 
Hypertension or COPD. It was decided that the group would take a vote on 
these options and then the one with the majority would be chosen. 
 
The group then took a vote, one per practice, the results were: 
 
5 Hypertension 
6 COPD 
 
AA informed the group that the other two localities voted for Hypertension, 
therefore as this received the majority vote, this would be option that CCG 
take forward. 
 


 
 


8 QOF QP Gynae pathway - Alison Ayres and Dr Anne Blandford  
 
AA was in attendance with Dr Anne Blandford who explained about the 
pathways and the fact that two have been chosen per locality.  One of 
Easington‘s pathways were to look at Gynae.  Dr Blandford  wanted to look 
at reducing the referrals to gynae for bleeding by allowing patients to have 
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LNG-IUS (Mirena) fitted in Primary Care for Menorrhagia.  Audits are being 
looked at regarding this. It was reported that if practices don’t have the 
facilities to fit these, patients could be referred to a neighboring practice, as 
most practices in this area can fit these.  They can negotiate with a local 
practice to fit them.  It was thought that this would be a better service to offer 
patients before a referral to Gynae is made. 
 
Responses are needed from practices as soon as possible, as all QP 
pathways need to be treated as a priority.   
 
No one from the group had any questions or comments. The group agreed 
to adopt the pathway. 
 
Risk stratisifcation  
 
Lists of patients are now looked at on RAIDR.  Quarterly meetings are 
needed.  If a meeting does not take place in December, it must be held in 
January.  District Nursing have been involved already. Heads of services at 
the local trusts i.e. TEWV, CDDFT  etc. have been written to, to inform them 
that they may need to be pulled into these meetings.  More information can 
be found on GPTeamNet which includes a template and questions with yes 
and no answers, which are to be completed. 
 
It was asked if deceased patients need to be replaced.  It was confirmed that 
they do to ensure that the numbers remain the same.  AA will be including 
the action log and additional information in future weekly newsletters.  
 
The group were asked to contact AA with any queries. 
 
Paediatrics 
 
AA  explained to the group that Carol Hardy is the clinical lead on this, but 
unfortunately could not be in attendance at today’s meeting. Practices have 
three options but are not expected to deliver all three elements. 
 


· To invite children under 8 who have either; 
• A new diagnosis of asthma 
• Regular use of an inhaler but no diagnosis of asthma 
• Diagnosis of bronchiolitis 


 
· Practices will also be asked to give a new booklet, Common 


Childhood Illness to parents/carers as part of a routine visit and will 
commit to holding a set number of appointments after school hours 
specifically for poorly children. The information in the booklet will also 
be made available electronically 


 
· Practices will block out a number of appointments late in the 


afternoon on school days in order to ensure that children can be seen 
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after school.  The number of appointments will be for the practice to 
determine. 


 
Discussions have took place about practices signing up to a code of 
practice, that a child under 5 will be seen on the same day. 
 
A copy of childhood illness booklet will be circulated to the group once 
available. 
 
Any feedback to be sent to AA via email by Thursday 12 December to say 
whether practices feel this is practical or not. 
 
A question was asked, as to whether this was the same thing that GP was 
requesting funding for.  It was thought that it was.  


 
 
 
 
 
 


AA 
 
 


ALL 


9 QOF QP Pathways  - Richard Harrety, NECS 
 
RH from NECS was in attendance to update the group and all the current 
GP pathways.  The group were informed that Helen Moore has been leading 
on this. 
 
Epilepsy – Templates have been developed which are available, aim of 
pathway is to focus on the wider determinants of health for patient with 
epilepsy and LD or have had an admission in the last 12 months.  How 
practices target and support these patients should be determined by each 
practice. 
 
Medical Unexplained Symptoms – IAPT service delivered by TEWV.  
Currently, patients are identified by TEWV and are contacted without any 
prior knowledge of the reason they have been identified resulting in a high 
level of DNA’s.  The aim of the pathway change is to involve GP’s to help 
identify patients and support them in accessing the service.  Training is 
needed within practices, which will be made available.  An option would be 
to hold a lunch time training session for practices.  For QP purposes, 
evidence d to show the pathway change will be by staff accessing training 
and the increase in activity at a service level.   
 
This and all the other QP pathways were accepted by the group. 
 


 


10 ENT pathway – All practices 
 
JS asked the group if they had any questions on what had been circulated.  
SS had drafted this originally.   
 
This is based around Clinicians referring into either Nurse Led Service or 
Community ENT Clinics at a lower tariff than consultant tariff for Aural Toilet. 
 
The process is being worked up and once completed, this will be emailed 
out to explain how it will work.  
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11 Winter pressure update - Richard Harrety 
 
RH explained that a lot of work is being done by localities and the CCG, by 
being proactive and improving A & E performance. These are: 
 
CDDFT have been asked to carry out daily ward rounds and also board 
rounds ( which should be carried out everyday). ECIST to come in and do 
some work.   
 
111 diverting this weekend, 30 – 40 directs over the weekend expected 
(information based on North Durham CCG figures). Most appointments  will 
be pre bookable.   
 
A & E diverting patients – a bit more complex but being looked at. 
 
Paramedic ring back scheme – It may not be appropriate for paramedics to 
take patients to A&E.  They could phone a GP for some advice.  They ring 
one central GPO and get a ring back within 3 -4 minutes, where the GP can 
speak to the patient.  50% were dealt with over the phone and didn’t need to 
go to A & E.  They are in the process of looking at GP transport during the 
day, through the urgent care centre, approximately 6 calls during the day. It 
is hoped that this will be in place from Monday. The group suggested that in 
hours, paramedics should try and call the patients GP first, then if no call 
back within 5 minutes, then ring the central GP number. RH agreed to add 
that into paperwork. 
 
Score – The group were asked if they thought this was a good idea and it 
was agreed that it was.  It was thought that this should be happening 
anyway. A consistent measurement of the patient is needed.  This is worth 
exploring. 
 
Winter data collection exercise – The group were referred to the recent 
email sent by SF regarding the release of data to monitor spikes in 
practices.  The group were asked to consider taking part in this data 
collection exercise and reply to SF with responses. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


RH 
 
 
 
 
 
 
 
 


ALL 


12 Step up beds - Vicky Watson 
 
It has been agreed to extend this pilot. There are now 4 nursing homes on 
board.  Now looking to commission next year as a long term service.  The 
group were asked if Durham Dales want to be involved with this? 
 
Work will be undertaken to carry out wider engagement through PRGs on 
this.   
 
The current pilot ends on 31 March 2014.   
 
JNL asked what would happen if a practice does not have a nursing home in 
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their area, as they don’t.  It was confirmed that they could refer patients to 
their nearest nursing home.  However this posed a further question as to 
which GP would look after the patient, would it be the patient’s own GP or 
the GP from the practice in the nursing home area? This needs to be looked 
at and agree how this would work. 
 
No objections were made pending further discussion on how the service 
runs in the next 4 months and locality having input into service development. 
 


13 Community Diabetes Clinic - Vicky Watson 
 
RH gave the group and update on this scheme.   
 
The group were asked to acknowledge the findings in the evaluation report 
and consider the impact of withdrawing the service and the affect this will 
have on patients and practices  
 
A decision needs to be made as to whether to utilise £38K of 
transformational funds to extend the current pilot until the end of March 2014 
to enable contract negotiations to continue re incorporating the service into 
the current contract or allow the service to come to an end as planned. 
 
During a discussion, the group agreed that this was a well utilised service.  
Practices were upset to learn that this clinic will end and so quickly.   
 
It was explained that the CCG had thought that this would form part of the 
blocked contract, however CDDFT have confirmed that this is not the case.   
 
DR asked the group if we should continue to fund this or say to CDDFT that 
we want it dealing with as part of the block contract, which they may refuse 
to do. 
 
CA felt patients have not been considered in this process. 
 
This service may go out to tender from April as part of a DDES wide service, 
which will be a 3 year contract, worth £1m. This may encounter  
procurement difficulties.   
 
It was reported that other localities are funding until the end of March which 
has always been the case.  Durham Dales runs out in November as we 
started the service before the other two localities with it being a Durham 
Dales initiative, which Sedgefield and Easington adopted. 
After further discussion, the group decided to fund the service until the end 
of March. Main points of discussion were: 
 
· VW agreed to write a letter to:  


· express concerns and our disappointment that CDDFT did not have 
an exit plan in place for the service leaving patients at risk 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


VW 
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· as a locality we feel it should be picked up as their block contract and 
the situation we are in is not acceptable  


· the extension of the funding is to further support the pump priming of 
this service whilst it is negotiated into their contract 


 
· It was felt that Durham Dales withholding this service would not have 


sufficient impact on CDDFT as the other two areas are funding their 
service until March 2014 


 
· The group  felt we could fund a DSN service only - VW suggested looking 


at this post March 2014 due to contract changes for such a short period 
of time in the interim   


 
14 PRG Update - Cliff Allison/Sandra Parrett 


 
CA introduced SP to the group. The group welcomed SP. 
 
At the last PRG meeting, the group agreed which items were to be reported 
back on. These were: 
 
• Patient Engagement chart  
• Healthwatch information  
• Update on hydrotherapy pool – Audrey Quinn is working with physio’s 


and looking to do a  business case 
• Advised the on DDES Stakeholder event on Friday 13 December at 


Spennymoor Town Hall 
 


 


15 Project Update – Aspyre report  - Vicky Watson 
 
GP was unable to attend the meeting, therefore VW updated the group on 
her behalf. 
 
VW discussed the content of Transformation Access Fund form for approval 
of the DDES Childhood Illness Patient Information Service, which is required 
for the initial set costs for the childhood illness website. 
 
It was agreed that this should  be approved if we need to implement the 
pathway, if pathway is not implemented, then this funding should not be 
approved. 
 
The group agreed that the access form did not provide enough information 
to make a decision on this.  It was suggested that a business plan/service 
spec be presented to the group at the next meeting for further consideration.   
 
The group acknowledged GP’s update. 
 
QOF QP for A & E – the plan has been circulated to Practice Managers.  
This contains what was discussed at the peer review. The group were happy 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


GP 
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with the action plan, and agreed that each practice would to report back and 
update on this at the end of March 2014.   
 


16 Finance update - Mark Booth 
 
MB was in attendance to update the group on the month 7 financial 
situation.  It was reported that the CCG is still on track to meet the agreed 
revised surplus of £5.5m. 
 
The pressure areas from previous months continue i.e. BMI Woodlands 
contract and prescribing costs 
 
NECS are looking into BMI referrals, to see if these are coming from CDDFT 
or whether they are new patients.  As BMI have a must reduced waiting 
time, it looks to be patient choice.  Work ongoing to look at conversion rates, 
Darlington CCG in particular believe that patients referred to BMI have  a 
much higher proportion of procedures as opposed to say physio as 
consultants get 50% of the fee. 
 
Acute – the non block contracts with South Tees and Newcastle are showing 
overspends, although NECS are analyising the data provided by these to 
ensure specialized drugs and devices are going to specialised 
commissioning this year and not to us.   
 
Continuing Healthcare  – slightly worse, around £300k and this is due to a 
recalculation of the risk share which had previously been applied incorrectly. 
 
All Winter pressure invoices have been received, just one outstanding.  
These will be paid this weekend. 
 
All DDP invoices should have been paid now.  AF did not think that they had 
received payment for this.  AF to resend to MB a copy of the invoice and he 
will look into this. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


AF & 
MB 


17 Paediatric Rapid Access Service (CDDFT) - Jonathan Nainby-Luxmoore 
 
JNL had made a referral into this service recently and was disappointed as it 
was not treated as urgent.  DR agreed to write to the relevant person to 
highlight this issue.  It is expected that urgent appointments are made 
available to GP practices in a timely manner. 
 


 
 
 
 


DR 


18 New Ways of Working Update  - Vicky Watson 
 
VW informed the group that work is underway to look at how the CCG are 
working and are planning to re-organise at a DDES level.  A survey has 
been sent out to staff and wider.  This will form ideas and opinions of how 
the organisation is if going look in the future. 
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Some practices commented that they found the survey  very lengthy and 
long winded.  
 
The main summary points to date were: 
 


· Excellent response  
· Duplication across localities 
· Delayed decisions because of locality structure 
· Lack of support to localities 
· Leadership issues 
· Need for better use of NECS 
· Too many meetings 
· Need closer working with North Durham 
· Gap in support from directors i.e. nothing in between admin and 


directors 
· Differential workloads 
· Should be one team/central support 
· One DDES meeting to replace locality meetings 
· Too many papers for GPs 
· Personal comments have been removed, but these will not be 


ignored and will result in changes 
 
The next steps will be to read through all the feedback and look at 
restructure options in December. 
 
Clair White and Stewart Findlay will attend the next meeting to update the 
group further. 
 
It is important that practices views are represented.   
 
CA expressed his own opinion in that he did not agree with the three 
localities coming together in the first place.  He does not like the idea of 
further unity. 
 
The group were invited to contact VW outside of the meeting with any 
particular views they wish to feedback to the CCG. 
 
CA will ask for the patient group for their opinions. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


ALL 
 
 


CA 


19 Assurance checkpoint – Mike Brierley 
 
MBR was in attendance and gave the group an update on recent assurance 
checkpoint.  This is the second quarterly checkpoint which took place in front 
of the Area Team on 27 November.  The CCG must demonstrate to the Area 
Team that they are performing. 
 
There are four domains, each will have a scorecard, with a number of 
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indicators for each.  
 
MB talked the group though the presentation that was gave at the recent 
meeting  
 
The following were discussed: 
 


· DDES CCG Financial Summary as at 31October 2013; Budget to 
Actual Variances as at 31st October 2013; Non recurring update 


· Primary care 
· Enhanced Services 
· Delivering Outcomes – KLOE Concerns 
· Local Quality Premium Indicators 
· Delivering outcomes and local priorities – CDDFT Deep Dive 
· Delivering outcomes and local priorities – 2013/14 Project Delivery 
· 2014/15 Planning – Call to Action 
· 2014/15 Planning – Integration Transformation Fund 
· 2014/15 Planning – Joint Planning 


 
Work is being carried out by looking at projects to see what can be carried 
forward, and to do an impact assessment on these.  Looking to reduce these 
to a manageable amount, so that the Area Team know that we will do what 
we say we can do. 
 
Initial feedback from the meeting was that it went well, formal feedback will 
be received shortly. 
 
7 days services – local health economy has put a bid in, to become part of 
the national 7 days service. A meeting will take place in January, where 
clinical leaders will be brought together together to look at removing barriers 
and transformation change. 
 
Durham County Council, North Durham CCG and DDES CCG  will be 
coming together to plan. This is in the very early stages at the moment.  
 


20 · COPD & AF practices' performance – monthly data 
 
DW was unable to attend the meeting, however DR updated the group on 
her behalf 
 
COPD Data 
 


· Points Pilot which finished in July 13 showed a 10% increase 
improvement in quality of COPD annual review data in Durham 
Dales. Our admissions had reduced to 86% of baseline 2y 
earlier(Sedgefield 97% & EASINGTON 120%), so well done everyone 
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· Noted that low post bronchodilator fev1- this might be a coding issue 
and needs checking 3. Pulmonary rehab is 2nd most effective 
treatment after stopping smoking & should be done at least every 
18/12 & after a hospital admission  


 
· Low exacerbation recording. It is important to discuss and record this. 


Each time there is an exacerbation, more lung tissue is damaged.  
 


· All should have 100% flu & pneumovacc cover in these patients to 
reduce important causes of exacerbations. These patients should be 
targeted ASAP before winter sets in 


 
· Margaret Smith is only around for the next 2 weeks, should anyone 


need a catch up 
 


DW wanted the group to consider if Margaret's role needed replacing in 
future. The group decided that it did not. 
 
AF Data 
 
Column 3 should be % pulses checked in last year. 
 
Points to note: 
 


· Bishopgate & Evenwood are not checking many pulses 
· Not all irregular pulses are having ECG ( should be within 48h) 
· Most practices not using new AF annual review template, so won't get 


QP points.  
 
 
The following documents and minutes were provided to the group for 
Information: 
 


· Risk register update – Durham Dales 
· Governing body – 8 October 2013 
· Executive Committee – 01, 22 & 24 October 2013 
· Practice managers – November 2013  
· Patient group notes – 4 October 2013 
· Chief Officers update – 25 October 2013 


21 Any other business  
 
There was no other business to report. 
 


 


 
Next meeting: Thursday 12 December 2013, 13.40–17.00, Bishopgate Medical Centre, DL14 7EJ.  
All apologies to Lynne Carter at lynnecarter@nhs.net 
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Minutes approved by: Vicky Watson 
 
 
 
 
Signature:  
 
 
 
Position: Durham Dales Locality Lead – DDES CCG 
 
Date: 12.12.13 
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    Executive Committee 
19 November 2013 


8.45am to 12.00 noon 
Boardroom, Sedgefield Community Hospital 


 
CONFIRMED MINUTES 


 
Present: 
Stewart Findlay  Chief Clinical Officer 
Dinah Roy   Director of Clinical Quality and Performance 
Gill Findley   Director of Nursing 
Joseph Chandy  Director of Primary Care Development and Engagement  
Mark Pickering  Head of Finance and Performance 
Sarah Burns   Head of Planning and Contracting 
Sue Humpish  Executive Assistant - Minutes 
 
Apologies:  
Clair White   Head of Corporate Services 
Mike Taylor   Chief Finance and Operating Officer 
Mike Brierley   Head of Customer Programme, NECS 
 
Item No 


 
 Action 


EC/13/225 Briefings from Meetings 
 
GF attended the NEAS QRG meeting and reported that she had 
recommended withholding payment for CQUIN in Q1 in relation to training 
paramedics in see and treat as NEAS had not achieved the target and the 
recovery plan would not help address the lost performance benefit. The 
Executive supported this recommendation.  
 
CDDFT Quality Accounts – GF attended and gave an update on the 
marketplace event and the information she had collected. 
 
Continuing Health Care Panel - GF attended the meeting to see how 
nurses dealt with the low cost cases.  However, she had serious concerns 
in that the Panel did not have the authority to reverse decisions made by 
nurses and did not appear to provide high levels of support and 
challenge.  The nurses who made the assessments did not attend the 
meeting which had to rely on their notes only.  In addition, some of the 
cases were up to three months old.  GF had highlighted her concerns with 
other CCG nurse leads.  This was discussed, and SF indicated that 
Rachael Shimmin at Durham County Council had commented that she 
was keen for a review to take place.   
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It was agreed that SF would raise at the Chief Officers’ meeting on 
Thursday.  If they were agreeable, MP and MT would arrange a deep 
dive Internal Audit review to identify areas of best practice, check 
compliance with processes and ownership of budgets.  This should build 
on any audit work already done. 
 
It was agreed that GF and DR would discuss the Implementation Group 
which should oversee the panel. 
 
Sexual Health LES – SB to update JC separately. 
 
CDDFT Contract meeting – SB updated the group on discussions, 
indicating that the risk share wording was being reviewed and that there 
were still issues with diabetes pilots.  MP had spoken to Peter Dawson 
about reaching a compromise on these.  Colleagues discussed a number 
of pilots and JC would brief SF separately on Arrhythmia. 
 
HELS commissioning meeting – The review was due to conclude by the 
end of December and it was proposed to extend the timescales. 
 
Grampian House – A meeting was taking place that day regarding local 
authority funding.   
 
Intrahealth – SB indicated that the meeting scheduled for later in the week 
was to be postponed because of a lack of a decision from the Area Team. 
 
MP and SB attended a meeting with the local authority regarding ITF and 
would draft a paper to update on the position.  They had drawn up a list of 
services that could be included and this was discussed. 
 
Public Health Prescribing – MP updated on the recent meeting which 
involved North Durham.  He updated on the three main issues: drug 
misuse; sexual health (contraceptive implant claims from practices); and 
smoking cessation (the meeting could not reach an agreement and had 
decided to go back to their respective executives for a view).  The 
Executive view was that the local authority should pay for this.  North 
Durham were currently taking the same stance.  MP to feed this view into 
the next meeting.       
 
JC attended the Health Network event in East Durham and updated on 
discussions had with a local MP at the event.   
 
New Ways of Working - SF indicated that completed questionnaires were 
being submitted by staff and stakeholders.  Some interesting comments 
were being received and it was agreed that action would need to be taken 
based on the feedback. 
 
 


 
SF 
MP/MT 
 
 
 
 
DR/GF 
 
 
SB 
 
 
 
 
 
JC 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MP/SB 
 
 
 
 
 
MP 
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SF had shared the papers for the Northern CCG Forum and Health and 
Wellbeing Board.  
 
Two meetings regarding CDDFT A&E Performance had taken place 
involving Sue Jacques.  SF updated the group on actions that they were 
and should be taking.  It was noted that the Emergency Care Intensive 
Support Team would not report on their findings until February/March 
2014.  CCG would continue to push for action. 
 
Urgent Care Board – SF informed the group that the Fire Service and 
Police had attended the recent meeting to give presentations about the 
issues they were facing with regard to NEAS. They would continue to 
send representatives to the meetings. 
 
DR pointed out that she was the chair of the Dementia Strategy Task 
Group and that when she left, DDES would need to appoint someone else 
to take over this and the clinical lead role.  It was noted that the group 
was supported by NECS. 
 


EC/13/226 Apologies for Absence 
 
Apologies were received from Clair White, Mike Taylor and Mike Brierley. 
 


 


EC/13/227 Declarations of Interest 
 
Non-Recurrent Funding – DR, JC, SF and SB. 
Federations – DR, JC, SF. 
Weekend Opening – DR, JC, SF. 
 


 


EC/13/228 Minutes of the meeting held on 5 November 2013  
 
The minutes were accepted as a true record. 
 


 
 


EC/13/229 Matters arising from the meeting held on 5 November 2013 
 
There were no matters arising. 
 


 


EC/13/230 Action Log 
 
The Action Log was reviewed and updated.  The following matters arose: 
 
NICE Guidance (EC/13/162) – DR felt that the process had not yet been 
through appropriate governance routes.  She understood it had been 
through the Northern CCG Forum but not the Regional Quality Group.  SF 
responded it was his understanding that no decisions had been made by 
Chief Officers.  SH to check the minutes. 
Commissioning Children’s Mental Health – Outcome of the review 
expected at the end of December.  SB indicated that the pathway for 
children who self-harm needed reviewing and DR responded that this 


 
 
 
 
 
 
 


SH 
 
 
 
SB 
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could be discussed at the meeting in December when MT would take over 
as Chair.  SB to add to agenda. 
  
Federations – A discussion took place about possible support for all 
providers for the formation of federations.  MP to provide an update at the 
next meeting. 
 
Nursing Home Schemes – SB updated on actions taken and discussions 
with North Durham about possibly ‘piggy backing’ onto one of their 
schemes.  Unfortunately, because of lack of time, this was not possible.  
The Executive Committee agreed to extend the Durham Dales pilot into 
Easington and Sedgefield with a view to going out to procurement at the 
earliest opportunity.  The specification would remain the same.  SB would 
make the necessary arrangements, and speak to Easington and 
Sedgefield to ensure that they were happy with the arrangement.  She 
would also ensure that there were links to community matrons.  DR and 
JC would provide updates at locality meetings.  GF would talk to Carol 
Hardy to obtain views. 
 
Performance Workstream for ITF – SB pointed out that a DDES 
representative would be required. 
 


 
 
 
MP 
Next Mtg 
 
 
 
 
 
 
 
 
 
SB 
 
 
 
DR/JC 
GF 


EC/13/231 Clinical Quality Strategy 
 
Tim Maguire joined the meeting and spoke to the report which asked for 
agreement to the Strategy for the CCG and the next stages of 
development and implementation. 
 
The report was discussed and it was agreed that it was important to 
strengthen the quality aspect of commissioning work and refine the 
CCG’s OD plan. 
 
It was noted that the Clinical Quality Working Group would ensure that the 
Strategy was taken forward and monitored with the Commissioning, 
Quality, Finance and Performance Group picking up certain elements. 
 
The Executive Committee received the report and agreed to the 
proposals in principle. 
 
· DR to ensure that the Clinical Quality Working Group now took this 


forward; 
· DR to ensure that lead names were approached and allocated to 


actions and themes by the end of December; 
· SH to add to agenda for 6 month’s time for TM to provide an update. 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DR 
 
 
DR 
SH/TM 
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EC/13/232 North of England CCG Legal Advice Service – Recommended Bidder 


Report 
 
Angela Lathan of NECS attended the meeting and spoke to the report on 
the outcome of the procurement process. 
 
Five organisations had chosen to bid and the report included a table 
showing the evaluation scores.  The protocol for how each CCG would 
assess the framework was included in the appendix to the report. 
 
The Executive Committee approved the award of the contract to the 
successful bidder – Capsticks.  AL to confirm and progress. 
 
It was noted that the gatekeeper for legal advice services should be the 
CCG’s Governance Officer.  This was MT who had a protocol in place. 
 


 
 
 
 
 
 
 
 
 
 
 
AL 


EC/13/233 Personal Health Budgets 
 
GF spoke to a paper produced by MB and all agreed that it was a very 
helpful summary and noted the content. 
 
The report had stated that there may be a need to jointly fund a Project 
Manager, though MP queried this.  A discussion took place. 
 
The Executive Committee: 
· Agreed to the need for a Project Manager, though this would be 


funded by NECS rather than CCGs as they had budget capacity; 
· Agreed to backfilling CHC; 
· Agreed that this should be funded by NECS underspend; 
· Agreed that the scheme should continue beyond March 2014; 
· Supported the expansion of the PHB steering group to oversee 


delivery of the legislation change; 
· Agreed that SF would update the Chief Officers’ Forum. 
 
GF to provide feedback to MB. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SF 
 
GF 
 


EC/13/234 Minor Ailments 
 
GF spoke to the report.  As part of the work of the Urgent Care Board, a 
Sub-Group meeting was held to look at issues in primary care including 
community pharmacists. A representative from the Local Pharmaceutical 
Committee attended and fed back about last year’s minor ailments 
scheme. 
 
Under this scheme, participating pharmacists were able to dispense basic 
medication for a list of 14 ailments without the need for a GP 
appointment. This service was never broadly promoted and was due to 
come to an end in June 2014. 
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The Urgent Care Board Sub-Group felt that it would be useful to extend 
the scheme and consider better promotion to families. 
 
DR commented that this area was supposed to be led by NECS, though 
she was not aware of any action being taken. She felt that it could be 
effective, but was not being publicised properly.    She was of the opinion 
that NECS should be asked what action they were taking and whether 
this was part of their offer.  MP responded that there should be enough 
funding in NECS to take this forward and MB would be able to find out 
how this was being addressed.   
 
MP commented that there was disparity across the DDES area about how 
the service was being used.  In Easington the service was being used, but 
this was not the same in Sedgefield or Durham Dales as the scheme was 
not being publicised.   
 
If the scheme expanded because of promotion, MP felt that the costs 
should be met from the prescribing budget.  Any increase was because 
this was a pharmacy enhanced services.  There were no additional costs 
regarding dispensing fees or drug costs. 
 
The Executive Committee: 
· Agreed to support the scheme; 
· GF and Kate Huddart would make arrangements to put the scheme in 


place with NECS.  If there were any further proposals or funding 
implications for the Executive, these would be brought to a future 
meeting. 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
GF/KH 


EC/13/235 S256 Agreement 
 
Dave Linsley from NECS representing Ben Smith attended the meeting to 
speak to the paper which provided an update regarding the legacy S256 
agreement with Durham County Council.  (This was inherited from the 
former County Durham PCT.)  The paper captured the current state of 
services being reviewed within the scope of this agreement. 
 
BS had been linking with CCGs and the local authority over the last few 
months and collating evaluation reports.  Only four were outstanding, and 
it was hoped that these would be received within the next two weeks.  
The report contained a list of recommendations of services to be carried 
into next year. 
 
DL drew attention to the handyperson and minor adaptations service.  
This had now gone out to tender and by December it was hoped that a 
contract would be awarded and a 256 drawn up.  DDES funding had been 
confirmed for that. 
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DL highlighted that the local authority had announced that it was to 
withdraw its funding from Grampian House.  SB responded that this was 
known to CCGs and she was attending a meeting later that day to discuss 
the implications. 
 
Over the coming weeks this year’s S256 will be drawn up and DL felt that 
there was a much better understanding of services now because of the 
evaluations.  A proper monitoring process with service specs and KPIs 
was now needed and BS would work on this with local authorities and 
service providers.  This may include a quarterly review meeting. 
 
MP drew attention to the fact that DDES CCG was providing a financial 
contribution for Occupational Health Services for local authority staff who 
used to be part of Health 15 years ago.  He felt strongly that this should 
be challenged and colleagues agreed.  This finding could be used to 
offset pressures in Grampian House.  MP to speak to North Durham to 
obtain agreement to this approach. 
 
DL to check whether this report had been to other CCGs and report back 
through MP. 
 
DL to speak to BS and ask him to talk to MP about stopping the 
Occupational Health contribution. 
 
In line with current DDES practice, MP would try to ensure a 4% cost 
reduction across each area. 
 
It was agreed that authority was given to NECS to go ahead, but DL 
would provide outstanding reviews and monitoring information via MP. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MP 
 
 
DL 
 
 
DL 
 
 
MP 
 
 
DL 
 
 


EC/13/236 Experience Led Commissioning 
 
A paper had been circulated which provided details of the way forward for 
implementing ELC, and to request a decision regarding investment for the 
scheme.  
 
This was a DDES scheme and part of the commissioning intentions.  SF 
provided some background information and added that there were 
possible sources of additional funding available.  However, to make this 
more cost effective, NECS and North Durham had been involved and they 
had agreed to take this forward.  
 
Colleagues discussed the scheme in detail, including input from Georgina 
Craig Associates, affordability and the need to enhance the patient 
experience. 
 
The Executive Committee agreed to the investment for 2014/15 plus 
expenses and MP would take this forward. 
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EC/13/237 GP Advisors 
 
GF tabled a paper which provided a starting point for discussion about a 
GP advisor role within DDES CCG.  GF had looked at the current time 
commitment from DR and set out some proposals for moving forward. 
 
The Executive Committee discussed the possible responsibilities of the 
role and the required sessions per week and agreed that: 
 
· The post should be advertised for two days a week (4 sessions); 
· SF would e-mail DR’s current Job Description to GF; 
· GF would draw up a draft Job Description for the next meeting.  This 


would need to be set out examples of things the person may be asked 
to do, making clear that this would need to be flexible; 


 


 
 
 
 
 
 
 
 
 
 
SF/GF 
Next mtg 
 
 
 


EC/13/238 Finance Update (Month 7) and Non Recurrent Funding  
 
Finance Update 
MP spoke to the finance update, highlighting key issues e.g. pressures.  
Overall, there was an improvement in the forecast position. 
 
Non Recurrent Funding Update 
SB tabled a report and commented that because of the improved financial 
position and finalised winter costs, there would be more non-recurrent 
funding available.  Colleagues considered a number of applications for 
non-recurrent monies: 
 
· NEAS - £12k for 2 projects – Agreed; 
· Four High Scoring Schemes – Total of £120k for four schemes (Noted 


Keith Tallintire conflict of interested in Silver Talk). – Agreed to go 
ahead.  SB/MP to confirm costs on two and if within their delegated 
rights, would go ahead and confirm all of them; 


· Urgent Care Board initiatives - £400k.  GF to check the list of quick 
wins to ascertain whether there were any more schemes requiring 
funding; 


· Bids for funding from acute providers – Noted position; 
· People Too Business Case – noted position on intermediate care 


funding; 
· AAP bids – SB to ensure that these are evaluated to ensure they met 


the strategic aims and priorites of DDES within the next week.  Agreed 
will fund through transformation fund; 


· Agreed that no more bids for 2013/14 to be accepted; 
· MP/SB to provide feedback to successful and non-successful bidders.  


 
Agreed that the routine updates in future would be fortnightly. 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
SB/MP 
 
GF 
 
 
 
 
 
 
SB 
 
 
 
MP/SB 
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EC/13/239 CMO’s Report on Child Health 
 
DR had provided a link to the report, though she had a hard copy should 
this be needed. 
 
Gill to arrange for a gap analysis to be drawn up and shared  with the 
group. 
 


 
 
 
 
 


GF 


EC/13/240 County Durham Safeguarding Adults Annual Report 
 
Colleagues noted the content of the report. 
 


 


EC/13/241 Planning Update 
 
SB informed the group that at a meeting last week 156 commissioning 
intentions had been considered and ranked.   39 were recommended to 
accept, 39 to reject and the rest required further information. 
 
SB’s main concern at this point was getting the relevant input from 
various functions within NECS.  The planning lead was based in North of 
Tyne and she was concerned that he was not necessarily in touch with 
what was happening locally.  She had concerns about the lack of a joined 
up approach across NECS and DR agreed, adding that there appeared to 
be a lack of clarity about who led in different areas within NECS. 
 


 


 Any Other Business 
 
Seven Day Pilot – SF indicated that it was announced on Saturday that a 
joint bid for seven day working had been successful, though further 
details e.g. regarding funding were awaited.  SF would share the bid 
documentation with the group. 
 


 
 
 
 


SF 


 Next Meeting 
 
26 November 2013 at 8.30am in the Boardroom. 
 


 


 
 


Signed:  
 
Name:  Dr Stewart Findlay, Chief Clinical Officer 
 
Date:  28 November 2013 
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GOVERNING BODY 
10 December 2013 


10am 
Boardroom, Sedgefield Community Hospital 


 
UNCONFIRMED MINUTES 


 
 
Present:  Annie Dolphin  Lay Chair 
   Keith Tallintire  Lay Member, Audit and Assurance 
   David Taylor-Gooby  Lay Member, Patient and Public Engagement 
   Dr Stewart Findlay  Chief Clinical Officer 
   Joseph Chandy  Director of Primary Care and Engagement 
   Dr Dinah Roy  Director of Clinical Quality and Performance 
   Gillian Findley  Director of Nursing 
   Mike Taylor   Chief Finance and Operating Officer 
   Dr Stephen Muscat  Clinical Locality Lead, Easington 
   Dr John McGuire  Sessional GP Representative 
   Peter Carr   Secondary Care Clinician 
   Anna Lynch   Director of Public Health, Durham County Council 
 
In Attendance: Dr Winny Jose  Second Clinical Lead, Sedgefield 


Mark Booth   Finance Manager (attending for Mark Pickering) 
Sarah Burns   Head of Planning and Contracting 
Clair White   Head of Corporate Services 
Lyndsey Jones-George Governing Body Administrator 
Sue Humpish (minutes) Executive Assistant 


    
Apologies:   Mark Pickering  Head of Finance and Performance  
       (represented by Mark Booth) 


Lesley Jeavons  Head of Adult Social Care, Durham County Council 
   Dr Helen Moore  Clinical Locality Lead, Sedgefield 
   Vicky Watson  Clinical Locality Lead, Durham Dales 
 
Item No 


 
 Action 


GB/13/167 Apologies for Absence 
 
AD welcomed colleagues to the meeting and noted apologies from Lesley 
Jeavons, Vicky Watson, Dr Helen Moore and Mark Pickering (represented 
by Mark Booth). 
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GB/13/168 Declarations of Interest 
 
Those present were reminded that the Declarations of Interest Register 
was a live document and all members were asked to check the register to 
ensure their entries were up to date as a matter of routine. 
 
ACTION: LJG to update the register to remove Satinder Sanghera 
and add Vicky Watson. 
 
All general practice colleagues declared an interest in Winter Working and 
Developing a Strategy for Primary Care. 
 


 
 
 
 
 
 


LJG 


GB/13/169 Identification of Any Other Business 
 
There was no other business identified. 
 


 
 


GB/13/170 Minutes of the meeting held on 12 November 2013 
 
GB/13/151 Intermediate Care Financial Business Plan – SM asked that 
paragraph six be re-worded. 
 
ACTION: SM to provide wording to SH to replace paragraph six 
 
GB/13/152 Individual Funding Requests – DR updated the group 
following initial concerns about the template for the Terms of Reference.   
One reference to ‘Board’ rather than ‘Governing Body’ had been  
removed.  Other CCGs had taken the same action. In addition, a request 
had been made to NECS for a summary of what was going through the 
system. 
 
The Governing Body: 
· Accepted the Terms of Reference in light of the clarity and 


amendment highlighted. 
 
GB/13/155 Contract and Performance Update – DR informed the group 
that the action had been completed to include performance data on local 
priorities in future reports.  The wording was changed to “It was 
suggested that future reports could include local priority performance data 
and there would be a separate quality report in due course.” 
 
ACTION: SH to amend wording as requested. 
 
GB/13/158 Update on prescribing trends and practice work plans for 
medicines – KT to contact Kate Huddart for an update. 
 
GB/13/160 Chief Clinical Officer Progress Report – It was agreed to 
remove the sentence in paragraph two referring to the take up of the 
Sedgefield clinical lead roles. 


 
 
 
 
 
SM/SH 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SH 
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GB/13/165 Minutes to be Received: Quality Finance and Performance 
Group.  LJG confirmed that the minutes had now been signed. 
 
SF reminded the group that any amendments required should be made 
when the minutes were circulated for comment, rather than during the 
meeting. 
 
Subject to the changes above, the minutes were approved for sign off. 
 


GB/13/171 Matters arising from the meeting held on 12 November 2013 
 
There were no matters arising in addition to the matters of accuracy 
discussed above. 
 


 


GB/13/172 Review of Action Log 
 
The Action Log was reviewed and updated. 
 
Residential Care Homes – At the last meeting, colleagues had discussed 
the local authority’s consultation document and agreed that MT would 
complete the DDES response for approval at this meeting.  MT updated 
the group on work that had been done and feedback received to date 
including that from Carol Hardy, the Intermediate Care Lead.  MT outlined 
the draft response which appreciated the financial issues raised, 
welcomed the opportunity to continue to work with the local authority to 
ensure the best care for residents within the available funding and as 
such supported  independent sector provision as the best option to 
ensure equality of access.  In respect of concerns around intermediate 
care provision, MT reported that the CCG and North Durham CCG would 
be working closely with the Council on joint intermediate care pilots 
across the county. 
 
The response had been discussed at the Executive Committee, with 
locality representatives present, and SB added that concerns around 
intermediate care provision were being picked up by the Intermediate 
Care Pilot and the Commissioning Work Group, of which she was a 
member. 
 
KT indicated that the consultation was discussed at the Easington Patient 
Reference Group where concerns around the availability of intermediate 
care beds were raised.  These concerns were echoed by JC.  JC stated 
that as Easington had no true community hospital, the closure of 
Grampian House without adequate re-provision of intermediate care 
services would have significant impact on residents.  MT agreed to 
ensure the CCG’s response reflected these concerns, the accuracy of 
cost comparisons between Grampian House and other residential care 
homes as well as the continued joint work required to ensure the delivery 
of high quality care across all of DDES’s localities. 
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SF had expected the full response to be provided for this meeting and 
asked that discussion took place within localities before any submission 
was formally agreed at the next meeting.  
 
The Governing Body: 
· Agreed that MT would ensure that locality GPs were consulted on the 


response and that MT would finalise the report to include comments 
raised as well as the comments made during this meeting.   


· Agreed that this be added to the January Governing Body agenda. 
 
ACTION – MT to complete the response, ensuring that localities 
were consulted for their comments.  The final report would be 
brought back to the January meeting. 
 


 
 
 
 
 
 
 
 
 
 


MT 


GB/13/173 Clinical Quality Strategy 
Dinah Roy, Director of Clinical Quality and Performance 
 
DR spoke to the report which provided an updated report of the proposed 
programme of actions around the 10 key themes, identifying a proposed 
list of lead personnel responsible for ensuring the actions were 
completed. 
 
AD thanked DR for a helpful and useful summary.  She noted that the 
Governing Body would receive progress reports on implementation.  The 
Executive Committee had already agreed to the lead personnel and the 
alignment and integration of actions within existing portfolios, roles and 
responsibilities of the leads.  As this was the first time that the Governing 
Body had seen the Clinical Quality Strategy it was agreed that it was 
appropriate for the Governing Body to approve it.  Approval of the 
operational aspects of taking the strategy forward was an Executive 
Committee decision but the Governing Body looked forward to receiving 
progress updates as appropriate. 
 
The Governing Body: 
· Agreed to the Strategy and looked forward to receiving progress 


updates. 
 


 
 


 NB – The report on Developing a Strategy for Primary Care was 
discussed at this point in the meeting. 
 


 


GB/13/174 Finance Update – Month 7 
Mike Taylor, Chief Finance and Operating Officer and Mark Pickering, Head of Finance 
and Performance 
 
MB gave a presentation summarising DDES CCG’s financial position as 
at 31 October 2013 drawing attention to a number of key points: 
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· DDES CCG was on track to meet its Financial Plan and QIPP target; 
· Variances and the financial position were noted together with 


investigations into care pathway efficiency and effectiveness; 
· The position regarding the Transformation Fund was noted with lower 


than anticipated spend to date but the expectation this would increase 
in the later stages of the year.  Colleagues were also reminded of the 
delay encountered because of information governance issues 
surrounding patient identifiable data; 


· A summary of the projects that had been awarded non-recurrent 
funding was noted.  The CCG was required to maintain 2% of its 
recurring healthcare budget as non-recurrent.  MT and his team would 
continue to provide updates to the Executive Committee and the 
Governing Body in order that assurance could be given that the 
money was being well managed and deployed to achieve the best 
possible outcomes and value for money; 


· It was recognised that prescribing pressures were as a consequence 
of national issues not local within the CCG’s control.  Concerns had 
been fed in at the highest possible level in NHS England and action 
being taken to manage the in-year pressure; 


· QIPP – Financial modelling was complete and consideration would be 
given as to how to fund pressures moving forward.  The CCG was 
over achieving in the current year and realistic targets would need to 
be set for 2014/15 schemes.  Non recurring money would be used to 
support the process. 


 
ACTION – MT/MB to provide a breakdown of the voluntary and 
community sector community chest allocation. 
 
JC left the meeting 
 
AD pointed out that she and DTG were attending Health Network 
meetings later that day and they would also appreciate a clear message 
from MT about the funding that was available for the recently launched 
innovation fund. 
 
ACTION – MT to provide a note to AD and DTG summarising how 
funding was spread across localities before they attended the Health 
Network meetings later in the day. 
 
The Governing Body: 
· Noted and discussed the financial position of the CCG as at 31 


October 2013. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MT/MB 
 
 
 
 
 
 
 
 


MT 
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GB/13/175 Contract and Performance Update 


Dinah Roy, Director of Clinical Quality and Performance 
 
DR introduced the report which provided a summary overview of the 
Quality and Performance section of the Quality, Finance and Performance 
Report.  It included an at a glance summary of key indicators for the NHS 
Constitution, quality outcomes and clinical quality as well as detail on the 
indicators that were in breach along with identified actions to mitigate risk. 
 
Kirsty Kitching of NECS attended the meeting to deliver a presentation, 
highlighting the following key points: 
 
· A&E Four Hour Wait – CDDFT had been below 95% for a number of 


weeks and only recently raised its performance above that threshold.  
Such performance raised the risk that the Foundation Trust (FT) would 
not deliver against its Quarter 3 target.  KK reported that the FT had 
reduced its tolerance of breaches.  GF felt strongly that there should 
be no breaches and no planning for breaches.  Regular ‘sit rep’ 
reports on winter planning were taking place, but KK pointed out that 
A&E waits would be a pressure for the rest of the financial year; 


· Ambulance Handover – CDDFT still had a high number of ambulance 
handover breaches and was an outlier in the region.  KK briefed the 
group on actions to be taken to address the issues, noting the ECIST 
(Emergency Care Intensive Support Team) visit and subsequent 
recommendations; 


· Cancer 62 day – The Area Team was to support regional work around 
this area of general concern which had been confirmed as an issue in 
the CCG’s quarterly assurance meeting; 


· HCAI – There had been some infection control breaches across a 
number of trusts; 


· Quality Indicators – In light of the Dr Foster report it was noted that 
there had been some publicity about issues in the Trust, though these 
were site-specific to the University Hospital of North Durham.  
However, consideration would be given to the same issues during the 
Quality Deep Dive audit at CDDFT. 


 
AD expressed her thanks for a comprehensive and helpful report. 
 
PC asked for an update regarding the Sycamore Service within the Tyne 
and Wear NHS Foundation Trust.  GF would provide this for PC. 
 
ACTION: GF to update PC on the Sycamore Service. 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


GF 
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DR reminded the group that Governing Body members had requested 
information on local priorities and drew attention to the slide in which this 
was included.  She added that it had been agreed with the Area Team 
that CCGs would collectively report on mortality data. 
 
The Governing Body: 
· Received and discussed the report. 
 
KK left the meeting 
  


GB/13/176 Clinical Quality Update 
Dinah Roy, Director of Clinical Quality and Performance 
 
DR introduced the report which summarised activity in relation to clinical 
quality interventions and monitoring processes across DDES CCG. 
 
SM asked whether flu vaccination rates for the area were being monitored 
and DR replied that the CCG had recently obtained data which was being 
circulated to practices. 
 
DTG asked whether there would be more publicity from DDES CCG 
around ‘My NHS’.  In JC’s absence, DR was unable to provide further 
detail, but AD understood that NECS was working on the CCG’s public 
engagement strategy and that there were further stakeholder 
communication events being planned.  She asked that JC provide further 
information to colleagues. 
 
ACTION: JC to provide further information to the Governing Body on 
My NHS and on additional stakeholder communication events being 
planned. 
 
The Governing Body: 
· Received the report. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


JC 


GB/13/177 Risk Management Assurance Framework and Governance 
Assurance Update 
Mike Taylor, Chief Finance and Operating Officer and Debra Elliot, Senior Governance 
Manger (NECS) 
 
Debra Elliott of NECS attended the meeting to speak to two reports that 
made up the agenda item. 
 
The first report was intended to provide assurance around governance 
processes by providing a general intelligence update.  
 
The second report identified the key strategic risks and current position in 
respect of the Assurance Framework.  DE assured the Governing Body 
that these risks were being discussed, actioned and mitigated 
appropriately, as were others which were not highlighted in the top six list. 
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KT commented that in his opinion, the two reports did not provide a 
satisfactory level of assurance on CCG systems and how they fitted into 
the overall assurance framework.  He felt that internal auditors would 
share his view. 
 
Following further discussion, particularly around the format of the reports, 
MT agreed to work with DE to provide a traditional assurance framework 
report to the next meeting clearly identifying any gaps and setting out the 
actions being taken to address these.  He assured the group that there 
were currently no gaps in control or assurance to draw to the Governing 
Body’s attention and that the Assurance Framework process and above 
mentioned report would be taken to the Audit and Assurance Committee 
to ensure an adequate level of assurance was provided. 
 
ACTION: DE and MT to produce an Assurance Framework Report for 
the Audit and Assurance Committee to clarify any gaps in control or 
assurance and set out any actions being taken.  The Audit and 
Assurance Committee could then provide the Governing Body with 
the level of assurance sought. 
 
SF asked where the Integrated Transformation Fund (ITF) fitted into the 
top risks.  MT responded that it was not identified as a separate financial 
risk in the current year, but agreed to do so for the next risk report. 
 
ACTION: MT to include the Integrated Transformation Fund as a 
specific financial risk. 
 
DE left the meeting 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


DE/MT 
 
 
 
 
 
 
 
 


MT 


GB/13/178 Developing a Strategy for Primary Care 
Joseph Chandy,  Director of Primary Care Development and Engagement 
 
All general practice colleagues declared an interest. 
 
JC spoke to the paper and referred to previous discussion at Governing 
Body meetings. 
 
A framework had been drawn up for changes to enable primary care to 
transform over the next 2-5 years and the paper described the approach 
taken in developing the strategy and the framework proposed to move 
forward.  JC commented that he had received enthusiastic responses 
from officers asked to contribute chapters to the framework.  He hoped 
that by mid January/February the strategy would be ready for 
consideration by the Executive Committee. 
 
In answer to a query raised by KT, JC agreed to provide an audit trail of 
the process to date, including the meetings that had considered and 
approved the work so far. 
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ACTION: JC to provide an audit trail to colleagues of the process to 
date including meetings that had considered and approved work so 
far. 
 
 AD cautioned that because of potential conflicts of interest, the Executive 
Committee would need to be clear on the decision-making process and 
approval required from the Governing Body.  SF pointed out that the 
strategy was only in the early days of formulation and no proposals had 
been drawn up. 
 
The Governing Body: 
· Approved the completed phase one; 
· Approved the developmental phase two. 
 


 
 


JC 


GB/13/179 Chief Clinical Officer Progress Report – December 2013 
Stewart Findlay, Chief Clinical Officer 
 
SF spoke to his report which provided an update on the key issues 
affecting DDES CCG since the last meeting. 
 
Attention was drawn to the work being done with County Durham and 
Darlington Foundation Trust on the management of winter and A&E 
issues.  Since the report was written, a further £2.1m had been awarded 
to ease the A&E burden during the winter.  The Urgent Care Board would 
decide which services received a share of the new funds. 
 
DDES colleagues had attended the NHS Alliance conference where CW 
gave a presentation on the Urology Pathway.  During the associated GP 
Practice Awards Ceremony, DDES CCG colleagues were awarded 
Commissioning Team of the Year for the respiratory services project.  All 
joined SF in congratulating all involved. 
 
AD noted that SF had included links to Health and Wellbeing Board 
papers, but asked that in future, SF set out any key issues as part of the 
report.  This was agreed. 
 
ACTION: SF to ensure that any key issues arising from the Health 
and Wellbeing Board were highlighted in his report in future. 
 
The Governing Body: 
· Received the report; 
· Noted and discussed progress made to date. 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SF 
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GB/13/180 2013/14 Project Update 


Sarah Burns, Head of Contracting and Planning 
  
SB gave a presentation on the recent review of DDES CCG projects, 
including: 
 
·  Key facts following project review – 28 removed, 111 to continue, 67 


to continue into 2014/15; 
· Project status – RAG rated for risk related to delivery; 
· Projects continuing into next financial year; 
· Projects to stand down for 2013; 
· Monitoring projects based on core milestones; 
· Operational management arrangements. 
 
This presentation had been to the Commissioning, Quality, Finance and 
Performance group and disseminated to localities. 
 
DR suggested that cancer be included on the list as a specific item in 
order that the cancer agenda remain prominent.  SB explained that this 
had not been included because of the dedicated Cancer Group and the 
wish to avoid any duplication.  However, it was agreed that it should be 
included for completeness. 
 
ACTION: SB to include cancer in the list of DDES CCG projects. 
 
A conversation took place about the project evaluation and procurement 
processes and timescales. 
 
PC pointed out that some consultants had clinics during which they did 
not see patients, but looked at referral letters and contacted relevant 
colleagues to discuss cases and either obviate or bring forward 
appointments, as necessary.  He would update SB separately. 
 
ACTION: PC to provide information on consultants’ clinics without 
patients to SB. 
 
SB was thanked for an informative and useful presentation. 
 
KT and DTG left the meeting 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SB 
 
 
 
 
 
 
 
 
 


PC 
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GB/13/181 Commissioning Intentions 2013/14 Presentation 


Sarah Burns,  Head of Contracting and Planning 
 
SB shared a presentation which had been shared at a Commissioning, 
Quality, Finance and Performance meeting and which would be used at 
the Stakeholder Engagement Event on Friday.  This covered: 
 
· Factors that influence our considerations; 
· Stakeholder engagement activity; 
· Health system financial pressures; 
· Public Health key messages and recommendations; 
· Commissioning for value insight pack headlines ; 
· Kings Fund Top 10 recommendations; 
· NHS Outcomes framework 2014/15; 
· Outcomes framework details on outcome domains. 
 
The Governing Body: 
· Received the update provided 
 


 


GB/13/182 Patient and Public Engagement 
Joseph Chandy, Director of Primary Care Development and Engagement 
 
CW spoke to the report in JC’s absence which provided the Governing 
Body with its regular update on communication and engagement activity 
since the last meeting. 
 
CW pointed out that in future, the update provided by the NECS 
Communications Team in table form, would be more comprehensive.  AD 
asked that the next report contained a summary of Area Action 
Partnership (AAP) activity. 
 
ACTION: JC to arrange for NECS to provide a more comprehensive 
update in future and to include further information on AAPs in the 
next report. 
 


 
 
 
 
 
 
 
 
 
 
 


JC 


GB/13/183 GP Weekend Opening Progress Report 
Sarah Burns, Head of Contracting and Planning 
 
All general practice colleagues declared an interest. 
 
SB presented a report which set out the activities that formed the GP 
weekend opening hours initiative. 
 
It was noted that information on 111 referrals to practices was being 
received on a weekly basis.  A full review would be taken to the 
Governing Body in January. 
 


 
 
 
 
 
 
 
 
 
 
 


SB 
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ACTION: SB to produce a progress report including data on 111 
referrals to the January Governing Body. 
 
A discussion took place during which colleagues shared anecdotal 
information about teething problems and the number of patients attending 
in their practices during weekends.  It was agreed that, should practice 
colleagues have particular issues that needed picking up, they would 
pass these to SB or GF who could address them with no conflict of 
interest. 
 
The Governing Body: 
· Received the report and noted its contents. 
 
SB and MT left meeting 
 


GB/13/184 Confirmed Minutes to be Received 
 
The following confirmed minutes were considered: 
 
· Easington Locality Commissioning Board, 17 October 2013; 
· Quality, Finance and Performance Group, 24 September and 22 


October 2013; 
· Executive Committee, 24 October, 5 and 19 November 2013; 
· Durham Dales Clinical Group, 24 October 2013; 
· Sedgefield Locality Executive Committee, 16 October 2013; 
· Audit and Assurance Committee, 6 August 2013. 
 
The Governing Body: 
· Received and noted the contents of the minutes. 
 


 


GB/13/185 Any Other Business 
 
There was no further business. 
 


 


 Next Meeting 
 
The next meeting would take place on 14 January 2013 in public at a 
venue yet to be determined.  It was agreed to remove the standard 
updates because of lack of time over the Christmas period. This would 
allow for more time to be spent on debating important issues such as the 
residential care home response. 
 
AD took the opportunity to present DR with a bouquet and thank her on 
behalf of the Governing Body for her contribution to DDES CCG. 
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Sponsor Director Mike Taylor, Chief Operating Officer 
Date 6th January  2014 
 
Purpose  of report (select) 
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Purpose of paper 
 
 


This paper presents a range of minutes for meetings across Durham 
Dales, Darlington, Easington and Sedgefield Clinical Commissioning 
Group (DDES CCG),that need to be received by the governing body. 
 


Summary of key 
points  
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· Appendix 1- Easington Locality Commissioning Board – 21st 
November 2013 


· Appendix 2, 3 & 4 - Executive Committee – 19th, 26th November 
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 Effective governance and 
organisational development 
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performance against key 
targets  


   


  
Impact Assessment 
and Risk 
Management issues 
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Quality, Innovation, Productivity and Prevention Yes  No  
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Stakeholder involvement Yes  No  
Clinical engagement Yes  No  
Communications and Engagement Yes  No  
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The governing body is asked to: 
· Receive and note the contents of the minutes  
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Summary of proposals 


What is being consulted on? The proposals relate to:  Relevant 
paragraphs 


This consultation paper sets 
out in detail the Government’s 
proposals  for reforming the 
legislation governing joint 
committees between: 


(a) two or more 
Clinical 
Commissioning 
Groups (CCGs) to 
form joint 
committees to 
exercise joint 
functions, or 


(b) for one or more 
CCGs and NHS 
England to form 
joint committees to 
jointly exercise the 
functions of a CCG. 


These amendments should 


come into force on 1st October 
2014. 


It is intended that the proposed changes 
are made through a Legislative Reform 
Order under the Legislative Regulatory 
Reform Act 2006 2006. Subject to the 
outcome of the consultation, it is proposed 
that the changes are implemented from 
1St October 2014. 


1.3 to 1.18 


 


Consultation response form 


This consultation is being made in 
accordance with the LRRA 2006 and the 
terms of the Government’s consultation 
principles: 


http://www.cabinetoffice.gov.uk/resource-
library/consultation-principles-guidance. 


 


All responses should be received by 
Thursday 7 January 2014, 


Annex A 
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1. Purpose of the consultation 
Background to the policy  
1.1. This consultation paper sets out in detail the Government’s proposals for reforming the 


legislation governing the National Health Service Act 2006, as amended by the Health 
and Social Care Act 2012. The proposal is to amend section 14Z3 of the NHS Act 2006 
to allow two or more CCGs to form a joint committee when exercising their 
commissioning functions jointly and to amend  section 14Z9 to allow a CCG to exercise 
its functions jointly with NHS England and to form a joint committee when doing so. 


1.2. The Health and Social Care Act 2012 set out the Government’s policy intention to create 
an NHS which is much more responsive to patients, and achieves better outcomes, with 
increased autonomy and accountability at every level. The legislation established the 
NHS Commissioning Board (NHS England is its operating name)  and CCGs. NHS 
England has the functions of commissioning primary care and certain specialised 
services, and also has an oversight role in relation to CCGs. CCGs have the function of 
commissioning healthcare services (sometimes referred to as ‘secondary care’) for their 
local populations. 


1.3. This document provides the rationale and supporting evidence for making the proposed 
amendments to the Health and Social Care Act 2012: 


(a) to enable two or more CCGs to form joint committees to exercise their functions 
jointly. 


(b) for one or more CCGs and NHS England to form joint committees to jointly 
exercise the functions of a CCG. 


1.4. Throughout the document you are asked questions in relation to the proposed 
amendments, as set out in the paragraph above. The consultation responses should 
focus on how the draft LRO meets each of the preconditions. A consultation response 
form is available at Annex A. 


Why are these changes needed 
1.5. The Department of Health and NHS England have identified a significant burden placed 


on CCGs by the omission of explicit provisions within the NHS Act 2006, as set out in 
paragraph 1.3. 


Proposal A: to enable two or more CCGs to form joint committees to 
exercise their functions jointly. 
1.6. The current provision within the NHS Act 2006 allows CCGs to exercise their 


commissioning functions jointly under section 14Z3. However, there is no express 
provision within the Act to enable CCGs to exercise functions jointly by way of a joint 
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committee. This means that CCGs are unable to create a binding joint decision making 
body (such as the ones Primary Care Trusts (PCTs) have previously used1 ). 


1.7. The Department has heard from NHS England some of the practical problems that 
CCGs are experiencing in being unable to form joint committees. For example, CCGs 
are facing practical challenges in working together on issues that cut across boundaries, 
such as commissioning continuing healthcare. It also has an effect on the ability to make 
effective decisions in relation to service design or provision. 


1.8. In the interim, CCGs are forming “committees in common” in order to exercise their 
functions jointly. In practice, the representatives of two or more CCGs have to seek 
separate ratification on any of the matters discussed at these committees. This is an 
administrative inconvenience and an obstacle to efficiency, productivity and value for 
money. It could also be viewed as a barrier to CCGs fulfilling their duty under section 
14Q of the NHS Act 2006 to exercise their functions effectively, efficiently and 
economically. 


1.9. There has always been the policy intention for CCGs to form these committees, as set 
out in paragraph 1.3. The Department is seeking to make this provision not only to 
reduce the administrative burden of having to ratify decisions through two or more 
separate governance channels, but to improve the quality of decision making. Joint 
decision making should lead to decisions which take into account the effects across the 
wider health economy, rather than being focused on an individual CCG. 


1.10. Furthermore, separate decision making by 211 CCGs also raises the issue of 
consistency of approach being lost and possibly exposing CCG to the risk of having their 
decision making processes into question. 


Proposal B: for one or more CCGs and NHS England to form joint 
committees to jointly exercise the functions of a CCG. 
1.11. There is also an identified need for a CCG (or CCGs) to create a joint committee with 


NHS England to exercise a CCG function. At present NHS England can exercise on 
behalf of a CGG any of the CCG’s functions (under section 3 or 3A of the NHS Act), 
where the CCG requests it. However, there is no current provision for a CCG and NHS 
England to create a joint committee to carry out CCG functions jointly. 


1.12. In other sections of the NHS Act 2006 there are express provisions for the formation of 
joint committees. For example, section 13Z allows NHS England to exercise its functions 
jointly with arrange of bodies (including CCGs) and to form a joint committee with that 
other body for that purpose. Under section 14Z4 CCGs may also exercise their functions 
jointly with a Local Health Board (in Wales) and specific provision is made for them to 
form a joint committee for this purpose. However, the amendments we are proposing do 
not apply to the health services in Wales or effect the exercise of any functions of the 
Welsh Assembly 


                                            


1 PCTs exercised functions similar to those now exercised by CCGs, before CCGs were abolished in April 2013. 
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1.13. The rationale for enabling a CCG (or CCGs) to carry out a CCGs function jointly with 
NHS England is primarily for where there is a need to reconfigure a service that cuts 
across both NHS England and CCG commissioned services. A practical example of this 
might be a secondary care hospital that is providing an unsustainable service, which 
requires a review of services across specialised services (commissioned by NHS 
England) and non-specialised services (commissioned by CCGs) in order for services to 
be designed  to achieve the best possible outcome for the population served. It is 
therefore important that the CCG (s) and NHS England are bound by a shared decision 
making process. 


1.14. The Department has considered the current position in relation to proposals (a) and (b) 
and has not found suitable long-term solutions without amending legislation. As 
explained in paragraph 1.8, the formation of “committees in common” is an 
unsatisfactory solution, which is not conducive to good administration or effective 
decision making. The effects of introducing these provisions are proportionate to the 
policy objective of the proposals. 


1.15. A partial Impact Assessment is available at Annex B, which provides an initial economic 
assessment of the proposals. The Impact Assessment will be updated in response to 
consultation feedback. 


 


Questions  
Q1: Do you think that the proposals will remove or reduce burdens as explained above in 
paragraphs 1.6 -1.10 (proposal (a)) and as explained in paragraphs 1.11 – 1.13 (proposal (b))? 
Q2: Do you have views regarding the expected benefits of the proposals as explained above 
and addressed in the partial Impact Assessment attached at Annex B? 


Q3: Are you aware of any empirical evidence that supports the need for: 
(a ) two or more CCGs being able to form a joint committee to exercise their functions 


jointly; 
(b)  one or more CCGs being able to form a joint committee with NHS England to jointly 


carry out CCGs functions? 
Q4: Are there any non-legislative means that would satisfactorily remedy the difficulty which the 


proposals are intended to address? 


Q5: Are the proposals put forward in this consultation document proportionate to the policy 
objectives set out in paragraphs 1.6-1.10 and 1.11-1.13? 
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Who will be affected by the proposed changes? 
1.16. Proposal (a) affects all 211 CCGs in England. Proposal (b) affects all 211 CCGs as well 


as NHS England to the extent that it cannot form a joint committee with a CCG for the 
joint exercise of a CCG’s function. The Department will therefore be consulting with: 


· NHS England  
· Each of the 211 CCGs,  
· NHS Clinical Commissioners (an independent membership organisation, which 


represents CCGs)  
· The Local Government Association 


1.17. As part of the consultation, the Department will be writing to the devolved 
administrations to make them aware of the proposed amendments and give them the 
opportunity to comment. The proposed amendments are to the way in which NHS 
England and CCGs exercise their functions and those functions can only be exercised 
for the purposes of the health services in England. 


1.18. Both proposals are seeking to remove administrative burdens from CCGs and NHS 
England, and the Department believes these amendments will strike a fair balance 
between the public interest and any person affected by them. These amendments will 
not prevent a person from exercising any right or freedom which they might reasonably 
be expected to continue to exercise; and will not remove any necessary protections. As 
these proposals are administrative in nature, they are not constitutionally significant. 


 


Questions  


Q6: Do the proposals taken as a whole strike a fair balance between the public interest and any 
person adversely affected by them? 


Q7: Do the proposals remove any necessary protections? 


Q8: Do these proposals prevent any person from continuing to exercise any right or freedom 
which he/she might reasonably expect to continue to exercise? If so, please provide 
details? 


Q9: Do you consider the provisions of the proposals to be constitutionally significant? 
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How we plan to make these changes  
1.19. The Department is proposing to introduce the reform by means of a LRO under section 


1 of the Legislative and Regulatory Reform Act 2006 (LRRA). This consultation is being 
conducted in accordance with the section 13 of the LRRA. Information on LROs can be 
found at: http://parliament.uk/business/committees/committees-achive/regulatory-reform-
committee/regulatory-reform-orders/. Further information on the consultation principles 
can be found at: http//www.cabinetoffice.gov.uk/resource-library/consultation-principles-
guidance. Views are invited on all aspects of the consultation paper. 


1.20. The Department is seeking to remove the burden which results from current legislation 
by amending section 14Z3 so that when two or more CCGs make arrangements under 
that section to exercise any of their commissioning functions jointly, provision is 
expressly made for them to do so through a joint committee. 


1.21. The Department is also proposing making an amendment to section 14Z9 to allow 
CCGs and NHS England (if they so wish) to exercise jointly any of CCGs’ functions 
(under section 3 or 3A) and that they may do so through the formation of a joint 
committee. 


1.22. The Minister can recommend one of three alternative procedures for Parliamentary 
scrutiny dependent on the size and importance of the LRO. The negative procedure is 
the least onerous and therefore may be suitable for LROs delivering small regulatory 
reform. The super-affirmative procedure is the most onerous involving the most in-depth 
Parliamentary scrutiny. Although the Minister can make the recommendation, 
Parliamentary Scrutiny Committees have the final say about which procedures will 
apply. 


 


· Negative Resolution Procedure – is used for technical changes to legislation. 
Parliament has 40 days to scrutinise the draft LRO, after which the Minister can 
make the LRO if neither House of Parliament vetoes it. 


· Affirmative Resolution Procedure – is used for policy changes. Under this 
procedure Parliament has 40 days to scrutinise the draft LRO during which 
Parliamentary scrutiny committees may recommend that the LRO is not made. 
After 40 days and provided there is no such recommendation the LRO is made if 
approved by a resolution of each House of Parliament.   


· Super-affirmative Resolution Procedure – is used for complex policy changes. It 
is a two-stage procedure during which there is opportunity to revise the draft 
LRO. Parliament has 60 days followed by a further period of up to 25 days 
depending whether changes are needed for scrutiny. The LRO then needs to be 
approved by each House of Parliament. 
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1.23. The Department expects that the proposals will proceed under an Affirmative 
Resolution Procedure. The Department believes that the changes can be regarded as 
policy changes rather than technical changes to legislation.  


 


Q10: Do you agree that the proposed resolution procedure as out lined in the paragraph 
above should apply to the scrutiny of these proposals? 


1.24. As explained in paragraphs 1.22 both Houses of Parliament scrutinise drafts LROs. This 
is done by the Regulatory Reform Committee in the House of Commons and the 
Delegated Powers and Regulatory Reform Committee in the House of Lords. 


1.25. Each Committee might take oral or written evidence to help it decide this matter, and 
Committee would then be expected to report. 


1.26. Copies of the Committees’ reports are available on the Parliament website at: 


· Regulatory Reform Committee in the Commons; and 


· Delegated Powers and Regulatory Reform Committee in the Lords. 
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2. How to make your views known 
2.1. Responding to this consultation document is your first and main opportunity to make 


your views known to the Department of Health as part of the consultation process. You 
should send your views to the Primary Care and Commissioning team at: 


CCGjointcommittees@dh.gsi.gov.uk 


2.2. When the Minister lays proposals before Parliament you are welcome to put your views 
before either or both of the Scrutiny Committees. 


2.3. In the first instance, this should be in writing. The Committees will normally decide on 
the basis of written submissions whether to take oral evidence. 


2.4. Your submission should be as concise as possible, and should focus on one or more of 
the criteria (listed below) that a LRO needs to meet, as set out of section 3 of the LRRA 
Act 2006: 


· There are no non-legislative alternatives that will achieve the intended outcome of 
provision; 


· The effect of the provision is proportionate to the policy objective; 
· The provision strikes a fair balance between the public interest and the interests of 


any person adversely affected by it; 
· The provision does not remove any necessary protection; 
· The provision does not prevent anyone from continuing to exercise any right or 


freedom which they might reasonably expect to continue to exercise; 
· The provision is not constitutionally significant; and 
· Where a provision will restate an enactment, it makes the law more accessible or 


more easily understood. 
 
2.5. The Scrutiny Committees appointed to scrutinise LROs can contacted at: 


Regulatory Reform Committee  
House of Commons 
17 Milbank 
London SW1P 3JA 
Tel: 020 7219 2830 
Mail to: regrefcom@parliament.uk 
 


Delegated Powers and Regulatory Reform Committee 
House of Lords 
London SW1A 0PW 
Tel: 020 7219 3103 
Mail to: DPRR@parliament.uk 
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Non-disclosure of responses  
2.6. Section 14 (3) of the LRRA provides what should happen when someone responding to 


the consultation exercise on a proposed LRO requests that their response should not be 
disclosed. 


2.7. The name of the person who has made the representations will always be disclosed to 
Parliament. If you ask for your representation not to be disclosed, the Minister should not 
disclose the content of that representation without your express consent and, if the 
representation relates to a third party, their consent too. Alternatively, the Minister may 
disclose the content of the representation in such a way as to preserve your anonymity 
and that of any third party involved. 


Information about Third Parties  
2.8. If you give information about a third party which the Minister believes may be damaging 


to the interests of that third party, the Minister does not have to pass such information to 
Parliament if he does not believe it to be true or he is unable to obtain the consent of the 
third party to disclose. This applies whether or not you ask for your representation not to 
be disclosed. 


2.9. The Scrutiny Committees may, however, be given access on request to all 
representations as originally submitted, as a safeguard against improper influence being 
brought to bear on Ministers in their formulation of LROs. 
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Please find attached the Quality, Performance and Finance report (QPF) for NHS Durham Dales, Easington 
and Sedgefield CCG for December 2013. Activity and finance data used in the report is for month 7 
(October 2013) .  
 
The report uses the latest published metric data for quality and performance, and where possible if later 
unpublished data (white text) is available this has been included.  If information is not available  it  has 
been flagged  within the report.  
 
NECS will continue to work with the CCG to ensure the content and format of the report fits with the needs of  
the organisation.  
 
In addition to the formal QPF report the Quality and Performance published data is now available in RAIDR.  
 
The dates for future reports are as follows: 
 


Background and Timetable 


Reporting month Date QPF Report 
Available 


CCG QPF Meeting Governing Body 
Meeting 


October 12th December 2013 Cancelled 14th January 2014 
November 17th January 2014 28th January 2014 11th March 2014 
December 13th February 2014 25 February 2014 11th March 2014 
January 14th March 2014 25th March  2014 TBC 
February 11th April 2014 TBC TBC 
March 19th May 2014 TBC TBC 
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Report Amendments 
There are no formatting changes to the report this month. 
 
Future developments: 
• Further development of Outcomes Framework Indicators which will further inform the Quality Premium 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Recommendation: 
This report is for the CCG to note current performance and the risks to national indicators in 2013/14. The committee is asked to endorse the actions to address underperformance and suggest 
further remedial action if appropriate. 
 
 
 


Executive Summary 


 Headlines 
The headlines for this report are summarised as follows: 


Performance Indicator Provider/Commissioner 
Description of 


Performance Failure  Exception Report No. 
A&E CDDFT Recent poor performance CDDFT ER01 
A&E CHSFT Failing YTD CHS ER01 
 Hospital Handovers CDDFT Numerous breaches  CDDFT ER02 
Hospital Handovers CHSFT Numerous breaches CHS ER02 
Cancer 62 days DDES CCG Failing YTD DDES ER01 
Ambulance Response Times Cat A NEAS Failing YTD NEAS ER01 
Mental Health Indicators TEWV / MH Providers Failing YTD MH ER01 


Quality Indicator Provider/Commissioner 
Description of 


Performance Failure  Exception Report No. 
Monitor TEWV Compliance Risk QER01 
SHMI NTHFT Negative Outlier QER02 
HSMR CHSFT / NTHFT Negative Outlier QER03 
Friends & Family CDDFT / NTHFT Poor performance QER04 
Serious incidents All Unclosed SIs QER05 
HCAI All Various breaches QER05 







Quality Performance 
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OVERALL l l l l l l l
Regulators


Has any local provider been subject to local enforcement action by the CQC? Y/N Sep-13 Monthly l l l l l l l
Has any local provider been flagged as a 'quality compliance risk' by Monitor and/or are 
requirements in place around breaches of provider lisence conditions? 


Y/N Sep-13 Monthly l l l l l l l QER01
Has any local provider been subject to enforcement action by the NHS TDA based on 'quality' risk? 


Y/N No Data Monthly l l l l l l l
Clinical effectiveness


Has any provider been identified as a 'negative outlier' on SMHI? Y/N Aug-13 Monthly l l l l l l l QER02
Has any provider been identified as a 'negative outlier' on HSMR? Aug-13 Monthly l l l l l l l QER03
Patient experience


Does feedback from the Friends and Family test (or any other patient feedback) indicate any 
causes for concern for any provider? 


Y/N Sep-13 Monthly l l l l l l l QER04


Safety


Does any provider currently have any unclosed Serious Untoward Incidents (45 days)? Y/N Sep-13 Monthly l l l l l l l
Does any provider currently have any unclosed Serious Untoward Incidents (60 days)? Y/N Sep-13 Monthly l l l l l l l
Has any provider experienced any 'Never Events' during the last month ? Y/N Sep-13 Monthly l l l l l l l QER06
CCG


Does the CCG have any outstanding conditions of authorisation in place on clinical governance? Y/N No Data Quarterly l l l l l l l
Has the CCG self assessed and identified any risks associated with concerns around quality issues 
discussed regularly by the CCG governing body? 


Y/N No Data Quarterly l l l l l l l
Has the CCG self assessed and identified any risks associated with concerns around the 
arrangments in place to proactively identify early warnings of a failing service?


Y/N No Data Quarterly l l l l l l l
Has the CCG self assessed and identified any risks associated with concerns around the 
arrangements in place to deal with and learn from serious untoward incidents and never events? 


Y/N No Data Quarterly l l l l l l l
Has the CCG self assessed and identified any risks associated with concerns around being an 
active participant in its Quality Surveillance Group? 


Y/N No Data Quarterly l l l l l l l
If there was an emergency event in the last quarter, has the CCG self assessed and identified any 
areas of concern on the arrangments in place for dealing with such an event? 


Y/N No Data Quarterly l l l l l l l
Has the CCG self assessed and identified any risk to progress against its Winterbourne View 
action plan?


Y/N No Data Quarterly l l l l l l l


QER05


lTarget breached            lTarget at risk of breach            lTarget within threshold            lNo data available            lBaseline data only            lNot applicable         
                                                 * Impacts on national quality premium targets                    * Impacts on local quality premium targets


 i hi  







Exception Report QER01 - Monitor  
CCG CDDFT CHSFT NTHFT NEAS TEVW 


Has any local provider been flagged as a 'quality compliance risk' by 
Monitor and/or are requirements in place around breaches of provider 
licence conditions?  


 
TEWFT :  In September the governance risk rating for TEWVFT remained red as a result of the trust being issued with the CQC warning notice 
regarding a failure of standards in relation to respecting and involving people who use services.  
 
 
  


Actions :  
 
During September the Trust met with Monitor and provided assurances that they have robust arrangements for ensuring the quality of services 
and conducted an independent governance review.  As of 4th December 2013, the status of the trusts monitor rating is unclear as awaiting re-
classification by Monitor . A TEWV CQRG meeting was held on 8th  October 2013, the review had highlighted that the Trust needed to have 
robust mechanisms in place to align the Clinical Governance Arrangements with the organisations Management Governance Arrangements. An 
LMGB Board has been established, which will focus on particular specialities including substance misuse, eating disorders, Tier 4 and AIP. As 
part of the revised Governance Arrangements each Deputy Director has now been aligned to a specific locality quality review group, which has 
Clinical Director representation.  A further review will take place in 6 month time, with a view to providing joint assurance at the scheduled CQRG 
on 11th February 2013.  
 
 


CCG Comments 
 
Verbal feedback has been received from TEWV Chief Executive that Monitor is happy with the action plans, Awaiting formal confirmation from 
regulators. 6 







Exception Report QER02 – Mortality (SHMI) 
CCG NTHFT CDDFT CHSFT STHFT NEAS TEVW 


Has any provider been identified as a 'negative 
outlier' on SHMI? 


 
NTHFT: The Quality Dashboard for NHS England (September 2013) for the third month running indicates for the period June 2012 to June 2013 
a SHMI Mortality Rate of 111.36 (compared to 112.01 in the previous month ) and are highlighted as being ‘worst than expected ‘.  
 
  


Actions: 
Continual monitoring at CQRG. Each death is  reviewed on an individual basis and symptoms checked against coding, ensuring  accurate 
recording.  During the review of the previous figures no case of unavoidable death has been found. Trust reviews each death individually at a 
weekly meeting, and are implementing a review process through a “critical friend”, which is still in the planning stage.  Contemporary data has 
been requested  for forthcoming CQRGs. As reported previously NEQOS have also been asked by the trust to undertake an independent review 
of the coding’s and outcomes of all patient deaths associated with Pneumonia.  


 
 


CCG Comments 
 
No further information available at this stage 
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Exception Report QER03 – Mortality (HSMR) 
CCG NTHFT CDDFT CHSFT NEAS TEVW 


Has any provider been identified as a 'negative outlier' on 
HSMR? 
  


NTHFT: The North of England  Quality Dashboard (September 2013), indicates for the period  August 2012  to July 2013 that NTHFT is flagged 
as being worse than expected with a HSMR of 112.5 (Sept 2013) against previous HSMR of 115.3 (July 2013) and 112.1 (August 2013). 
 
CHSFT: the trust HSMR rate is worse than expected at 111.5 (September 2013) compared to previous month which was 107.9 (August 2013) 
 
 
 
 
 
  Actions:  
 
NTHFT: Each death is now reviewed on an individual basis and symptoms checked against coding, ensuring accurate recording.  Review of the 
previous figures no case of unavoidable death has been found. Trust reviewing every death individually at a weekly meeting. Trust are also 
implementing a review process through a “critical friend”, which is still in the planning stage.  The Trust are meeting in December to explore the 
options regarding the processes for independent review/external review. Contemporary data has been requested  for forthcoming CQRGs   
 
CHSFT: This is a new concern and the September dashboard position will be discussed at the forthcoming CQRG in December regarding the 
trusts response and actions taken as a result.      
 
 
  


 


CCG Comments 
 
No further information at this stage 
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Exception Report QER04 - Friends and Family Test 
Indicator 
Does feedback from the Friends and Family test (or any other patient 
feedback) indicate any causes for concern for any provider?  
 


CCG CDDFT CHSFT NTHFT NEAS TEVW 


The latest available published data for FFT data for the month of October highlights the following concerns 
CDDFT: 
•  In Patient results - The in-patient response rate at BAH saw a significant increase from 69.8% in September to 92.8% in October whilst both DMH and UHND saw a 


decline (DMH – 48.9% to 34.9%; UHND – 35.2% to 30%).  Response rates for all three hospitals are above the England average and the national target which is 15%. 
• In Patient scores - The inpatient score for BAH saw a significant increase since last month from 68 to 88.  Both DMH and UHND saw a small decrease on the previous 


month (DMH – 42 to 40; UHND – 56 to 53).  Scores for all three hospitals remain below the England average which is 72. 
• Accident and Emergency response rates - A&E response rates at both hospitals show an improvement (DMH – 22.4% to 23%; UHND – 24.2% to 28.8%) and response 


rates are above the national average (13.8%). 
• Accident and Emergency scores - A&E at UHND saw a fall in score this month from 15 to 12 whilst DMH saw no change (2). Both hospitals remain below the England 


average of 55%.   
NTHFT:  
• In patient results - The in-patient response rate at North Tees  is 11.52% which is an increase on the previous month of 2.9%  however remains below the national 


target and NHS England response rate of 30.4% . Hartlepool has a response rate of 15.34%  which is a slight decrease on Septembers position of 16.2%, but remains 
above the national target which is 15%.  


• In patient scores -  The score at Hartlepool is 92 a significant increase on previous month of 71 and is above the England average of 72.  North Tees obtained a score of 
62 compared to 66 in the previous month and remain below the England average  


• Accident and Emergency response rates - A&E response rates at North Tees is 5% showing a decrease on the previous month (8%) and response rates are below the 
national average (13.8%). 


• Accident and Emergency y scores - - A&E at North Tees scored 70 this month  a slight fall on the previous month of 72. The scores remain above the NHS England 
average of 55%.  


 
 


 
 
 
 
 


 
 


Actions: 
CDDFT have reported to CCGS via the CQRG that comments received from patients via the FFT contradict the low scores they are attaining and qualitative statements 
highlight  ‘excellent service’, ‘staff friendly’.  Three trends have been identified from the negative comments received which are - waiting times, attitude and cleanliness.  
CDDFT’s Patient Experience Forum has been re-established and will lead on identifying other ways of undertaking patient surveys to obtain data on patient experience and 
the Trust are exploring other methods used by other providers to achieve good response rates and scores.  
NTHFT :Trust have submitted FFT action plan, which includes actions that are in progression e.g.:   
- Introduction of yellow FFT boxes on all in-patient wards.  
- Friends and Family Test Steering Group established, which includes Clinical Representation. Ward staff are also invited to attend.  
 
 
 
 


9 
CCG Comments 
The CCG has submitted a bid to work nationally on F&FT across the  ambulance, acute and community pathway. Outcome awaited. 
Area Team are reviewing how all trusts complete F&FT to ensure equity of reporting methods 







Exception Report QER05 - Unclosed Serious Incidents  
Indicator 
 
Does any provider currently have any unclosed Serious Untoward Incidents (45 
days)? 
 
 
Does any provider currently have any unclosed Serious Untoward Incidents (60 
days)? 


CCG CDDFT CHSFT NTHFT NEAS TEVW 


 
 
 


 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 


Actions:  The majority of providers nationally continue to experience problems in achieving the 45 and 60 day targets. Breaches are a consequence of internal governance 
systems within providers delaying the release of reports to the Commissioner. Performance related activity continues to be monitored through the serious incident panel and 
informal 1:1 meetings with providers. The CQRGs are also responsible for formally monitoring this activity.  CCGs will need to consider whether they want to apply a penalty 
in the next contracting round but the consequence of this may be that the quality of investigation reports is affected.  
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Provider No of 45 day reports due 45 day reports received in 
timeframe 


No of 60 day reports due 60 day reports received in 
timeframe 


CDDFT 6 0 1 0 


TEWV 6 1 0 0 


NEAS 1 1 1 0 


CHS 9 2 0 0 


NTHFT 16 2 0 0 


CCG Comments 
 
Work is continuing with all providers to address this target. Legacy serious incidents are being signed off and learning shared. 







Exception Report QER06 - HCAI 


Performance Update 
 
MRSA 
There is a zero tolerance of MRSA which means that all commissioner and provider targets are zero. 
 
DDES CCG reported 2 cases in September 
CDDFT reported 1 case in September 
CHSFT reported 1 case in April, August and September – 3 in total 
NTHFT are reporting zero cases to 9th December 
 
C.Diff 
DDES CCG – 49 cases identified to 9th December against an annual target of 87 
CDDFT – 18 cases identified to 9th December against an annual target of 40 
CHSFT – 31 cases identified to 9th December against an annual target of 36 
NTHFT – 27 cases identified to 9th December against an annual target of 40 


Remedial actions: 
All breaches are discussed through monthly Clinical Quality Review Group meetings.  The post infection review process has been followed for all identified 
cases with relevant lessons learnt identified and actions implemented as appropriate. 


Indicator Threshold DDES CCG CDDFT CHSFT NTHFT 


Incidence of MRSA 0 2 1 3 0 


Incidence of C.Diff 87 49 18 31 27 
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CCG or Director Comments 
 
The 2 cases reported in DDES are for the same patient. The patient was identified at a DGH and was them  transferred to a specialist centre for 
further care, where the case was reported again. The specialist centre has been asked to remove the case from their reports. This action has bee 
supported by the Area Team. Post infection review meeting has been held which concluded the case was unavoidable. 
 11 







NHS Constitution Performance Summary 
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Indicator Description Frequency Data Period Threshold


Referral to treatment access times
% of patients initial treatment within 18 weeks for admitted pathways 90.0% 92.8% 91.7% 91.6% 93.1%
% of patients initial treatment within 18 weeks for non- admitted pathways 95.0% 98.5% 98.7% 98.1% 99.1%
% patients waiting for initial treatment on incomplete pathways within 18 weeks 92.0% 93.8% 93.9% 93.7% 96.8%
Number patients waiting more than 52 weeks for treatment 0 1 0 0 0
Diagnostic waits
% patients waiting less than 6 weeks for the 15 diagnostics tests (including audiology) Monthly  Oct-13 1.00% 0.10% 0.20% 0.00% 0.00%
A&E waits
% patients spending 4 hrs. or less in A&E or minor injury unit YTD Nov-13 95.0% 95.2% 94.4% 96.2% CDDFT ER01


CHS ER01
Handover between ambulance and A&E over 30 minutes 0 1210 473 12
Handover between ambulance and A&E0ver 60 minutes or more 0 360 129 2
Cancer patients 2 week wait
% of patients seen within 2 weeks of an urgent GP referral for suspected cancer 93.0% 96.3% 96.8% 94.2% 94.5%
% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.0% 93.8% 94.0% 95.2% 94.0%
Cancer patients - 31 days
% of patients treated within 31 days of a cancer diagnosis 96.0% 98.0% 99.4% 99.3% 99.7%
% of patients receiving subsequent treatment for cancer within 31 days - surgery 94.0% 98.0% 100.0% 100.0% 97.3%
% of patients receiving subsequent treatment for cancer within 31 days - drugs 98.0% 99.5% 100.0% 100.0% 100.0%
% of patients receiving subsequent treatment for cancer within 31 days - radiotherapy 94.0% 98.6% 100.0% 100.0% 100.0%
Cancer patients - 62 days
% of patients treated within 62 days of an urgent GP referral for suspected cancer 85.0% 84.1% 89.4% 88.2% 87.4% DDES ER01
% of patients treated within 62 days of an urgent GP referral from an NHS Cancer Screening Service 90.0% 98.4% 94.8% 100.0% 97.6%
% of patients treated for cancer within 62 days of consultant decision to upgrade status 85.0% 100.0% 100.0% 88.5% 100.0%
Ambulance response times
Cat A response in 8 mins (red 1&2) 71.0% 69.2% 79.8%
Cat A Response within 19 mins 95.0% 94.7% 97.5%
Number of crew clear delays over 30 mins 0 10,226
Number of crew clear delays over 60 mins 0 507
Mixed Sex accommodation
Mixed Sex accommodation - number of unjustified breaches Monthly YTD Oct-13 0 0 0 0 0 
Mental Health
% people followed up within 7 days of discharge from psychiatric in patient care Monthly YTD-Oct 13 95.0% 97.6%
HCAI
Incidence of MRSA (QP) 0 2 1 3 0
Incidence of C Diff (QP)  - threshold relates to CCG performance 87 49 18 31 27
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NHS Constitutional Indicators by month - DDES CCG 


Quality Indicator 
Operational 


Standard Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 YTD Exception Report No.


Admitted patients to start treatment within a maximum of 18 weeks from referral 90% 93.70% 93.20% 92.50% 92.50% 91.60% 92.10% 92.80%
Non-admitted patients to start treatment within a maximum of 18 weeks from referral 95% 98.90% 98.80% 98.10% 98.30% 98.30% 98.30% 98.50%
Patients on incomplete non emergency pathways (yet to start treatment) should have been waiting no more 92% 95.60% 95.10% 94.40% 93.50% 93.80% 94.10% 93.80%
Number of patients waiting more than 52 weeks 0 0 0 0 0 0 1 1


Percentage of patients waiting 6 weeks and over 1% 0.10% 0.00% 0.00% 0.00% 0.10% 0.40% 0.10%


Maximum two-week wait for first outpatient appointment for patients referred urgently with suspected cancer by a 
GP 


93% 96.30% 96.20% 96.10% 96.30% 96.50% 96.50% 94.30% 96.30%


Maximum two week wait for first out patient appointment for patients referred urgently with breast symptoms 
(where cancer was not initially suspected) 93% 95.50% 92.00% 93.30% 96.40% 94.90% 89.80% 94.50% 93.80%


Maximum one month (31 day) wait from diagnosis to first definitive treatment for all  cancers 96% 98.30% 99.10% 98.20% 97.90% 93.20% 100.00% 99.20% 98.00%
Maximum 31 day wait for subsequent treatment where that treatment is surgery 94% 100.00% 93.50% 100.00% 100.00% 100.00% 100.00% 100.00% 98.00%
Maximum 31 day wait for subsequent treatment where the treatment is an anti-cancer drug regimen 98% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 96.40% 99.50%
Maximum 31 day wait for subsequent treatment where the treatment is a course of radiotherapy 94% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 90.20% 98.60%


Maximum two month (62 day) wait from urgent GP referral to first definitive treatment for cancer 85% 90.00% 89.80% 84.80% 80.50% 80.60% 81.70% 80.30% 84.10% DDES ER01
Maximum 62 day wait from referral from an NHS screenng service to first definitive treatment for all  cancers 90% 100.00% 100.00% 88.90% 100.00% 100.00% 100.00% 100.00% 98.40%
Maximum 62 day wait for first definitive treatment following a consultants decision to upgrade the priority of the 
patients (all  cancers) 85% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


Category A calls resulting in an emergency reponse arriving within 8 minutes (Red 1&2) 71% 67.58% 68.58% 70.71% 68.51% 67.36% 71.55% 70.08% 69.42% 69.20%
Category A calls resulting in an ambulance arriving at the scene within 19 minutes 95% 94.25% 93.84% 96.40% 94.76% 95.40% 94.17% 93.75% 95.33% 94.71%


Minimise MSA breaches 0 0 0 0 0 0 0 0 0


Care Programme Approach (CPA): The proportion of people under adult mental i l lness specialities on CPA 95% 100.00% 100.00% 90.48% 97.00% 99.40% 97.30% 98.71% 97.56%


Incidence of MRSA   to 9th December 0 0 0 0 0 0 2 0 0 0 2
Incidence of CDIFF to 9th December 87 6 7 6 7 7 6 8 2 0 49


Referral to Treatment waiting times for non urgent consultant led treatment 


Diagnostic test waiting times 


NEAS ER01


QER06


Mental Health


HCAI Incidence 


Cancer patients - 2 week wait 


Cancer waits - 31 days 


Cancer waits - 62 days 


Category A ambulance calls


Mixed sex accomodation breaches
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NHS Constitutional Indicators by month - CDDFT 


Quality Indicator 
Operational 


Standard Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 YTD
Exception Report 


No.


Admitted patients to start treatment within a maximum of 18 weeks from referral 90.00% 91.80% 92.60% 91.90% 91.60% 90.70% 91.70% 90.10% 91.70%
Non-admitted patients to start treatment within a maximum of 18 weeks from referral 95.00% 98.70% 98.90% 98.50% 98.20% 98.90% 98.80% 99.30% 98.70%
Patients on incomplete non emergency pathways (yet to start treatment) should have been 
waiting no more


92.00% 95.70% 95.70% 95.50% 94.90% 94.70% 93.90% 94.33% 93.90%


Number of patients waiting more than 52 weeks 0 0 0 0 0 0 0 0 0


Patients waiting for a diagnostic test should have been waiting less than 6 weeks from 
referral 1% 0.07% 0.00% 0.04% 0.04% 0.05% 0.19% 0.20%


Patients should be admitted, transferred or discharged within 4 hours of their arrival at an 
A&E department 


95% 91.78% 96.01% 97.64% 97.01% 95.36% 94.73% 93.04% 96.27% 95.18% CDD ER01


Handover between ambulance and A&E between 30 and 60 minutes YTD 0 170 170 171 153 159 165 222 1,210
Handover between ambulance and A&E 60 minutes or more YTD 0 52 52 51 33 62 35 75 360


Maximum two-week wait for first outpatient appointment for patients referred urgently with 
suspected cancer by a GP 


93% 97.40% 97.20% 97.30% 96.60% 96.20% 96.20% 97.00% 96.80%


Maximum two week wait for first out patient appointment for patients referred urgently with 
breast symptoms (where cancer was not initially suspected) 93% 89.20% 95.30% 96.90% 96.00% 93.50% 92.30% 94.70% 94.00%


Maximum one month (31 day) wait from diagnosis to first definitive treatment for all  cancers 96% 100.00% 100.00% 100.00% 98.40% 98.40% 100.00% 98.60% 99.40%


Maximum 31 day wait for subsequent treatment where the treatment is an anti-cancer drug 
regimen


98% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


Maximum 31 day wait for subsequent treatment where that treatment is surgery 94% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%
Maximum 31 day wait for subsequent treatment where the treatment is a course of 
radiotherapy 94% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


Maximum two month (62 day) wait from urgent GP referral to first definitive treatment for 
cancer 


85% 88.40% 90.00% 88.90% 88.10% 93.40% 88.80% 88.30% 89.40%


Maximum 62 day wait from referral from an NHS screenng service to first definitive 
treatment for all  cancers


90% 100.00% 100.00% 100.00% 88.90% 100.00% 100.00% 75.00% 94.84%


Maximum 62 day wait for first definitive treatment following a consultants decision to 
upgrade the priority of the patients (all  cancers) 85% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


Minimise MSA breaches 0 0 0 0 0 0 0 0 0


Incidence of MRSA  to 9th December 0 0 0 0 0 0 1 0 0 0 1
Incidence of CDIFF to 9th December 40 5 2 1 2 1 2 3 2 0 18


Cancer patients - 2 week wait 


Referral to Treatment waiting times for non urgent consultant led treatment 


Diagnostic test waiting times 


A & E waits 


CDD ER02


Cancer waits - 31 days 


Cancer waits - 62 days 


Mixed sex accommodation breaches


HCAI Incidence 


QER06
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NHS Constitutional Indicators by month - CHSFT 


Quality Indicator 
Operational 


Standard Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 YTD
Exception Report 


No.


Admitted patients to start treatment within a maximum of 18 weeks from referral 90.00% 93.30% 91.60% 92.30% 90.60% 91.40% 90.10% 90.00% 91.60%
Non-admitted patients to start treatment within a maximum of 18 weeks from referral 95.00% 99.50% 97.70% 96.90% 98.10% 97.90% 98.00% 97.88% 98.10%
Patients on incomplete non emergency pathways (yet to start treatment) should have been waiting 
no more


92.00% 95.50% 94.30% 93.20% 92.20% 92.00% 93.70% 94.73% 93.70%


Number of patients waiting more than 52 weeks 0 0 0 0 0 0 0 0 0


Patients waiting for a diagnostic test should have been waiting less than 6 weeks from referral 1% 1.66% 0.00% 0.00% 0.00% 0.02% 0.00% 0.00%


Patients should be admitted, transferred or discharged within 4 hours of their arrival at an A&E 
department 


95% 96.48% 93.27% 92.04% 94.37% 94.63% 96.52% 93.92% 94.45% 94.40% CHS ER01


Handover between ambulance and A&E between 30 and 60 minutes YTD 0 65 88 81 69 41 32 97 473
Handover between ambulance and A&E 60 minutes or more YTD 0 19 16 41 16 9 5 23 129


Maximum two-week wait for first outpatient appointment for patients referred urgently with 
suspected cancer by a GP 


93% 94.00% 93.90% 93.90% 95.60% 95.30% 94.10% 92.50% 94.20%


Maximum two week wait for first out patient appointment for patients referred urgently with 
breast symptoms (where cancer was not initially suspected) 93% 97.00% 97.50% 91.40% 93.40% 98.70% 93.30% 95.20% 95.20%


Maximum one month (31 day) wait from diagnosis to first definitive treatment for all  cancers 96% 98.70% 100.00% 100.00% 99.40% 100.00% 98.70% 98.40% 99.30%


Maximum 31 day wait for subsequent treatment where the treatment is an anti-cancer drug 
regimen


98% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


Maximum 31 day wait for subsequent treatment where that treatment is surgery 94% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


Maximum 31 day wait for subsequent treatment where the treatment is a course of radiotherapy 94% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


Maximum two month (62 day) wait from urgent GP referral to first definitive treatment for cancer 85% 91.20% 89.30% 93.00% 89.50% 85.90% 80.10% 89.00% 88.20%


Maximum 62 day wait from referral from an NHS screenng service to first definitive treatment for 
all  cancers


90% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


Maximum 62 day wait for first definitive treatment following a consultants decision to upgrade 
the priority of the patients (all  cancers) 85% 100.00% 100.00% 100.00% 100.00% 50.00% 100.00% 100.00% 88.50%


Minimise MSA breaches 0 0 0 0 0 0 0 0 0


Incidence of MRSA  to 9th December 0 1 0 0 0 1 1 0 0 0 3
Incidence of CDIFF to 9th December 36 4 1 7 3 4 7 3 2 0 31


Cancer patients - 2 week wait 


Referral to Treatment waiting times for non urgent consultant led treatment 


Diagnostic test waiting times 


A & E waits 


CHS ER02


Cancer waits - 31 days 


Cancer waits - 62 days 


Mixed sex accommodation breaches


HCAI Incidence 


QER06
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NHS Constitutional Indicators by month - NTHFT 
Quality Indicator 


Operational 
Standard Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 YTD


Exception Report 
No.


Admitted patients to start treatment within a maximum of 18 
weeks from referral 


90.00% 93.00% 94.73% 92.10% 93.10% 93.20% 92.90% 91.66% 93.10%


Non-admitted patients to start treatment within a maximum 
of 18 weeks from referral


95.00% 98.91% 99.31% 99.20% 99.10% 99.10% 98.90% 98.91% 99.10%


Patients on incomplete non emergency pathways (yet to start 
treatment) should have been waiting no more


92.00% 97.10% 97.70% 97.20% 97.30% 97.00% 96.80% 97.47% 96.80%


Number of patients waiting more than 52 weeks 0 0 0 0 0 0 0 0 0


Patients waiting for a diagnostic test should have been 
waiting less than 6 weeks from referral 1% 0.02% 0.02% 0.00% 0.00% 0.00% 0.00% 0.00%


Patients should be admitted, transferred or discharged 
within 4 hours of their arrival at an A&E department 


95% 95.12% 97.32% 97.94% 96.55% 94.92% 95.75% 96.22% 95.93% 96.24%


Handover between ambulance and A&E between 30 and 60 
minutes YTD


0 3 0 0 2 6 0 1 12


Handover between ambulance and A&E 60 minutes or more 
YTD 0 0 0 0 0 2 0 0 2


Maximum two-week wait for first outpatient appointment for 
patients referred urgently with suspected cancer by a GP 93% 93.70% 94.00% 93.90% 95.70% 94.20% 95.00% 94.50% 94.50%


Maximum two week wait for first out patient appointment for 
patients referred urgently with breast symptoms (where 
cancer was not initially suspected) 


93% 90.51% 93.00% 93.40% 93.80% 94.40% 96.40% 97.20% 94.00%


Maximum one month (31 day) wait from diagnosis to first 
definitive treatment for all  cancers 


96% 100.00% 99.00% 100.00% 99.40% 100.00% 100.00% 99.30% 99.70%


Maximum 31 day wait for subsequent treatment where the 
treatment is an anti-cancer drug regimen


98% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


Maximum 31 day wait for subsequent treatment where that 
treatment is surgery 


94% 90.00% 97.00% 100.00% 100.00% 100.00% 100.00% 94.10% 97.30%


Maximum 31 day wait for subsequent treatment where the 
treatment is a course of radiotherapy 94% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


Maximum two month (62 day) wait from urgent GP referral to 
first definitive treatment for cancer 


85% 82.54% 84.00% 91.80% 87.60% 88.20% 88.20% 89.10% 87.40%


Maximum 62 day wait from referral from an NHS screenng 
service to first definitive treatment for all  cancers 90% 100.00% 98.00% 93.30% 100.00% 100.00% 93.50% 98.50% 97.60%


Maximum 62 day wait for first definitive treatment following 
a consultants decision to upgrade the priority of the patients 
(all  cancers)


85% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


Minimise MSA breaches 0 0 0 0 0 0 0 0 0


Incidence of MRSA  to 9th December 0 0 0 0 0 0 0 0 0 0 0


Incidence of CDIFF to 9th December 40 3 6 1 3 4 4 5 1 0 27


Mixed sex accommodation breaches


HCAI Incidence 


QER06


Referral to Treatment waiting times for non urgent consultant led treatment 


Diagnostic test waiting times 


A & E waits 


Cancer patients - 2 week wait 


Cancer waits - 31 days 


Cancer waits - 62 days 
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NHS Constitutional Indicators by month - NEAS 


NHS Constitutional Indicators by month – TEWV / MH 


Quality Indicator 
Operational 


Standard Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 YTD
Exception Report 


No.


Category A calls resulting in an emergency reponse arriving within 8 
minutes (Red 1&2)


75.00% 79.88% 79.22% 81.06% 79.08% 80.16% 80.86% 79.38% 78.89% 79.80%


Category A calls resulting in an ambulance arriving at the scene 
within 19 minutes


95.00% 97.25% 97.45% 97.79% 97.12% 97.69% 97.77% 97.17% 97.66% 97.48%


No. of ambulance crews not ready to accept new calls within 30 
minutes of handover to A&E (Clearance Time) YTD


0 2,365 2,489 2,715 1,688 351 325 139 154 10,226 NEAS ER01


No. of ambulance crews not ready to accept new calls within over 
60 minutes of handover to A&E (Clearance Time) 0 105 141 129 80 19 14 12 7 507 NEAS ER01


Category A ambulance calls


Mental Health Indicators
Operational 


Standard YTD Exception Report No.


People seen by Crisis Services before admission 95.00% 98.73%
CPA 7 day follow up 95.00% 98.71%
The percentage of discharges on CPA who are followed up within 7 days that are 
done so on a face to face basis


95.00% 97.14%


Delayed transfers of care 7.50% 0.75%


IAPT Indicators
Operational 


Standard YTD Exception Report No.


Proportion of people that enter treatment against the level of need in the general 
population  


12.000% 7.66%


Proportion of people who complete treatment who are moving to recovery  50.00% 42.82%
MH ER01







Exception Report  CDDFT ER01 


Performance Update 
CDDFT were below the 95% target in both September (94.73%) and October (93.04%).  They did however deliver against the target 
in November (96.27%). There continues to be a risk in the delivery of the target in Q3 (Oct-Dec) which is the contract target. 


Remedial actions: 
CDDFT - A piece of work has been undertaken to look at the correlation between achieving the 95% A&E target & either attendance rate, arrival 
by ambulance or admissions via A&E. The only correlation appears to be with admissions, which points to issues with bed availability & patient 
flow through the hospitals. 
In addition, suggested initiatives have been shared with CDDFT, that are in line with ECIST recommendations. Agreement has been reached, to 
progress these and the A&E improvement plan is currently being re-worked with these in mind.  
 
Paramedic support 
The paramedic model for GPs to be available for a 3-5min ring back to advise crews on scene is being rolled out across the three CCGs. This 
model allows paramedics attending calls to professionally assess whether there was a need for the patient to be transferred to an acute setting 
or, with medical advice and support, they could be managed within primary care. This should go some way to reducing the ambulances that 
build up at the A&E Dept. and offer patients more alternative dispositions. The model has worked well in the Tees area and the evaluation was 
positive.  
NHS 111  
The Directory of Services for the NHS 111 service is also in the process of being improved and updated to ensure that all the available 
community services are there for call takers and clinicians to refer to. A gap analysis has been carried out and a plan is being signed off on the 
22nd of Nov with the NHS 111 Clinical Lead for Durham and Darlington.  
A recent audit of 999 ambulance dispositions from NHS 111 in the North East has resulted in actions that are being taken forward by NEAS and 
monitored in contract meetings. 
ECIST visited the Trust w/c 2nd December and the report is expected early 2014. Further discussions need to take place with the 
provider in terms of using the levers available in the contract. 
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Indicator Threshold CDDFT 


% patients spending 4 hrs. or less in A&E or minor injury unit 95.00% 95.18% 


CCG or Director Comments 
The CCG has agreed a range of schemes across a number of providers to support the delivery of this target over the winter months. Providers 
have now been notified of their allocations and will be progressing schemes to implementation as quickly as possible. 







Exception Report  CHS ER01 


Performance Update 
City Hospitals Sunderland NHS FT (CHSFT) continue to experience significant pressures within A&E due to an increased number of ambulance 
arrivals and more acute Type 1 attendances in comparison to last year.  The increased activity has resulted in the provider failing the 95% target 
in the past two months. Novembers position was 94.45% which although is an improvement from Octobers position, remains below 95% which 
makes it unlikely that quarter 3 will be achieved.  A trust wide action plan is in place which links with their overall winter plan.  
 
Issues remain with the volume on the main corridor including ambulance conveyances and bed availability which affects patient flow. CHSFT are 
investigating whether the closure of Hartlepool EAU has increased the number of patients diverting to Sunderland Royal.  In addition, CHSFT 
have flagged an issue with the process for fast track EACU and rapid consultant assessment.  


Remedial actions: 
A trust wide action plan is in place. CHSFT are investigating the reasons for the high volume of conveyances received, the acuity of attendances, 
times of attendances and NEAS responses/comments. An escalation SOP commenced  in November which includes action cards for response 
to surge, this will be reviewed to understand the impact on bed availability. A pathway is being reviewed for EACU navigation, the role of the 
Emergency Department in this and a new pathway has been agreed with CHSFT considering additional consultant input. The rapid consultant 
assessment process is being reviewed to identify blockages. Finally CHSFT are looking into weekend ward rounds to commence in January.  
 
Plans remain in place to open a minor injuries unit in the Pallion Health centre on 1st January 2014 to decant type 3 patients from Sunderland 
Royal. The driving forces are improved winter resilience, facilitation of the Emergency Department rebuild and increased capacity. On opening, a 
significant proportion of Emergency Department activity from the “Green Zone” of the main A&E unit will be seen in Pallion.  
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Indicator Threshold CHSFT 


% patients spending 4 hrs. or less in A&E or minor injury unit 95.00% 94.40% 


CCG or Director Comments 
DDES CCG is fully engaged with Sunderland to address this target. DDES has a seat on the Sunderland urgent care board and CHS has a seat on the 
Durham urgent care board meeting. 
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Exception Report  CDDFT ER02 


Performance Update 
CDDFT continues to experience poor performance in relation to the Ambulance handover target.  Whilst there was an improvement 
in November compared to October the provider continues to be an outlier across the region.  CDDFT are the only provider reporting 
ambulances waiting over 2 hours before handover to A&E. staff.  There were 6 reported in November. 


Remedial actions: 
The Front of House Group have been asked to ensure that the recommendations from the Pease Report are taken into account for that section 
of the action plan relating to handovers 
  
NEAS are implementing a programme of work to reduce turnaround delays including: review of escalation triggers, active management of crews 
taking excessive times to clear, management presence on sites with delays to take handover from multiple crews waiting, rapid handover 
protocols for low risk patients 
  
The work is ongoing to offer alternative dispositions (e.g. NHS 111 DOS and extended GP hours) should help reduce the number of ambulances 
at A&E 
 
A meeting has been organised for the 12th December, including all partners to discuss the urgent care issues including ambulance handover.  
There are particular concerns with regards to the ambulances waiting over 2 hours. 
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Indicator Threshold CDDFT 


Handover between ambulance and A&E over 30 minutes 0 1,210 


Handover between ambulance and A&E over 60 minutes or more 0 360 


CCG or Director Comments 
 
Winter money has been allocated to NEAS to support more proactive  management of the handover period with CDDFT.  Further work is focussed 
on use of alternative dispositions and supporting paramedics with rapid access to GPs where appropriate.  
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Exception Report  CHS ER02 


Performance Update 
City Hospitals Sunderland have experienced significant pressures within their A&E department with an increasing trend over the past 4 weeks of ambulance 
arrivals. CHSFT are often receiving in excess of 600 ambulance arrivals per week, with over 100 ambulance arrivals being received daily on a number of 
occasions. These pressures have resulted in an increase in the number of ambulance delays.    
 
It is worth noting that there had been significant improvements in the volume of ambulance handovers over 30 minutes at CHSFT, with over a 50% reduction 
between June and September. This performance dipped in October due to the volumes of ambulance arrivals.  
 
 


Remedial actions: 
City Hospital Sunderland are investigating if the increase is as a result of Hartlepool EAU closing which has resulted in additional activity from the East Durham 
area. Commissioners are working closely with CHSFT through the Unscheduled Care workstream to identify solutions to the high volumes of activity. The 
meeting has representation from a number of organisations including stakeholders from Sunderland and DDES CCG’s, CHSFT and NEAS.  
 
In addition NEAS teams are working closely with the trust  to try and establish and implement jointly beneficial plans for improvement.  
 
CHSFT are still planning to open Pallion health centre in January which will create additional capacity for Type 1 patients.      
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Indicator Threshold CHSFT 


  Handover between ambulance and A&E over 30 minutes 0 473 


Handover between ambulance and A&E over 60 minutes or more 0 129 


CCG or Director Comments 
 
No further comments at this stage 
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Exception Report  DDES ER01 


Performance Update 
DDES CCG has failed to meet the 62 day target in September (81.7%) with 11 breaches across 8 specialties, in four treatment modalities – drug (4 patient s), palliative care (1 
patient), radiotherapy (3 patients) and surgery (3 patients). Performance for Q2 is 80.9% against a target of 85%. YTD performance is 84.6%. 
The October performance shows 80.3% - analysis against this is underway. 
Lung is a recurrent theme with breaches in each month of quarter 2. Although breach analysis sheets aren’t available at a patient level this is likely to be as a result of the 
lung awareness campaign which began on 2 July 2013 and ran for 6 weeks. 
Radiotherapy performance remains a concern at both Newcastle and South Tees where the 62 day target has not been achieved for each of the month’s in quarter 2. South 
Tees have had problems with the Tomotherapy door which resulted in patients’ treatments having to be re-planned and re-scheduled for other treatment rooms which 
created capacity issues. 


Remedial actions 
CDDFT 
The Tomotherapy door has now been fixed at STHFT and the unit is fully functioning.  
 
At the County Durham and Darlington Cancer Locality Operations Group meeting on 31 October it was agreed that referring units would try to anticipate the need for 
Oncology appointments earlier in the pathway to try and avoid breaches even if they had to be cancelled at short notice.  
 
The Quarter 2 period has historically proved difficult for STHFT. Senior Consultant annual leave affects the Trust’s ability to arrange hospital appointments in a timely manner 
which is to the detriment of this performance measure. An action plan was put in place for the same reasons last year and this has now been refreshed and reinvigorated 
within the Trust divisions to ensure that focus is on the achievement of this target. 


22 


Indicator Threshold CCG CDDFT CHSFT NTHFT 


% of patients treated within 62 days of an urgent GP referral for 
suspected cancer 85.0% 84.1% 89.4% 88.2% 87.4% 


CCG or Director Comments 
 
No further comments at this stage 
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Exception Report NEAS ER01  


Performance Update – October 2013 validated data 
 
The North East Ambulance Service (NEAS) continues to meet its regional contract-wide target to achieve response to 75% of Red1 and Red2 calls in 8 minutes and 95% in 19 
minutes. NEAS is not contractually obliged to meet those targets at CCG level. DDES, North Durham and Northumberland CCGs rarely met the regional 75% target and it was 
agreed within the 2013/14 contract that NEAS would have a target of 71% R8 for those three CCGs. In DDES’s case this was also dependent on actions taken in line with the 
ORH report, which will not be implemented in this financial year. 
 
 
 
 
 
 
 
 
During September 2013, there was a shift in performance across the three Durham and Darlington CCGs, with performance in North Durham CCG and Darlington CCG 
decreasing versus an increase in performance in DDES CCG. Within the North Durham CCG area, during October 2013, there was a period of high demand of Red incidents 
seen on the 13th, 19th and 28th October 2013. The high demand seen in these three days has accounted for the main loss of performance seen in the region. Also, for a period of 
four days, from 20th October to 23rd October, there were a number of diverts in place from UHND.  The diverts impact on NEAS in the additional time taken for NEAS to respond 
to other patients due to the increased time transferring patients to other sites. 
 
Performance in DDES for October 2013 has remained in line with historical performance, down slightly from September’s 71.55% . Unvalidated data for November 2013 
indicates a further decrease to 69.42%. The factors that have impacted on performance in North Durham have had a knock-on effect on resource availability in other areas, 
including DDES, which has affected performance.  
  
 
 
 
  


Remedial actions: 
Discussions are on-going with NEAS regarding initiatives that could assist performance, including taking action to reduce conveyance rates to hospital and 
increasing the number of patients that can be seen and treated by NEAS.  
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Indicator Threshold DDES CCG NEAS 


Red 8 minute response 75.0% 70.08% 79.93% 


CCG August 13 September 13 October 13 November 13 
NHS North Durham CCG 74.22% 71.06% 69.47% 71.81% 
NHS Durham Dales, Easington and Sedgefield CCG 67.36% 71.55% 70.08% 69.42% 
NHS Darlington CCG 84.03% 80.63% 84.19% 82.09% 


CCG or Director Comments 
 
Although still failing to achieve the 71% local target there has been significant  improvement over the last 3 months. NEAS report that this is 
attributable to the  introduction of more community first responders across Durham and the addition of a rapid response car in the Seaham/Peterlee 
area. 
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Exception Report  MH ER01 


Current Performance: 
The proportion of people entering therapy target continues to be underachieved with the YTD figure reported as 7.66% against a target of 12.00% which is a rising trajectory. 
The number of people achieving an outcome also continues to be underachieved. 
 


Performance Analysis: 
It should be noted, as previously reported, that the CCG commissions additional talking therapies by  way of a counselling service, which are not included in these figures. 
Therefore an additional proportion of the local population are receiving treatment above that reported via the IAPT service. It should be noted that the target for the 
proportion of people entering therapy is to achieve 15% of an estimated prevalence by 2015. 
 


Remedial Actions: 
A contract query was issued to the provider following the Quarter 1 contract meeting (1st August 2013).  
The information was received within requested deadlines (23rd September 2013) 
This data was presented and discussed  at an interim contract performance meeting (4th October 2013).  
The resulting action was to issue the provider with a formal performance notice requesting improved staffing levels, service promotion, caseload monitoring and analysis of 
the number of people not entering therapy from those referred. A remedial action plan was presented and agreed on 29th October and this was distributed to CCG chief 
officers for information.  
The first review of the action plan took place on 8th December and the first effects of early actions are expected in Novembers figures. 
 
  


CCG or Director Comments 
 
No further comments at this stage 
 


Indicator Threshold DDES CCG 


IAPT - Proportion of people that enter treatment against the level of need in the 
general population  


12.0% 7.66% 


IAPT - Proportion of people who complete treatment who are moving to recovery  50.00% 42.82% 
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National and Local Quality Premium Indicators 
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Population 287,858 £1,439,290


Measure


Percentage of 
Quality Premium Value for CCG's Threshold


Outcome and 
data published


Measure 
Achieved/Forecast


Eligible QP 
Funding


Domain 1: Preventing people from dying prematurely 12.5 £179,911 Below 3.2% 
between 2012 and 2013


2013 data
Autumn 14


Yes - data unavailable 
at this stage


£179,911


Domain 2&3 : Enhancing quality of life for people with 
long term conditions and helping people to recover from 
episodes of ill health or following injury


25 £359,823
ISR 13/14 < ISR 12/13 or


 ISR 13/14< 1,000 per 100,000 population 
2013/14 data
Summer 14


Yes - data unavailable 
at this stage £359,823


Domain 4: ensuring that people have a positive 
experience of care


12.5 £179,911
Implement FFT in Q13/14 and 


Increase score between
 Q1 13/14 and Q1 14/15


Not yet known
Yes - but scores 


dropped significantly 
from Q1 to Q2


£179,911 QER04


Domain 5: treating and caring for people in a safe 
environment and protecting them from avoidable harm.


12.5 £179,911
Zero MRSA and Decrease  


C-diff on target
2013/14 data
Summer 14 No - 2 cases of MRSA 0 QER06


Measure


Percentage of 
Quality Premium Value for CCG's Threshold


Outcome and 
data published


Measure 
Achieved/Forecast


Eligible QP 
Funding


U75 mortality rate from cancer 12.5 £179,911 <142.8 per 100,000 population
2013 data
Autumn 14


Yes - data unavailable 
at this stage


£179,911


Unplanned hospitalisation for asthma, diabetes and 
epilepsy in under 19s 12.5 £179,911 <395 admissions per 100,000 population


2013 data
Autumn 14


Yes - reporting 133.0 to 
Aug-13 £179,911


Emergency admissions for children with lower respiratory 
tract infections 12.5 £179,911 <586 admisisons per 100,000 population


2013 data
Autumn 14


Yes - reporting 76.7 to 
Aug-13 £179,911


100 £1,439,290 £1,259,379


Exception 
Report


CDDFT ER01
DDES ER01
NEAS ER01


DDES


Quality Premium
Potential Fund


Indicator


DDES
Achievement Exception 


Report


Value


National


Indicator
Value Achievement


Exception 
Report


Total


NHS Consitutional rights and pledges Measures Achieved/Forecast Adjustment to funding Quality Premium Funding Adjustment
Referral to treatment times (18 weeks) Yes 0% £0
A&E waits Yes - 95.2% to Nov-13 25% £0
Cancer waits - 62 days No - reporting 84.1% to Oct-13 0% -£314,845
Category A Red 1 ambulance calls Yes - 79.8% to Nov-13 0% £0
Total Adjustment -£314,845
Revised Total £944,534







Quality Premium Data Updates 
NECS Update on data reporting


Domain 1: Preventing people from dying prematurely


NECS currently don’t have access to the Primary Care Mortality Database (PCMD) 
which we need to calculate this. Although NECS completed the necessary paperwork as 


instructed by the ONS earlier in the year it seems now that we may not be able to 
access it at all  as a CSU. BI team are now progressing and there are national 


discussions on-going. For future updates a proxy position will  be provided using LA 
data until  CCG level data is available


Domain 2&3 : Enhancing quality of l ife for people with long 
term conditions and helping people to recover from 


episodes of i l l  health or following injury


The data source is the GP Patient Survey.  The results of the 2012/13 survey have been 
published – nothing is available for 2013/14 yet.  In terms of this specific indicator, 


the data has to be standardised and reported through the HSCIC CCG indicators.  


DDES U75 mortality rate from cancer


NECS currently don’t have access to the Primary Care Mortality Database (PCMD) 
which we need to calculate this. Although NECS completed the necessary paperwork as 


instructed by the ONS earlier in the year it seems now that we may not be able to 
access it at all  as a CSU. BI team are now progressing and there are national 


discussions on-going. For future updates a proxy position will  be provided using LA 
data until  CCG level data is available


Indicator


National
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Friends & Family Updates 


CDDFT F&F Trend


Friends and Family Test
Friends and Family Test: Combined – response rates 5.6% 9.0% 18.0% 19.0% 18.0% 30.2% 29.6%


Friends and Family Test: Combined – scores 66 72 62 57 44 31 29


Friends and Family Test: A&E – response rates 0.5% 2.0% 8.0% 5.0% 6.0% 23.6% 26.0%


Friends and Family Test: A&E – scores -43 46 39 41 19 9 8


Friends and Family Test: Inpatient – response rates 15 20.0% 38.0% 47.0% 43.0% 43.3% 36.1%


Friends and Family Test: Inpatient – scores 73 76 71 60 52 52 53


CHSFT F&F Trend


Friends and Family Test
Friends and Family Test: Combined – response rates 11.7% 16.0% 18.0% 24.0% 25.0% 23.5% 22.4%


Friends and Family Test: Combined – scores 83 80 76 79 78 78 75


Friends and Family Test: A&E – response rates 6.3% 13.0% 9.0% 13.0% 16.0% 15.6% 14.3%


Friends and Family Test: A&E – scores 90 80 73 79 75 75 80


Friends and Family Test: Inpatient – response rates 24.4% 25.0% 44.0% 44.0% 39.0% 35.2% 33.6%


Friends and Family Test: Inpatient – scores 79 81 78 80 79 81 71


NTHFT F&F Trend


Friends and Family Test
Friends and Family Test: Combined– response rates 18.8% 21.0% 22.2% 19.0% 21.0% 10.2% 7.8%


Friends and Family Test: Combined – scores 57 61 73 63 61 69 67


Friends and Family Test: A&E – response rates 0.1% 5.0% 2.9% 1.9% 5.0% 8.6% 5.0%


Friends and Family Test: A&E – scores 100 70 60 64 70 72 70


Friends and Family Test: Inpatient – response rates 21.0% 22.0% 19.0% 18.0% 12.5% 11.8


Friends and Family Test: Inpatient – scores 61 73 63 71 66 65
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Finance & Activity 


Overview 
This report provides an update on the position of the contracts held by NHS Durham Dales, Easington and Sedgefield CCG 
for the four months to 31 October 2013. 
 
This report is intended to provide an understanding of the underlying contractual position, without risk share 
arrangements applied in order to provide an understanding of the likely impact of current year performance on 2014/15 
contract negotiations. 
 
Risk share arrangements are in place for the three largest providers of commissioned services – County Durham and 
Darlington FT, North Tees and Hartlepool FT and City Hospitals Sunderland FT.   
 
The County Durham and Darlington FT contract is currently showing a significant over performance at this point in the 
year. The risk share arrangement mitigates this overperformance in year, but any overtrade will inform negotiations for 
the next financial year. A similar, and converse situation is evident with the North Tees and Hartlepool contract. 
 
City Hospitals Sunderland FT and Gateshead FT are both experiencing significant issues with their PAS systems at this 
point. 
 
South Tees, Newcastle and BMI Woodlands acute contracts are all overperforming. Patients appear to be exercising 
patient choice more frequently in choosing independent sector providers, possibly due to better facilities and polling 
(waiting) times. 
 
Prescribing costs and Continuing Healthcare are two areas of significant in year risk to the CCG. The transformation fund is 
currently significantly underspent. 
 
 
 
 







Finance & Activity 


Financial Hotspots 


Provider/ Service 2013/14 
Financial Risk 


Reason for flag Areas of pressure 


County Durham and Darlington  
NHS FT 


£0 Contract showing significant 
financial pressure before 
readmissions and non elective 
threshold adjustments.  
Risk to 2014/15 financial 
position/negotiations 


Elective 
Non elective (General Medicine) 
Excess bed days, 
Outpatient procedures 


BMI Woodlands £481k YTD, £825k FOT Current year financial pressure, 
Apparent shift in activity towards 
independent sector 
Impact on 14/15 negotiations 


Orthopaedics 
Urology 
Pain Management 


South Tees Hospitals NHS FT £328k YTD, £538k FOT Current year financial pressure, 
impact on 14/15 negotiations 


Neuro rehab 
Drugs and Devices 
ITU 
Non elective –  Clinical Oncology, 
Plastic Surgery 
Outpatient procedures 


Newcastle upon Tyne Hospitals 
NHS FT 


£288k (after risk share) YTD, 
£425k FOT  


Current year financial pressure, 
impact on 14/15 negotiations 
 


Drugs and devices 
ITU 
Elective 







Finance & Activity 


County Durham And Darlington NHS FT Summary 


Plan Actual Plan Actual Variance
POD Summary
Accident and Emergency 23,368 23,795 2,094£            2,104£           10£                
Elective 13,245 13,339 12,075£          12,581£         506£              
Non Elective 12,786 13,403 20,036£          21,855£         1,819£           
Excess Beddays 4,178 10,063 965£               2,299£           1,334£           
Outpatient First 37,874 39,540 5,050£            5,253£           203£              
Outpatient Follow Up 70,028 68,970 5,355£            5,313£           42-£                
Outpatient Procedures 6,943 12,050 1,070£            1,736£           666£              
Outpatient Diagnostics 0 0 1,845£            1,845£           -£                   
Maternity Pathways 2,166 2,320 2,024£            1,613£           412-£              
Other Cost Per Case Serv 0 0 -£                    -£                   -£                   
Other Services, inc Block, 
CQUIN, penalties 1,171,429 1,270,415 14,253£          13,350.14£    903-£              
Total before adjustments 64,768£          67,948£         3,181£           


Emergency Readmissions 985-£              985-£              


Total after adjustments 64,768£          66,963£         2,196£           


Risk Share Value (benefit)/cost 2,196-£                2,196-£                


Total 64,768£               64,768£              -£                         


Activity (YTD) £000s (YTD)
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Total Cost Trend for County Durham and Darlington NHS 
Foundation Trust


Cost of Risk Share


Benefit of Risk Share


Plan


Contract Update
• The contract remain unsigned.
• Non elective (NEL) baseline has been recalculated by the Trust, but a split by


CCG is not available at this point.
Data Issues
• Business rules are unable to be applied to the data at this point. Local data


flows need to be put in place to allow a workaround to be put in place.
• Reconciliation issues persist and the position reported by the Trust and by


CCGs continues to be divergent.
Financial Performance
• YTD contract overperformance stands at £2,196k, based on the plan phased


in twelths and includes an adjustment for readmissions. This value is mitigated
by the risk share agreement.


• No NEL threshold/Penalties have been applied at month7 and as such the
position reported here is overstated. Readmissions and threshold adjustments
are automatically reinvested as part of the block arrangement. Under PbR
rules these adjutsments would need to be reinvested in schemes to support
reducing non elective activity and readmission avoidance.


• Pressure areas within Non Elective (£1,819k - General Medicine - £1.9m and
Admissions via A&E - £470k), Excess Bed Days(£1,334k) and Outpatient
Procedures (£666k - predominantly Ophthalmology (£586k) HRG BZ23Z -
Ophthalmology Daycases are under plan by £128k.


Action Points
• Secure sign off of contract - risk share words critical (KK/KS)
• Re-align demand plan, including rephasing (KS)
• Establish routine for reflecting financial implications of contract penalties for


M6 (KS)
• Implement business rules (DMIC)







Finance & Activity 


County Durham And Darlington NHS FT Readmissions Summary 
Analysis by re-admitting provider - CDDFT M1-7


Activity £s
County Durham And Darlington Nhs Foundation Trust 3,024 £3,265,004
South Tees Hospitals Nhs Foundation Trust 71 £110,649
North Tees And Hartlepool Nhs Foundation Trust 69 £93,907
The Newcastle Upon Tyne Hospitals Nhs Foundation Trust 22 £49,576
City Hospitals Sunderland Nhs Foundation Trust 28 £45,152
Other 8 £16,756
Total Readmissions 3,222 £3,581,044


27.5% deemed to be avoidable via audit 984,787£     







Finance & Activity 


North Tees and Hartlepool NHS FT Overview 


Plan Actual Plan Actual Variance
POD Summary
Accident and Emergency 4,034 3,982 395£               398£              3£                  
Elective 4,576 4,243 4,353£            4,472£           119£              
Non Elective 5,364 3,868 7,517£            6,302£           1,215-£           
Excess Beddays 2,542 1,590 582£               355£              227-£              
Outpatient First 7,389 8,144 1,159£            1,291£           132£              
Outpatient Follow Up 17,259 19,028 1,439£            1,548£           109£              
Outpatient Procedures 1,844 1,071 453£               195£              258-£              
Outpatient Diagnostics 7,194 5,511 718£               498£              220-£              
Maternity Pathways 855 691 1,053£            860£              193-£              
Other Cost Per Case Servi 0 0 -£                    -£                   -£                   
Other Services, inc Block, 
CQUIN, penalties 161,807 166,758 3,750£            3,362£           388-£              
Total 21,419£          19,280£         2,139-£           


Risk Share Value (benefit)/cost 2,139£                2,139£                


Total 21,419£               21,419£              -£                         


Activity (YTD) £000s (YTD)


 £-


 £500


 £1,000


 £1,500


 £2,000


 £2,500


 £3,000


 £3,500


Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar


Total Cost Trend for North Tees and Hartlepool NHS 
Foundation Trust


Cost of Risk Share


Benefit of Risk Share


Plan


Contract Update
• This contract has a risk share arrangement for 2013/14.
Data Issues
• Non identified.
Financial Performance
• This contract is underperforming by £2,139k YTD. This underperformance is


offset by the risk share agreement in place with this provider.
• The plan for North Tees & Hartlepool NHS FT was based on 7 months of data


from the previous financial year.
• Financial performance reported here is broadly in line with that reported by the


Trust.
• Key areas of underperformance are Non Elective (£1,215k), Outpatient


Procedures (£258k), Outpatient Diagnostics (£220k) and Maternity Pathways
(£193k)


• General Medicine (£776k), General Surgery (£333k) and Obstetrics (£197k)
and are the specialties showing the largest underperformaces.







Finance & Activity 


City Hospitals Sunderland  NHS FT Overview 


Plan Actual Plan Actual Variance
POD Summary
Accident and Emergency 10,237 9,901 847£               822£              25-£                
Elective 5,669 5,477 5,119£            5,012£           108-£              
Non Elective 3,774 3,525 6,238£            5,383£           855-£              
Excess Beddays 1,610 2,253 374£               524£              151£              
Outpatient First 15,119 10,259 1,610£            1,251£           359-£              
Outpatient Follow Up 15,299 32,722 1,242£            2,201£           959£              
Outpatient Procedures 1,527 2,267 275£               283£              8£                  
Outpatient Diagnostics 6,161 0 463£               -£                   463-£              
Maternity Pathways 535 528 474£               467£              7-£                  
Other Cost Per Case Serv 0 0 -£                    -£                   -£                   
Other Services, inc Block, 
CQUIN, penalties 83,367 84,612 2,211£            2,151£           60-£                
Total 18,853£          18,093£         760-£              


Risk Share Value (benefit)/cost 760£                    760£                    


Total 18,853£               18,853£              -£                         


Activity (YTD) £000s (YTD)
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Total Cost Trend for City Hospitals Sunderland NHS 
Foundation Trust


Cost of Risk Share


Benefit of Risk Share


Plan


Contract Update
• This contract has a risk share arrangement for 2013/14.
Data Issues
• This provider is experiencing serious ongoing problems with its Patient


Administration System and as such, data submissions should be treated as
incomplete. The analysis below is based on the information available.


Financial Performance
• This contract is underperforming by £760k YTD. This underperformance is


offset by the risk share agreement in place with this provider.
• Key areas of underperformance are Non Elective (£855k), Outpatient First


Attendances (£359k) and Outpatient Diagnostics (£463k) (This data set is
missing from the data).


• Non Elective admissions recorded via A&E are significantly higher than
planned (£759k), whilst Cardiology (£390k), Gastro (£301k), Care for the
Elderly (£289k) and Trauma (£184k) are lower than planned.


• Key areas of underperformance in Outpatient First attendances are
Opthalmology (£198k) (Opthalmology Outpatient Procedures are £81k higher
than planned), Respiratory Medicine, T&O and Diabetes.


Action Points
• The lead commissioner continues to work with the provider to resolve PAS


issues.







Finance & Activity 


Newcastle Upon Tyne Hospitals NHS FT Overview 


Plan Actual Plan Actual Variance
POD Summary
Accident and Emergency 470 454 41£                 39£                2-£                  
Elective 1,029 967 1,062£            1,175£           114£              
Non Elective 300 303 635£               585£              50-£                
Excess Beddays 256 264 65£                 63£                2-£                  
Outpatient First 1,019 1,204 157£               182£              25£                
Outpatient Follow Up 3,198 3,725 314£               285£              29-£                
Outpatient Procedures 322 570 57£                 93£                36£                
Outpatient Diagnostics 770 935 92£                 112£              20£                
Maternity Pathways 0 4 -£                    5£                  5£                  
Other Cost Per Case Servi 0 0 -£                    -£                   -£                   
Other Services, inc Block, 
CQUIN, penalties 177 320 414£               624£              210£              
Total 2,837£            3,164£           326£              


Risk share arrangements -38 38-£                


Total after risk share 2,837£            3,126£           288£              


Activity (YTD) £000s (YTD)
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Total Cost Trend for Newcastle upon Tyne
NHS Foundation Trust


Actual


Plan


Contract Update
• This contract is based on full PbR principles and as such and


over/underperformance will be a pressure or benefit to the CCGs financial
position.


Data Issues
• Business rules have been applied to this contract, but require validation..
Financial Performance
• Costs associated with this contract are £288k more than planned at the end of


month 7.
• Elective activity and cost are both significantly ahead of planned levels


(£114k), as are costs associated with Other Services(£210k, mainly ITU
(£44k), Fertility Drugs (£69k) and High Cost Drugs and Devices (£116k)).


• Elective admissions via Urology (£65k) and Paediatric Orthopaedics(£39k) are
higher than planned levels, resulting in an adverse variance.


• Readmissions, non elective threshold and penalties have not been applied to
this contract and consequnetly the total risk associated to these values is
showing in the financial position.


• Risk share adjustments around the Diagnostic Imaging and Maternity
Pathways tariff changes have been made.


• Business rules have been applied to this contract, but require validation
consequently there is a degree of risk reflected in this monitoring for this
contract







Finance & Activity 


South Tees Hospitals  NHS FT Overview 


Plan Actual Plan Actual Variance
POD Summary
Accident and Emergency 657 724 71£                 80£                9£                  
Elective 1,687 1,291 2,008£            1,915£           93-£                
Non Elective 456 490 1,072£            1,128£           56£                
Excess Beddays 476 594 111£               141£              30£                
Outpatient First 2,608 2,248 340£               309£              31-£                
Outpatient Follow Up 6,173 6,364 548£               588£              40£                
Outpatient Procedures 1,832 2,367 255£               340£              85£                
Outpatient Diagnostics 1,022 1,454 134£               171£              37£                
Maternity Pathways 0 21 -£                    9£                  9£                  
Other Cost Per Case Serv 0 0 -£                    -£                   -£                   
Other Services, inc Block, 
CQUIN, penalties 538 888 1,160£            1,348£           188£              
Total 5,699£            6,027£           328£              


Activity (YTD) £000s (YTD)
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Total Cost Trend for South Tees Hospitals
NHS Foundation Trust


Actual


Plan


Contract Update
• This contract is based on full PbR principles and as such and


over/underperformance will be a pressure or benefit to the CCGs financial
position.


Data Issues
• Business rules have been applied to this contract.
Financial Performance
• Costs associated with this contract as £328k more than planned at the end of


month 7, based on a phased plan.This is an improvement on the previous
month.


• A number of areas are showing pressure on this contract - particularly drugs
and devices (£47k), Neurorehab (£97k), ITU (£45k), HDU (£30k)


• Non elective activity in Clinical Oncology (£66k) and Plastic Surgery (£68k) are
areas of pressure within non elective lines.


• Outpatient procedures in Cardiology (£21k), Clinical Physiology (£19k) and
Dermatology (£15k) are all showing pressure.


• A readmissions adjustment of £32k has been applied in the positon reported
here.


• Diagnostic imaging risk share has been applied with a benefit of £21k on this
contract. Hand over and RTT penalties have also been applied to this contract
and amount to £12k, which is reflected in the position reported here.


Actions
• Re-run 12/13 data through the 13/14 rules and tariffs to perform year on year


comparison of activity and understadn reasons for overtrade on this contract.







Finance & Activity 


BMI Woodlands Overview 


Plan Actual Plan Actual Variance
POD Summary
Accident and Emergency 0 0 -£                    -£                   -£                   
Elective 302 528 538£               921£              383£              
Non Elective 0 0 -£                    -£                   -£                   
Excess Beddays 0 1 -£                    0£                  0£                  
Outpatient First 379 750 50£                 98£                49£                
Outpatient Follow Up 1,248 2,484 68£                 99£                31£                
Outpatient Procedures 34 139 7£                   35£                28£                
Outpatient Diagnostics 144 296 14£                 24£                10£                
Maternity Pathways 0 0 -£                    -£                   -£                   
Other Cost Per Case Servi 0 0 -£                    -£                   -£                   
Other Services, inc Block, 
CQUIN, penalties 5 0 20£                 -£                   20-£                
Total 696£               1,177£           481£              


Activity (YTD) £000s (YTD)
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Contract Update
• This is a PbR contract and as such constitutes a financial risk to the CCG.
• DDES USS Pilot has now been extended to Sedgefield practices – review of


pilot to be completed by mid-November
• Q2 - CQUIN was achieved however Friends and Family (Indicator 1.2) is


12.8% (action plan in place to address low response rate)
• On-going work with the Provider is being undertaken to understand the high


activity trends within DDES CCG.
Data Issues
• Non identified
Financial Performance
• Costs are higher than plan for this contract year to date.
• Pressures within elective are Trauma and Orthopaedics and gynaecology,


(mainly major knee procedures). Daycase trauma & orthopaedics is over
mainly due to major knee procedures.


• Market share for this provider appears to be growing.
.







North East Ambulance Services POD Analysis 


Finance & Activity 


Plan Actual Plan Actual Variance
POD Summary
Block 0 0 23£                 23£                -£                   
Calls 31,601 23,774 158£               119£              39-£                
Hear and Treat 870 662 10£                 8£                  2-£                  
Neo-Natal 35 0 13£                 -£                   13-£                
See and Treat 4,904 5,390 736£               809£              73£                
See, Treat and Convey 18,523 18,341 3,464£            3,430£           34-£                
Marginal rate adjustment 0 0 -£                    80-£                80-£                
CQUIN 0 0 117£               121£              4£                  


4,521£            4,429£           92-£                


Penalties 0 0 -£                    28-£                28-£                
Total 4,521£            4,402£           120-£              


Risk Share Value (benefit)/cost 0 0 -£                    277£              277£              


Total 4,521£                  4,679£                157£                    


Activity (YTD) £000s (YTD)
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Total Cost Trend for North East Ambulance NHS 
Foundation Trust


Benefit of Risk Share


Cost of Risk Share


Plan


Contract Update
• This contract is a block, with activity driven element, penalties and a risk share


arrangement.
Data Issues
• Non identified.
Financial Performance
• The activity element of the NEAS contract is over performing. This over


performance is split across the CCGs using the risk share agreeement within
the contract.


• This is currently being slightly offset by the impact of marginal rate
adjustments following the activity levels reaching specified targets, and the
impact of penalties being imposed on the Trust.


• Overall this is reducing the over performance on the contract. This includes all
elements of the main NEAS contract .


• Underlying contractual performance for DDES is £92k under plan.
• The share of penalties levied by DDES is £28k YTD - which are a benefitr to


the position.
• The risk share adversely affects DDES by £277k. This has been corrected for


the revised split between DDES and North Durham CCGs.







Finance & Activity 


Northumberland Tyne and Wear NHS FT 
• The activity and finance reports have been received 


for Month 7 showing a significant increase in the rate 
of overspend to £151k over budget (M6 £114k).   
The increased pressure stems from activity in the 
Affective Disorder Inpatient Service (£32k Ytd, 31 
OBD in October) which recorded much lower levels 
of activity in previous months.  The reported new 
pressure for Sycamore (PbR) in M6 was due to 2 
individuals admitted for 3 months now discharged, 
tariff having been omitted from NTWs M5 SLAM file.  


• In overview the over spend arises in Planned Care 
Services and Urgent Care, partially offset by 
underspends in Specialist Care.  Planned Care and 
Urgent Care overspends relate mainly to a range of 
non-contracted services.  Other significant variances 
are the Castleside Inpatients service at £23k (M6 
£23k), Sunderland IRT at £26k (M6 - £23k) and the 
Sycamore pressure referred to above (£30k).    


• Within Specialist Care services the most significant 
underspend is for Villa 19 – Tyne at £54k under 
contract (M6 - £51k under).  


• The above schedule sets out the major over and 
under spending services.   


• Based on the year to date over spending, the 
forecast outturn for this contract is projected to be 
£277k over contract (M6 - £195k) which is a 
significant increase over the M7 forecast due to the 
impact of a single package at Villa 19 at c £13k per 
month bringing the projected underspend down from 
£103k in M6. 


• The above schedule excludes extra contractual 
invoices received.  Invoices for £42k have been 
received for salary costs for ER. 







Finance & Activity 


Continuing Care 


Plan Actual Variance
POD Summary
Domiciliary Care - CHC 462£          453£                9-£                   
Domiciliary Care - Joint Package 24£            25£                  0£                   
Domiciliary Care - S117 18£            19£                  1£                   
Free Nursing Care 795£          1,726£             930£               
Nursing Home - CHC 5,429£       4,635£             794-£               
Nursing Home - Child 616£          613£                3-£                   
Nursing Home - Joint Package 1,029£       1,099£             70£                 
Nursing Home - S117 1,154£       1,181£             27£                 


9,529£       9,751£             222£               


Risk Share CHC -£               257£                257£               


Total 9,529£           10,008£                 479£                     


£000s (YTD)
Financial Performance
• The position as at 31st October 2013 is showing an overspend of £478k which is inclusive of a


£257k cost to the CCG for the agreed risk sharing scheme.
• The FOT based on current information within our database is predicting a £755k over spend which


includes £440k full year cost of the risk share scheme. We have recently validated all patients who
have been on a long term fast track package and updated the system as necessary.


• Notifications from the CHC team are now received on a daily basis and we are also in the process
of validating every single patient on our spreadsheet with the QA+ system to confirm they are alive
and the package details are correct.


• Payments to care homes are now made direct via a ready to pay file following a validation of the
information from the CHC team, which is then being used as a further check on the correctness of
our spreadsheet.


• Below is a graph showing trend of package numbers over the past three years which shows a
growing increase in the numbers of clients.







Finance & Activity 


Continuing Care 


• In terms of monthly activity information the below 
chart is a summary of quarter 2 provided from the 
CHC Locality Lead. 


• With regards to CHC a total of 353 checklists were 
received of which 62 were newly eligible and there 
were 17 deaths. There was also a net increase of 31 
FNC clients and 33 additional fast track patients. 







Finance & Activity 


Continuing Care 


• The current report for restitution cases is showing of 
the 319 total requests received only 191 remain in 
the system for a full assessment with 12 cases 
assessed as not eligible. 


• Previous claims have resulted in a 47% success rate 
which at an average cost of £33k per case would 
give a potential pay out of £3m over the next few 
years. This week we have paid a historic case with a 
value of £18.6k. 







Finance & Activity 


Primary Care - Prescribing 


Financial Performance 


• 6 months of data is now available for prescribing. 


• Prescribing costs per head of weighted population 
has increased since 2013/14 across all localities. 


• Costs relating to services commissioned by other 
public bodies (substance misuse, smoking 
cessation etc) are still included within the 
prescribing numbers, though these costs are yet to 
be quantified and recharged. 


 


 


 


Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Durham Dales £12.64 £12.84 £11.94 £13.21 £12.47 £12.63
Easington £12.88 £13.37 £12.32 £13.74 £13.10 £12.76
Sedgefield £12.59 £13.16 £11.74 £13.33 £12.60 £12.43
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Cost per weighted head of population by locality


Durham Dales Easington Sedgefield
13/14 Cost per Weighted List Size £75.73 £78.16 £75.84
12/13 Cost Per Weighted list Size £74.11 £74.61 £73.41
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Prescribing M6 YTD Costs per Weighted List Size by Locality







Finance & Activity 


Primary Care – Prescribing – Durham Dales 


Durham Dales
 Year to Date 
Costs 


Weighted List 
Size  YTD Cost 2013/14  YTD Cost 2012/13 


 Movement 
vs 12/13 


A83021 AUCKLAND MEDICAL GROUP 1,276,515£    15,438 82.69£                     80.02£                              5


A83046 BARNARD CASTLE SURGERY 763,238£       11,256 67.81£                     67.70£                              5


A83025 BISHOPGATE MEDICAL CENTRE 1,267,366£    16,109 78.67£                     74.00£                              5


A83032 COCKFIELD SURGERYTHE SURGERY 219,062£       3,002 72.96£                     75.12£                              6


Y00643 DALES SUBSTANCE MISUSE -£                     0 -£                         -£                                  
Y00866 DURHAM DALES DERMATOLOGY 8,852£            0 -£                         7.99£                                
Y01792 DURHAM DALES MEDICAL 6,249£            0 -£                         -£                                  
A83626 EVENWOOD MEDICAL PRACTICE 213,360£       2,429 87.85£                     83.71£                              5


A83061 GAINFORD SURGERYMAIN ROAD 230,395£       3,713 62.05£                     58.88£                              5


A83020 NORTH HOUSE SURGERYNORTH 
 


1,202,596£    15,055 79.88£                     74.85£                              5


A83043 OLD FORGE SURGERYTHE SURGERY 243,073£       3,127 77.74£                     77.43£                              5


Y00017 PALLIATIVE CARE CLINIC 14£                  0 -£                         -£                                  
A83060 PINFOLD MEDICAL PRACTICE 243,761£       3,460 70.45£                     66.01£                              5


Y02115 RICHARDSON COMMUNITY 4,720£            0 -£                         -£                                  
A83015 STATION VIEW MEDICAL CENTRE 916,136£       12,025 76.19£                     76.56£                              6


A83035 THE WEARDALE PRACTICE 557,006£       9,104 61.18£                     60.50£                              5


Y00943 URGENT CARE CENTRE/DAYTIME 18£                  0 -£                         -£                                  
Y02352 WEARDALE COMMUNITY 3,344£            0 -£                         -£                                  
A83003 WILLINGTON MEDICAL GROUP 803,555£       10,388 77.35£                     73.06£                              5


Total 7,959,260£    105,106 75.73£                     74.11£                              5


Cost per Weighted List Size







Finance & Activity 


Primary Care – Prescribing – Easington 


Easington
 Year to Date 
Costs 


Weighted List 
Size  YTD Cost 2013/14  YTD Cost 2012/13 


 Movement 
vs 12/13 


A83041 DR D S RANGAR & PARTNERS 838,869£       9,513 88.18£                     83.54£                              5


A83075 DR KV REDDY 459,534£       5,748 79.95£                     78.26£                              5


A83616 DR M D RAMAKRISHNA GUPTA 233,424£       3,059 76.30£                     74.42£                              5


A83017 DR MAHTO & PARTNERS 677,339£       10,025 67.57£                     65.99£                              5


A83042 DR. C.P. FAIRLAMB & PARTNERS 393,030£       6,495 60.52£                     72.16£                              6


A83004 DR. K R KAPOOR & PARTNER 280,045£       4,200 66.67£                     66.83£                              6


A83007 DR. P. BURRELL & PARTNERS 926,142£       11,342 81.66£                     78.32£                              5


A83019 DR. R.G. ABBOTT AND DR. PATEL 502,076£       6,536 76.81£                     68.83£                              5


A83619 DR. S H S MANSOUR 246,334£       3,261 75.54£                     64.49£                              5


Y02203 EASINGTON DERMATOLOGY 2,379£            0 -£                         -£                                  
Y03574 HAWTHORNS SPINAL UNIT 80,108£          0 -£                         -£                                  
Y02614 INTRAHEALTH AT HEALTHWORKS 66,476£          885 75.09£                     61.54£                              5


A83068 JUPITER HOUSE 216,658£       2,510 86.32£                     83.42£                              5


A83051 MARLBOROUGH SURGERY 1,022,166£    12,107 84.42£                     80.31£                              5


Y01014 PALLIATIVE CARE MEDICINE -£                     0 -£                         -£                                  
A83057 SHINWELL MEDICAL GROUP 552,946£       6,263 88.28£                     86.82£                              5


A83627 SILVERDALE FAMILY PRACTICE 346,310£       4,508 76.82£                     69.96£                              5


A83044 THE HORDEN GROUP PRACTICE 657,062£       7,638 86.02£                     74.66£                              5


A83071 THE NEW SEAHAM MEDICAL 366,302£       5,810 63.05£                     62.48£                              5


A83012 WILLIAM BROWN CENTRE 1,438,628£    18,859 76.28£                     72.86£                              5


A83610 WINGATE MEDICAL PRACTICE 246,030£       3,448 71.35£                     67.07£                              5


Total 9,551,858£    122,208 78.16£                     74.61£                              5







Finance & Activity 


Primary Care – Prescribing – Sedgefield 


Sedgefield
 Year to Date 
Costs 


Weighted List 
Size  YTD Cost 2013/14  YTD Cost 2012/13 


 Movement 
vs 12/13 


A83066 JUBILEE MEDICAL GROUP 671,601£       9,094 73.85£                     69.90£                              5


A83037 BEWICK CRESCENT SURGERY 1,253,582£    16,081 77.96£                     76.59£                              5


A83638 DR.BALIGA 139,603£       1,739 80.26£                     57.84£                              5


A83054 DR.JONES & PARTNERS 1,150,891£    18,514 62.16£                     56.58£                              5


A83045 DR.OAKENFULL & PARTNERS 1,455,653£    17,196 84.65£                     81.56£                              5


A83603 DR.ROY 224,803£       2,916 77.09£                     75.04£                              5


A83052 DR.WOOD & PARTNERS 821,682£       9,827 83.61£                     80.08£                              5


A83008 HALLGARTH SURGERY 592,022£       7,127 83.06£                     80.53£                              5


A83074 PEASEWAY MEDICAL CENTRE 885,916£       12,350 71.74£                     72.24£                              6


Y03525 SEDGEFIELD ASSESSMENT UNIT -£                     0 -£                         -£                                  
A83001 ST ANDREW'S MEDICAL PRACTICE 827,973£       11,501 71.99£                     76.52£                              6


A83634 WEST CORNFORTH MEDICAL 282,707£       3,182 88.85£                     84.94£                              5


Total 8,306,433£    109,527 75.84£                     73.41£                              5


Cost per Weighted List Size







Glossary 
Annex A Measure(s) Threshold Frequency


Quality Premium 
Link


Notes


% of patients initial treatment within 18 weeks for 
admitted pathways


Admitted patients to start treatment within a maximum of 18 weeks from 
referral


Green: Greater than or equal to 90%
Amber: between 85% and 90%
Red: less than 85%


Monthly National


% of patients initial treatment within 18 weeks for 
non- admitted pathways


Non-admitted patients to start treatment within a maximum of 18 weeks from 
referral


Green: Greater than or equal to 95%
Amber: between 90% and 95%
Red: less than 85%


Monthly National


% patients waiting for initial treatment on 
incomplete pathways within 18 weeks


Patients on incomplete non emergency pathways (yet to start treatment) 
should have been waiting no more than 18 weeks


Green: Greater than or equal to 92%
Amber: between 87% and 92%
Red: less than 87%


Monthly National


Number patients waiting more than 52 weeks for 
treatment Number of 52 week Referral to Treatment Pathways


Green is zero
Amber is 10 or fewer
Red is more than 10


Monthly


% patients waiting less than 6 weeks for the 15 
diagnostics tests (including audiology)


Patients waiting for a diagnostic test should have been waiting less than 6 
weeks from referral


Green: less than or equal to 1%
Amber: between 1% and 6%
Red: greater than 6%


Monthly


% patients spending 4 hrs. or less in A&E or 
minor injury unit


Patients should be admitted, transferred or discharged within 4 hours of their 
arrival at an A&E department 


Green: Greater than or equal to 92%
Amber: between 87% and 92%
Red: less than 87%


Weekly National
Data not collected on a commissioner basis. But the performance of 
the 1st three providers in Domain 3 will  be used instead (CDDFT, 
CHSFT, TEWV).


Over 12 hour trolley waits Patients who have waited over 12 hours in A&E from decision to admit to 
admission


Green: Zero
Red: greater than zero Monthly


Supplementary indicator and was not covered in QTR 1 checkpoint 
but CCG will continue to monitor as part of future performance 
reports


Handover between ambulance and A&E over 30 
minutes


Handover between ambulance and A&E0ver 60 
minutes or more


% of patients seen within 2 weeks of an urgent 
GP referral for suspected cancer


Maximum two-week wait for first outpatient appointment for patients 
referred urgently with suspected cancer by a GP 


Green: Greater than or equal to 93%
Amber: between 88% and 93%
Red: less than 88%


Monthly


% of patients seen within 2 weeks of an urgent 
referral for breast symptoms


Maximum two week wait for first out patient appointment for patients 
referred urgently with breast symptoms (where cancer was not initially 
suspected) 


Green: Greater than or equal to 93%
Amber: between 88% and 93%
Red: less than 88%


Monthly


% of patients receiving subsequent treatment for 
cancer within 31 days - surgery


Maximum one month (31 day) wait from diagnosis to first definitive 
treatment for all  cancers 


Green: Greater than or equal to 96%
Amber: between 91% and 96%
Red: less than 91%


Monthly


% of patients receiving subsequent treatment for 
cancer within 31 days - drugs


Maximum 31 day wait for subsequent treatment where that treatment is 
surgery 


Green: Greater than or equal to 94%
Amber: between 89% and 94%
Red: less than 89%


Monthly


% of patients receiving subsequent treatment for 
cancer within 31 days - radiotherapy


Maximum 31 day wait for subsequent treatment where the treatment is an 
anti-cancer drug regimen


Green: Greater than or equal to 98%
Amber: between 93% and 98%
Red: less than 93%


Monthly


% of patients treated within 31 days of a cancer 
diagnosis


Maximum 31 day wait for subsequent treatment where the treatment is a 
course of radiotherapy 


Green: Greater than or equal to 94%
Amber: between 89% and 94%
Red: less than 89%


Monthly


% of patients treated within 62 days of an urgent 
GP referral for suspected cancer


Maximum two month (62 day) wait from urgent GP referral to first definitive 
treatment for cancer 


Green: Greater than or equal to 85%
Amber: between 80% and 95%
Red: less than 80%


Monthly National


% of patients treated within 62 days of an urgent 
GP referral from an NHS Cancer Screening 
Service


Maximum 62 day wait from referral from an NHS screenng service to first 
definitive treatment for all  cancers


Green: Greater than or equal to 90%
Amber: between 85% and 90%
Red: less than 85%


Monthly National


% of patients treated for cancer within 62 days of 
consultant decision to upgrade status


Maximum 62 day wait for first definitive treatment following a consultants 
decision to upgrade the priority of the patients (all  cancers) No Threshold Monthly National


No threshold due to small cohorts of patient making it difficult to 
assess against a target e.g. if 1 patient is reauired to be treated as 
result of consultant decision, result will  be either 0% or 100%


Referral to treatment access times


A&E waits


Cancer patients 2 week wait


Cancer patients - 31 days


Cancer patients - 62 days


The number of handover delays of over 30 minutes/1 hour Not yet determined but improvement in rates 
required


For local 
determination


Supplementary indicator and was not covered in QTR 1 checkpoint 
but CCG will continue to monitor as part of future performance 
reports


Threshold not yet determined but there is an expected reduction in 
the number of handover delays


Further discussions expected with Area Team to determine 
thresholds and trajectory at future checkpoint meetings


Diagnostic waits







Glossary 
Annex A Measure(s) Threshold Frequency


Quality Premium 
Link


Notes


RED 1 response in 8 mins Calls resulting in an emergency reponse arriving within 8 minutes (Red 1) Green: Greater than or equal to 75%
Amber: between 70% and 75%
Red: less than 70%


Monthly National


RED1 incidents - presenting conditions that may be l ife threatening 
and the most time critical should receive an emergency respons 
with 8 minutes irrespective of location


Monitored at contract level but CCG have local thresholds that are 
also monitored


Data not collected on a commissioner basis. CCGs will  be allocated 
the overall  performance of the Ambulance Trust that they are 
covered by.


RED 2 response in 8 mins Calls resulting in an emergency reponse arriving within 8 minutes (Red 2) Green: Greater than or equal to 75%
Amber: between 70% and 75%
Red: less than 70%


Monthly


RED2 incidents - presenting conditions which may be l ife 
threatening but less time critical than RED 1 and should receive an 
emergency response within 8 minutes irrespective of location


Monitored at contract level but CCG have local thresholds that are 
also monitored


Data not collected on a commissioner basis. CCGs will  be allocated 
the overall  performance of the Ambulance Trust that they are 
covered by.


Cat A Response within 19 mins Category A calls resulting in an ambulance arriving at the scene within 19 
minutes


Green: Greater than or equal to 95%
Amber: between 90% and 95%
Red: less than 90%


Monthly


Category A - presenting conditions, which may be immediatley l ife 
threatening and should receive an ambulance response at the scene 
within 19 minutes irrespective of location


Data not collected on a commissioner basis. CCGs will  be allocated 
the overall  performance of the Ambulance Trust that they are 
covered by.


Monitored at contract level but CCG have local thresholds that are 
also monitored


Number of crew clear delays over 30 mins


Number of crew clear delays over 60 mins


Mixed Sex accommodation - number of 
unjustified breaches


The number of MSA breaches for the reporting month in question Green: zero
Amber: 10 or fewer breaches
Red: more than 10 breaches


Monthly


Cancelled operations for non-clinical reasons to 
be rescheduled within 28 days


All patients who have operations cancelled, on or after the day of admission, 
for non-clinical reasons to be offered another binding date with 28 days, or t 
he patients treatment to be funded at the time and hospital of the patients 
choice Not yet determined but improvement in rates 


requires
For local 


determination


Threshold not yet determined but there is an expected reduction in 
the number of cancelled operations


Further discussions expected with Area Team to determine 
thresholds and trajectory at future checkpoint meetings


Data not collected on a commissioner basis and cannot be mapped 
to CCG.


Urgent operations cancelled for a second time Number of urgent operations that are cancelled by the trust for non-clinical 
reasons, which have already been previously cancelled once for non clinical 
reasons Not yet determined but improvement in rates 


requires
For local 


determination


Supplementary indicator and was not covered in QTR 1 checkpoint 
but CCG will continue to monitor as part of future performance 
reports


Further discussions expected with Area Team to determine 
thresholds and trajectory at future checkpoint meetings


% people followed up within 7 days of discharge 
from psychiatric in patient care


Care Programme Approach (CPA): The proportion of people under adult 
mental i l lness specialities on CPA


Green: Greater than or equal to 95%
Amber: between 90% and 95%
Red: less than 90%


Monthly


Crew clear delays of over 30 minutes/1 hour


Not yet determined but improvement in rates 
requires


For local 
determination


Supplementary indicator and was not covered in QTR 1 checkpoint 
but CCG will continue to monitor as part of future performance 
reports


Threshold not yet determined but there is an expected reduction in 
the number of handover delays


Further discussions expected with Area Team to determine 
thresholds and trajectory at future checkpoint meetings


Ambulance response times


Mixed Sex accommodation


Cancelled operations


Mental Health
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14 January 2014 
 Item No: GB 14 178 


GOVERNING BODY 
 


Report Title  Summary of Recommendations from Recent Patient Safety Reports 
(Francis 2; Berwick and Keogh) 


Author and Job 
Title  


Gill Findley, Director of Nursing 


Sponsor Director Gill Findley, Director of Nursing 
Date 24.12.13 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


Following previous discussions at Governing Body the action plans from 3 
recent reports have been summarised into one consolidated action plan. 
 
An update against the actions has been provided for governing body 
members. 
 
Reports included in the summary are: 
 
“Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry” 
2013 Chaired by Sir Robert Francis QC 
 
“Review into the quality of care and treatment provided by 14 hospital 
trusts in England: overview report” July 2013 Professor Sir Bruce Keogh 
 
“A promise to learn-commitment to act.  Improving the safety for patients 
in England”  August 2013 
 
 


Summary of key 
points  
 
 


The action plan will be monitored by the clinical quality working group 
within the CCG and an update will be provided to governing body in 6 
months’ time 


 
Approval route 
 


Executive Committee – 7th January 2014 


  
Supporting 
documentation / 
Appendices 
 


· Appendix A - Summary report 
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Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


Summary of implications (please provide detail in body of report) 
 
Risk Assurance Framework Yes  No  
Environmental impact / Sustainability Yes  No  
Legal implications Yes  No  
Resource implications – financial and/or staffing Yes  No  
Equality Impact Assessment  Yes  No  
Equality and Diversity Yes  No  
Innovation and Research Yes  No  
Quality, Innovation, Productivity and Prevention Yes  No  
Patient and public involvement Yes  No  
Stakeholder involvement Yes  No  
Clinical engagement Yes  No  
Communications and Engagement Yes  No  


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The governing body is asked to: 
· Note and discuss the progress made to date and the arrangements for 


ongoing monitoring 
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    Executive Committee 
3 December 2013 


8.30 am – 11.35 am 
Boardroom, Sedgefield Community Hospital 


 
CONFIRMED MINUTES 


 
Present: 
Dinah Roy   Director of Clinical Quality and Performance 
Gill Findley   Director of Nursing 
Mike Taylor   Chief Finance and Operating Officer 
Joseph Chandy  Director of Primary Care Development and Engagement 
Mark Pickering  Head of Finance and Performance 
Clair White   Head of Corporate Services   
Sarah Burns   Head of Planning and Contracting 
Helen Moore   Clinical Locality Lead, Sedgefield 
Vicky Watson  Durham Dales Locality Lead 
Winny Jose    Second Clinical Locality Lead, Sedgefield 
Sue Humpish  Executive Assistant - Minutes 
 
Apologies:  
Stewart Findlay  Chief Clinical Officer 
Mike Brierley   Head of Customer Programme, NECS 
 
Item No 


 
 Action 


EC/13/252 Briefings on key meetings attended and forthcoming 
 
DR indicated that she was continuing to work on handovers for Mental 
Health and Cancer.  Appraisals for Clinical Quality Leads and Prescribing 
Leads were ongoing, and she would chair her last Clinical Quality 
Working Group later in the week. 
 
Quarter 2 Assurance Visit with Area Team – The meeting was attended 
by members of the Executive Committee and was very positive.  The 
Area Team wanted the CCG to move forward with any transformation 
plans before the general election.  They recognised good progress with 
finance, urgent care and partnership working and praised the proactive 
approach in addressing CDDFT issues (and offered to assist with the 
Deep Dive Audit).   Areas identified for close monitoring were Integrated 
Transformation Fund and Cancer. 
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GF attended the Safer Durham Partnership Board to present domestic 
homicide review findings and recommendations.  The main 
recommendations were about Do Not Attend policies, though there were 
no issues for primary care. 
 
NHS Alliance Conference – SF, GF, CW, JC and LJG attended the 
conference.  GF commented that it had been useful to network with 
colleagues attending from North Durham and parts of the conference 
were useful.  She indicated that she had asked for more information from 
a company dealing with hardware and software for Friends and Family 
Test.  CW added that she had attended to deliver a presentation on 
Urology and all were pleased to note that DDES CCG had won an award 
for Commissioning Team of the Year for the COPD Joint Working 
Agreement led by Durham Dales.  She would ensure that this was 
included in relevant communications. 
 
Front of House Integration at Darlington – GF reported on discussions at 
the meeting involving the Acute Trust and Darlington CCG, between 
whom there appeared to be a lack of clarity as to what was currently 
being done. 
 
SB and JC joined the meeting. 
 
HM noted that the Sedgefield Time In was to take place the following day.  
She raised a query about AF and COPD Pathways being included on this 
and the SLEC agendas.  It was agreed that HM would make 
arrangements outside the meeting to obtain help from a Project Lead to 
ensure that the agenda was drawn up appropriately. 
 
VW reported on discussions at the Durham Dales Locality Meeting last 
Thursday.  It was noted that the Dales locality is trying to ensure that 
issues from the CQF&P meeting were being picked up.  No particular 
issues to report. 
 
Overview and Scrutiny Officers - JC attended the monthly meeting where 
discussions included Grampian House and critical care in North Tees and 
Hartlepool.   JC indicated at the meeting that he wanted to see adequate 
step down arrangements. 
 
MP had circulated some notes from Michael Houghton from the Area 
Team Delivery Group meeting.  It was noted that further meetings were 
going to be arranged for 18th and 20th December.  MP added that in terms 
of Friends and Family and Delayed Transfer of Care, the Area Team had 
CDDFT in their spotlight and they could receive a phone call from the 
Minister.  Delayed Transfer of Care issues were being picked up by the 
Area Team Task and Finish Group and was a recording issue, added GF.  
The Friends and Family Test was being recorded accurately and the 
responses were up, but they had differing views to others how the test 


 
 
 
 
 
 
 
 
 
 
 
 
 
CW 
 
 
 
 
 
 
 
 
 
 
HM 
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was carried out and the views being expressed were poor. 
 
CW drew attention to the Stakeholder Engagement Event on Friday 13 
December, the New Ways of Working project, which was gaining 
momentum, and also the Governing Body meeting on 10 December. 
 
SB attended the People Too teleconference re Intermediate Care 
Business Case and commented that she now had a better understanding 
of the financial figures, though was still to find out if Darlington were 
participating or not. 
 
SB had met with Graeme Greig regarding the future commissioning of 
Health Improvement Services and updated the group on the possible 
service model.  It was agreed that SB would invite GG to attend a future 
Executive Committee and that SH would ask SF to raise at the Chief 
Officers’ meeting.  SB would update Michael Houghton. 
 
Intrahealth – SB indicated that a decision had been expected yesterday 
from NHS England, and she would maintain pressure. 
 
MT and SB were to meet with Peter Appleton to discuss commissioning 
plans and the Health and Wellbeing Board reporting cycle. 
 
MT, Annie Dolphin and David Taylor-Gooby were to attend the Dales 
Health Network in Crook. 
 
WJ joined the meeting 
 
Call to Action – MT updated on discussions and noted that a meeting 
would be called for 20th December to look at allocations and national 
“must dos”.  A North East-wide event was to take place on 18 December 
to look at health and social care issues. 
 
Integration Transformation Fund – MT noted the quickening of 
momentum.  Meeting last week with North Durham and Durham County 
Council had taken place.  It was agreed that there was a need to 
demonstrate performance management and that impact of funding would 
need to be monitored.  SB added that the local authority were being 
challenging regarding contracting activity and disinvestment.  MT/SB/MP 
would keep colleagues up to date. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
SB 
SH/SF 
SB 
 


EC/13/253 Apologies for Absence 
 
Apologies were received from Stewart Findlay and Mike Brierley. 
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EC/13/254 Declarations of Interest 


 
· Primary Care Strategy – JC, HM, WJ, DR, VW. 
· Weekend Opening – JC, HM, WJ, DR, VW. 
· Federations – JC, HM, WJ, DR, VW 
· Residential Care Home consultation – HM 
· Flu Jabs for Nursing Home Residents – JC, HM, WJ, DR, VW 
 


 
 


EC/13/255 Minutes of the meeting held on 26 November 2013 
 
The minutes were accepted as a true record. 
 


 
 


EC/13/256 Matters arising from the meeting held on 26 November 2013 
 
There were no matters arising. 
 


 


EC/13/257 Action Log 
 
NICE Guidance – It was agreed that a new action would be created to 
ensure clarity.  GF had asked for an options paper at the QRG meeting 
and Kirsty Kitching had been tasked with doing this before the next QRG 
meeting.  SB added that a Rheumatology Pathways meeting was to be 
set up by NECS with representation from Darlington and North Durham.  
SH to ask MB to report on progress on all of these actions. 
 
New Ways of Working – Localities were adding the summary of 
responses to their board meeting agendas.  
 


 
 
 
 
 
 
 


SH/MB 


EC/13/258 Governing Body Report: Developing a Strategy for Primary Care 
 
Colleagues discussed the report which had been updated since last 
considered by the Executive Committee on 5 November to include details 
of the preparatory phase one and consultative phase two. 
 
DR felt that the report did not contain a clear, overarching vision for the 
future of primary care and if different members of staff were producing 
different chapters, they would be written in different contexts and be 
inconsistent.    She felt that the vision should have been put in place 
before the chapters.  MT added that a Project Plan was also required for 
developing the strategy. 
 
The Executive Committee: 
· Agreed that the recommendations should be changed to 


“acknowledge completion of phase one and agree phase two”; 
· Agreed that subject to the above amendment, the report would be 


submitted to the Governing Body. 
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EC/13/259 Governing Body Report: Clinical Quality Strategy 
 
The Clinical Quality Strategy had been agreed in principle at the 
Executive Committee meeting on 19 November, and the paper 
considered provided an updated version of the proposed programme of 
actions by identifying a proposed list of lead personnel responsible for 
ensuring the completion of actions. 
 
The Executive Committee: 
· Agreed to the list of lead personnel that had been added; 
· Agreed that the report would be submitted to the Governing Body. 
 


 


EC/13/260 Governing Body Report: Weekend Opening Hours 
 
Colleagues discussed the report which provided a summary of the GP 
weekend opening hours initiative, including the number of practices 
participating, additional capacity made available, how patients could 
access the service and the associated costs. 
 
CW commented that there had been some initial difficulties with 111, 
though the issues had been resolved and things were working a lot better.  
At the meeting on 10 December, the Governing Body would be provided 
with the most recent data available. 
 
DR asked whether if this was done again, practices would be approached 
differently, recognising that given the tight timescales, thing had to be 
done quickly.  She asked whether, preferably, practices would be advised 
that in order to access funding, they would need to create local 
arrangements.  SB responded that if the process had commenced earlier, 
this would have been the preferred route.  She noted that the process 
should start in April/May rather than October and she hoped that when 
the evaluation of this winter was shared in April, conversations would start 
immediately to plan actions for the subsequent winter. 
 
WJ and HM had questions relating to weekend opening in their own 
practices which they would pick up with outside the meeting with CW/SB. 
 
The Executive Committee: 
· Agreed that the report would be submitted to the Governing Body. 
 


 


EC/13/261 Governing Body Report: Finance Update 
 
MP shared the presentation which would provide the financial update to 
the Governing Body.  This had already been to locality meetings.  For 
public meetings, the format of the presentation was being changed to 
make it easier for members of the public to understand.  However, for the 
coming meeting, the traditional format was being used. 
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An update on non-recurrent funding schemes was to be shared along with 
the usual highlighting of key issues.  A verbal update would be given on 
AAP non-recurrent funding. 
 
The Executive Committee: 
· Agreed that the report would be submitted to the Governing Body. 
 
SB raised the issue of a request being made for DDES CCG to provide 
funding for a Medical Incident Rota.  GF thought that this was MERIT 
(Medical Emergency Incidence Response Team) which responded to 
incidents including crashes on motorways etc.  In previous years, 
commissioners had not agreed to fund this because it was an expensive 
resource for the service received.  Also, there were professional 
indemnity issues which had never been resolved.  If this was the team 
being referred to, GF felt that DDES should not provide funding.  
However, should the request refer to the Medical Incident Management 
Service, which was a statutory requirement for category one responses, 
that was supposed to be funded by the Area Team.  SB to pass 
information to GF to consider. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SB/GF 


EC/13/262 Governing Body Report: Chief Clinical Officer Update 
 
Colleagues noted the report which summarised key issues for DDES 
CCG. 
 
The Executive Committee: 
· Agreed that SH would make amendments to the front sheet to ensure 


it matched the main body of the report; 
· Agreed that SH would ask SF to brief the Governing Body verbally 


during his update on the letter received from NHS England about 
additional winter funding; 


· Subject to the above amendments, it was agreed that the report would 
be submitted to the Governing Body. 


 


 
 
 
 
 
 


SH 
 


SH/SF 


EC/13/263 Governing Body Report: Contract and Performance 
 
Colleagues noted that the report had been considered at the CQF&P 
meeting, after which Richard Harrety had been making some 
amendments.   He was also considering how to report on health checks 
for future reports.   
 
The Executive Committee: 
· Agreed that SH would ensure that the latest presentation was 


circulated to Directors for them to add their comments.  These would 
be returned to LJG urgently. 


· Agreed that subject to the above additions being made, the report 
would be submitted to the Governing Body. 


 


 
 
 
 
 
 
 
 


SH 
GF/DR 
MT/JC 
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EC/13/264 Governing Body Report: Patient and Public Engagement 
 
The group noted the report which provided an update on recent Patient 
and Public Engagement activities. 
 
The Executive Committee: 
· Agreed that JC would make a number of amendments to the report in 


order to remove acronyms, correct typographical errors and refine 
some of the language; 


· Agreed that subject to the requested amendments, the report would 
be submitted to the Governing Body. 


 


 
 
 
 
 
 


JC 


EC/13/265 Governing Body Report - Residential Home Consultation Response 
 
MT indicated that Durham County Council was doing a consultation on 
residential care homes.  There were three options around maintaining 
services, closure or transfer the running to another operator.  The 
consultation would run until 19 January 2013. 
 
Colleagues discussed the questions in the consultation and the possible 
implications and risks associated with any changes. 
 
The Executive Committee: 
· Agreed that MT would write the response by the end of the day, taking 


into account any comments made by members of the group about 
intermediate care beds and working closely with the local authority; 


· Agreed that MT would discuss the proposed response with Annie 
Dolphin; 


· Agreed that once AD had agreed the report, it would be submitted for 
consideration by the Governing Body. 


 
See amendment to this under item EC/13/267 
 


 
 
 
 
 
 


 
 
 
 
 


MT 
 
 


MT 


EC/13/266 Governing Body Report : Federations 
 
Federations – It was agreed that the proposals were not yet fully 
developed enough to be presented to the Governing Body, so the item 
was removed from the agenda.  MT would speak to Annie Dolphin about 
whether to add to the agenda for the Confidential Governing Body for 
early discussions.   
 


 
 
 
 


MT 


EC/13/267 Portfolio for Governing Body 
 
Lyndsey Jones-George attended the meeting to run through the agenda 
and reports for the Governing Body meeting on 10 December. 
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Colleagues discussed the Residential Care Homes Consultation again 
and agreed that this would now be picked up verbally during the Chief 
Clinical Officers’ update rather than as a separate agenda item. 
 
Commissioning Intentions – SB to send LJG a presentation for inclusion 
as an information item. 
 
LJG left the meeting. 
 


 
MT/SF 


 
 


SB 
 


EC/13/268 Transforming Patient Transport Services 
 
Claire Mills from NEAS attended the meeting.    
 
The paper considered by the group provided an update on the 
improvements made to the NEAS Patient Transport Service since the 
decision was taken by DDES CCG to withdraw their notice to tender the 
service and outlined future plans for further improvements. 
 
CM spoke to the report drawing attention to key areas, summarising the 
innovations being made and challenges faced and a discussion took 
place, including about how to ensure that transport issues looked at as a 
priority in different forums: 
 
The Executive Committee: 
· Agreed that SB would ensure that PTS was included in the Joint 


Health and Wellbeing Strategy; 
· Other members of the Executive Committee would raise PTS at other 


meetings attended; 
· Noted the content of the report and improvements made; 
· Agreed that MP would add to a QIPP proposal. 
 
CM left the meeting. 
 


 
 
 
 
 
 
 
 
 
 
 
 


 
 
 


SB 
 


All 
 
 


MP 


EC/13/269 Non Recurrent Funding 
 
Colleagues had already noted the update to be provided in the Governing 
Body finance update.   
 
The AAP bids had been scored, though some had not met the health 
criteria set for DDES CCG.  After a quick discussion, it was agreed that 
MP would formally accept the successful bids as a matter of urgency and 
circulate the list to the Executive Committee for information.  It was noted 
that some would generate good news stories. 
 


 
 
 
 
 
 
 


MP 
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EC/13/270 Primary Care Development: GPs Adapting to the Future 


 
JC reported on discussions at a meeting he had with MP, SB and Andrew 
Stainer, including a diagram that was produced, entitled “population 
health transformation”.  He stated that this was the vision for primary care 
that DR referred to in item EC/13/258 above.  A detailed debate ensued.  
It was recognised that this would be a huge change requiring a project 
plan and additional resources. 
 
It was agreed that MT would raise with Annie Dolphin to agree how to 
proceed with the Governing Body. 
 


 
 
 
 
 
 
 
 
 


MT 


EC/13/271 Keogh Review 
 
The Executive Committee noted for information the report from Professor 
Sir Bruce Keogh, National Medical Director for NHS England. 
 


 


 Any Other Business 
 
Flu jabs for Nursing Homes - GF indicated that she had heard of 
problems in ensuring that nursing home residents received flu jabs.  
Registered nurses in homes should be able to give the jabs, though they 
don’t have Patient Group Directive, so they are not allowed.  District 
Nurses were allegedly being told that they were not allowed to give them.  
It was unclear as to whether this was an issue specific to a small number 
of people or across the DDES area. 
 
The Executive Committee: 
· Agreed that GF would check whether this was a blanket issue or 


specific to certain District Nurses; 
· Agreed that if necessary, practice nurses could administer the jabs;  
· Agreed that where needed, GF would make arrangements for practice 


nurses to undertake jabs as a matter of urgency. 
 
N3 Connection – MT highlighted that DDES had been asked to sign the 
agreement along with other CCGs, though there had been concerns 
raised about costs and there had been a reluctance to sign.  MT had been 
in touch with Estates and Property Services to try and find out any risks, 
though SF was now keen to proceed. 
 
The Executive Committee: 
· Agreed that in order that there were no delays in practice 


developments and despite concerns and not knowing the definitive 
position, MT would sign and submit the form. 


 
 
 


 
 
 
 
 
 
 
 


 
 
 


GF 
 
 


GF 
 
 
 
 
 
 
 
 
 
 
 


MT 
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Learning Disabilities Assessment 
Public Health England had asked for a statement of the current situation 
and Donna Owens of NECS had prepared a Durham response.  This was 
discussed. 
 
The Executive Committee: 
· Agreed to the response. 
 


 Next Meeting 
 
A special meeting would take place on 17 December to consider any 
Governing Body reports ready for submission. 
 
The next full meeting would take place on 7 January 2013. 
 


 


 
 


Signed:  
 
Name:   Stewart Findlay, Chief Clinical Officer 
 
Date:   7 January 2014 
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    Executive Committee 
26 November 2013 


9.30 am  
Boardroom, Sedgefield Community Hospital 


 
CONFIRMED MINUTES 


 
Present: 
Stewart Findlay  Chief Clinical Officer 
Dinah Roy   Director of Clinical Quality and Performance 
Mike Taylor   Chief Finance and Operating Officer 
Joseph Chandy  Director of Primary Care Development and Engagement 
Mark Pickering  Head of Finance and Performance 
Clair White   Head of Corporate Services 
Sarah Burns   Head of Planning and Contracting 
Mike Brierley   Head of Customer Programme, NECS 
Sue Humpish  Executive Assistant - Minutes 
 
Apologies:  
Gill Findley   Director of Nursing 
 
Item No 


 
 Action 


EC/13/242 Briefings from key meetings: attended and forthcoming 
 
Healthworks – SB briefed the group on recent publicity in the Peterlee 
Star and discussion with the Area Team where SB was pushing for a 
decision from them as to how they wished to proceed.  This was 
discussed in detail.  SB and DR to identify key priorities for conclusion of 
the issue. 
 
Seven Day Services – MB informed the group that NHS IQ now wanted a 
meeting with the bidding group from the Clinical Programme Board in 
January to discuss the next steps further to the success of the joint bid.  
The main areas of interest were around urgent care, frail elderly and 
diagnostics with the emphasis not just being around planning, but delivery 
and challenging cultures etc.  This would be a high-profile national 
programme. 
 
DR commented that the bidding documents described the work of the 
Clinical Programme Board very clearly and colleagues agreed that SH 
would circulate the information to localities for their next meetings.  MB 
would raise at the CQF&P. 


 
 
 
 
 
SB/DR 
 
 
 
 
 
 
 
 
 
 
 
 
SH 
MB 
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Consultation on Care Home Closure - JC noted that Grampian House 
was not a residential home but an intermediate care facility.  SF to raise 
with Rachael Shimmin to discuss the impact on the consultation. 
 
Walk the Wall: New Ways of Working - A walk the wall session with staff 
took place that morning where some of the key feedback and timescales 
were shared with staff. 
 


 
SF 


EC/13/243 Apologies for absence. 
 
Apologies were received from GF and CW. 
 


 


EC/13/244 Declarations of Interest 
 
The following declarations of interest were made: 
· SF, DR, JC – Federations; 
· DR, SF, JC - Clinical Leadership; 
· JC – Briefed the group on a recent CQC visit at his practice; 
· JC – A doctor in his practice had his car broken into and a prescription 


pad stolen.  This information governance issue would no doubt be 
looked into.  


 


 
 


EC/13/245 Minutes of last meeting and matters arising: 19 November 2013 
 
The minutes were accepted as an accurate record with some minor 
amendments. 
 


 
 


EC/13/246 Action Log 
 
The Action Log was reviewed and updated. 
 
NICE Guidance (EC/13/162) 
DR asked that NECS pin down the key facts so that people could be held 
to account and clarity could be given as to which guidance was being 
implemented and if not, what the situation was.  MB responded that he 
was told that this was dealt with through the CQRG.  SF indicated that the 
issue was raised at that meeting and escalated to a contract meeting, but 
at that point there was a difference of opinion between CDDFT staff. 
 
It was agreed that MB would ask Kirsty Hesketh to set up a meeting with 
CCGs to verify what was happening with the guidance compliance. 
 
Demand Management (EC/13/208) 
Colleagues briefly talked about the differences between North Durham 
and DDES schemes.   It was noted that the Dashboard would be looked 
at during the CQF&P meeting that afternoon. 
 
 


 
 
 
 
 
 
 
 
 
 
 
 


MB 
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EC/13/247 Governing Body Report: Clinical Leadership 
 
DR spoke to the paper which confirmed the agreed clinical leadership 
roles within DDES and provided an update on progress relating to the 
identification and appointment of clinical champions to provide specialist 
advice and support for continuous quality improvement and 
commissioning activity.  This and the appointment process was discussed 
along with payment rates. 
 
The Executive Committee: 
· agreed the appraisal process for those in clinical leadership roles; 
· agreed that the report should be submitted by DR to the RATS 


Committee.  MT to arrange a meeting for December; 
· agreed that the DR would submit the paper with one amendment for 


the Governing Body  in December; 
· agreed that MT to update the locality leadership job description and 


DR would  incorporate into her report; 
· agreed that MP would set financial limits against which this will be 


monitored and reported on a quarterly basis. 
 


 
 
 
 
 
 
 
 
 
 
 


DR/MT 
 


DR 
 


MT 
 


MP 
 


EC/13/248 Federations 
 
MP tabled a discussion paper setting out options to support federation 
development.  He spoke through the details of each of the options along 
with advantages and disadvantages. 
 
It was agreed that: 


· Options 1 and 3 were preferred; 
· SB, JC, MP and Richard Harrety would meet to discuss how to 


develop a process which would link to existing schemes; 
· SB/MP/SF would produce a Governing Body report for December 


and January. 
 


 
 


EC/13/249 GP Advisor Job Description 
 
GF had circulated the first draft of the job description.  DR would 
comment on the job description to GF outside the meeting and this would 
need to be advertised next week. 
  


 
 


DR 


EC/13/250 Extended Choice Network Procurement Options 
 
SB indicated that the contract for independent sector providers was due 
to come to an end at the end of March 2014.  NECS had produced a 
report setting out three options: Decommission, Re-procure under AQP 
framework or Re-procure under standard procurement framework. 
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The options were discussed and colleagues agreed: 
· to option two (re-procure under AQP); 
· to extend the range of services to include diagnostics; 
· that SB would update other CCGs; 
· that SB would ask NECS to take forward. 
 


 
 
 
SB 


 Any Other Business 
 
New Ways of Working – A summary of responses to date was circulated 
under confidential cover and personal comments had been removed. It 
was agreed that a final version of the summary would be prepared for 
approval at next week’s Executive Committee to go to the Governing 
Body as a confidential item.   At the same time the summary would also 
be shared with staff and with localities where thought would need to be 
given to potential restructure options. 
 


 


 Next Meeting 
 
3 December 2013 at 8.30am in the Boardroom 
 


 


 
 
 


Signed:  
 
Name:  Mike Taylor, Chief Finance and Operating Officer 
 
Date:  9 December 2013 
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Governing Body declaration of interest as at December 2013 
Name Date Position/Role Potential or actual areas where interest could occur Action taken to mitigate risk Comments 


Annie Dolphin  01/04/2013 Lay Chair DDES CCG
Panel member - County Durham and Darlington NHS Health 


Improvement Revenue Fund administered by County Durham 
Community Foundation.


Will declare interest in specific instances and 
will not take part in discussions or decisions as 


agreed appropriate


Annie Dolphin 01/04/2013 Lay Chair DDES CCG Performers list decision panel chair NHS England DDT Area 
Team


Will declare interest in specific instances and 
will not take part in discussions or decisions as 


agreed appropriate


Annie Dolphin 14/08/2012 Lay chair DDES CCG Teesdale AAP forum member
Will declare interest in specific instances and 


will not take part in discussions or decisions as 
agreed appropriate


Annie Dolphin 11/06/2013 Lay chair DDES CCG   NHS partner Board Member -Teesdale AAP
Will declare interest in specific instances and 


will not take part in discussions or decisions as 
agreed appropriate


Keith Tallintire 14/08/2012 amended 1/4/13 Lay Member, Governance


Derwentside Homes Ltd, Prince Bishops Homes Ltd, Prince 
Bishops Community Bank, Mid Durham Area Action 


Partnership, Derwentside Enterprise Agency Ltd, KT Financial 
Services Ltd,   County Durham Local Government Pension 


Fund, Social Housing Enterprise Durham Ltd.


Will declare interest in specific instances and 
will not take part in discussions or decisions as 


agreed appropriate


Keith Tallintire 11/06/2013 Lay Member, Governance  NHS partner Board Member East Durham (Easington) AAP
Will declare interest in specific instances and 


will not take part in discussions or decisions as 
agreed appropriate


David Taylor-Gooby 14/08/2012 Lay Member PPE Freelance writer, sometimes write on NHS matters Will not mention matters which could influence 
DDES in his writings. When area of doubt will consult accountable officer or the chair.


David Taylor-Gooby 11/06/2013 Lay Member PPE  NHS partner Board Member 4 Together (Ferryhill) AAP
Will declare interest in specific instances and 


will not take part in discussions or decisions as 
agreed appropriate


David Taylor-Gooby 11/06/2013 Lay Member PPE Forum Member of AAP - Easington
Will declare interest in specific instances and 


will not take part in discussions or decisions as 
agreed appropriate


Stewart Findlay 28/11/2011 Chief Clinical Officer GP Partner at Bishopgate Medical Centre/elected GP lead for 
Durham Dales


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Stewart Findlay 28/11/2011 Chief Clinical Officer NHS Alliance lead for cardiovascular disease
Will declare interest in specific instances as 


appropriate and not participate in discussion or 
decision making.


Stewart Findlay 28/11/2011 Chief Clinical Officer NHS Clinical Commissioners lead for the North East
Will declare interest in specific instances as 


appropriate and not participate in discussion or 
decision making.


Stewart Findlay 28/11/2011 Chief Clinical Officer


Bishopgate Medical Centre also provide occupational health 
services for Cummins (Serco), Health Sure (Serco), Health 


Management, Norwich Union, Sunlight Services, Healthcare 
Connexions, OCCHEA, Connought Compliances, Nexus, TMD 


Friction.


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Stewart Findlay 28/11/2011 Chief Clinical Officer Bishopgate provide Dr Bowron in his role as Medical Referee at 
the Wear Valley Crematorium at Coundon, Bishop Auckland.


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Stewart Findlay 28/11/2011 Chief Clinical Officer Bishopgate also provides a GP Clinical Tutor and Appraisal 
lead within the Durham Dales area (Dr Bowron).


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Dinah V Roy 22/11/2011 Director of Clinical Quality & Primary Care Development  Director,Gatehouse (Health) Ltd (a company that holds an 
APMS contract with Hartlepool PCT)


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Dinah V Roy 22/11/2011 Director of Clinical Quality & Primary Care Development GP Appraiser.  
Will declare interest in specific instances as 


appropriate and not participate in discussion or 
decision making.


Dinah V Roy 22/11/2011 Director of Clinical Quality & Primary Care Development Member RCGP.  
Will declare interest in specific instances as 


appropriate and not participate in discussion or 
decision making.


Dinah V Roy 22/11/2011 Director of Clinical Quality & Primary Care Development Member BMA.
Will declare interest in specific instances as 


appropriate and not participate in discussion or 
decision making.


Dinah V Roy 22/11/2011 Director of Clinical Quality & Primary Care Development GP Principal at Oxford Road Medical Centre, Spennymoor
Will declare interest in specific instances as 


appropriate and not participate in discussion or 
decision making.







Name Date Position/Role Potential or actual areas where interest could occur Action taken to mitigate risk Comments 


Joseph Chandy 22/11/2011 Director of Primary Care Development & Engagement Partner Shinwell Medical Group/elected general practice lead 
Easington


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Practice has submitted an outline business case for premises 
extension.


Joseph Chandy 22/11/2011 Director of Primary Care Development & Engagement Peterlee Health Centre Not take part in decisions around capital funds 
prioritisation or premises process approvals


Joseph Chandy 22/11/2011 Director of Primary Care Development & Engagement  Partner Wheatley Hill Practice Not take part in decisions around capital funds 
prioritisation or premises process approvals Assisting the GP partners in their new premises development


Joseph Chandy 04/02/2013 Director of Primary Care Development & Engagement
Senior partner at Shinwell Medical Group is a provider of 


specialist care at Barchester Hawthorns until 31 March 2014 
under a CCG contract.


No involvment in any commissioning/new 
procurement discussions regarding this 


decommissioned contract.


Joseph Chandy 22/11/2011 Director of Primary Care Development & Engagement
Related to the senior partner, Shinwell Medical Group, the 


senior partner is amember of South Easington Social 
Enterprise


Joseph will not participate in any related 
procurement panels.


Easington South Social Enterprise is a not for profit 
organisation providing services in the community


Joseph Chandy 12/02/2013 Director of Primary Care Development & Engagement Trustee Dr Joseph Chandy Charitable Trust
No part in CCG  discussion/ decision-making  
regarding any funding to the voluntary sector 


that would advantage this charity. 


The trust is involved in an asset transfer of Roseby Road, 
Horden.  This involves the local authority and CDDFT health 


improvement team.


Joseph Chandy 06/03/2013 Director of Primary Care Development & Engagement Carodoc Practice, Wingate, Assisting Dr P. Fairlamb Practice 
with restructing. 


JC not to be involved during this period in any 
commissioning discssions regarding out 


sourcing CCG HR support.
HR support for practice is provided by CDDFT HR Team


Joseph Chandy 16/04/2013 Director of Primary Care Development & Engagement Carodoc Practice, Wingate, Partner.  
Will declare interest in specific instances as 


appropriate and not participate in discussion or 
decision making.


Partner in practice from April 2013


Joseph Chandy 06/03/2013 Director of Primary Care Development & Engagement Shinwell Medical Centre, in respect of the Big Project funding Will not be involved in any commissioning 
discussions in relation to this item


Helen Moore 14/08/2012 Elected GP lead Sedgefield Vice Chair Sedgefield Locality Commissioning Group & GP 
Ferryhill


When provision of services in these particular 
areas are being discussed Helen will alert 


everyone to her involvement and if necessary 
will withdraw from the discussinos or decision 


making process on procurement.  


Helen Moore 24/04/2012 Elected GP lead Sedgefield GP with a Special Interest in Vasectomy and Dermatology


When provision of services in these particular 
areas are being discussed Helen will alert 


everyone to her involvement and if necessary 
will withdraw from the discussinos or decision 


making process on procurement.  


Helen Moore 09/04/2013 Elected GP lead Sedgefield GP with a special interest in skin surgery and teledermatology 


When provision of services in these particular 
areas are being discussed Helen will alert 


everyone to her involvement and if necessary 
will withdraw from the discussinos or decision 


making process on procurement.  


Stephen Muscat 14/08/2012 Elected GP lead Easington GP in medical group and member of the BMA.


When provision of services in these particular 
areas are being discussed Stephen will alert 
everyone to his involvement and if necessary 
will withdraw from the discussinos or decision 


making process on procurement.  


Stephen Muscat 06/03/2013 Elected GP lead Easington Shinwell Medical Centre, in respect of the Big Project Funding Will not be involved in any commissioning 
discussions in relation to this item


John Maguire 14/08/2012 Sessional GP Clinical lead for urgent care clinical governance and NHS 111 
employee of NHSCDD


When provision of services in these particular 
areas are being discussed Helen will alert 


everyone to her involvement and if necessary 
will withdraw from the discussinos or decision 


making process on procurement.  


John Maguire 14/08/2012 Sessional GP Salaried GP in Bishop Auckland urgent care as an employee of 
CDDFT


When provision of services in these particular 
areas are being discussed Helen will alert 


everyone to her involvement and if necessary 
will withdraw from the discussinos or decision 


making process on procurement.  







Name Date Position/Role Potential or actual areas where interest could occur Action taken to mitigate risk Comments 


Mike Taylor 14/08/2012 Chief Finance and Operating Officer Sister in law employed at CDDFT as matron/clinical service 
manager for unscheduled care


Will declare interest when appropriate and 
withdraw from discussion and with agreement 


withdraw from discussion and decision-making. 
No discussion of related issues outside work


Gill Findley 30/04/2013 Director of Nursing/Nurse Advisor School Governor for South Stanley Junior School Will not take part in any discussions that may 
effect the school


Gill Findley 30/04/2013 Director of Nursing/Nurse Advisor Company Secretary for Magnitas Ltd..  Owned and run by Mr I. 
Findley


Will declare an interest in any relevant 
discussions.  Magnitas does not  offer health 


related service


Magnitas Ltd. Is an environmental management consultancy 
company 


Gill Findley 17/12/2013 Director of Nursing/Nurse Advisor Related through marriage to the McCardle Family from 
McCardle Care Homes


Will declare interest when appropriate and 
withdraw from discussion and with agreement 


withdraw from discussion and decision-making. 
No discussion of related issues outside work


Peter Carr 30/04/2013 Secondary Care Clinician


Mark Pickering 30/11/2011 Head of Finance & Performance - non voting
Wife employed as a director of Tees Esk and Wear Valleys 


NHS Foundation Trust who are both an existing and potential 
future provider to the CCG


Will declare interest in specific instances as 
appropriate and will not take part in any 


relevant decisions


Anna Lynch 22/11/2011 updated 17/04/13 Director of Public Health County Durham, Durham County 
Council - non voting Trustee of East Durham Trust


Must not take part in discussion regarding any 
funding issues concenred with organisations on 
which DPH is either chair , trustee or member


Anna Lynch 22/11/2011 updated 17/04/13 Director of Public Health County Durham, Durham County 
Council - non voting Chair of East Durham Domestic Violence Forum


Must not take part in discussion regarding any 
funding issues concenred with organisations on 
which DPH is either chair , trustee or member


Anna Lynch 17/04/2013 Director of Public Health County Durham, Durham County 
Council - non voting


DCC - Statutory chief Officer with delegated duties in 
constitution


Will declare interest in relation to decisions 
regarding joint commissioning with DCC


Anna Lynch 17/04/2013 Director of Public Health County Durham, Durham County 
Council - non voting Non voting member of North Durham CCG Governing Body Will not take part in Board discussions that 


involve decisions regarding ND CCG


Lesley Jeavons 14/08/2012 Durham County Council - non voting Durham County Council Representative 
Will declare interest in specific instances and 


will not take part in discussions or decisions as 
agreed appropriate
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GOVERNING BODY  
(held in public) 


 
14th January 2014 


 
Bishop Auckland Football Club  


Heritage Park, Stadium Way, Bishop Auckland, County Durham DL14 9AE 
 


9am – 11.30am 
  


AGENDA 
 
 


Item No Item Time Format 


GB/14/167 Apologies for Absence  
 


9.00am Verbal 


GB/43/168 Declarations of Interest 
· Register of Interest 


 


9.02am Attached 


GB/14/169 Identification of any other business 
 


9.05am Verbal 


GB/14/170 Minutes of the meeting held on 10th December 2013 
 


9.10am Attached 


GB/14/171 Matters arising from the meeting held on 10th 
December 2013 


 


9.15am Verbal 
 


GB/14/172 Review of Action Log 
 


9.20am Attached 


GB/14/173 Family Action Presentation 
 
The Bridge Young Carers Project, Family Action 
– Darren Storey 
 


9.30am Presentation 


 
ITEMS FOR DECISION 


 
GB/14/174 Durham County Council Care Home Consultation  


Chief Finance and Operating Officer, Mike Taylor 
10.00am Attached  


 
ITEMS FOR DISCUSSION  
 







 


GB/14/175 Everyone Counts 2014 Presentation 
Chief Finance and Operating Officer, Mike Taylor 


10.10am Presentation/
Attached 


GB/14/176 Contract and Performance Update  
Director of Nursing, Gillian Findley 


10.20am Presentation 


GB/14/177 Consultation of Proposed Revision of Governance 
around CCG joint working with other CCGs and NHS 
England 
Chief Finance and Operating Officer, Mike Taylor 


10.30am  Attached 


GB/14/178 Summary of Recommendations from Recent Patient 
Safety Reports 
Director of Nursing, Gillian Findley 


10.35am  Attached 


GB/14/179 Government Response to the Mid Staffordshire NHS 
Foundation Trust Public Inquiry 
Director of Nursing, Gillian Findley 


10.45am Attached 


GB/14/180 New Ways of Working Update 
Chief Clinical Officer, Stewart Findlay 


10.55am Verbal  


GB/14/181 GP Opening Hours Update 
Head of Corporate Services, Clair White  


11.05am Verbal – Up 
to date data 
available on 


the day 
 
FOR INFORMATION 
 


  


GB/14/182 Minutes to be received  
 


· Appendix 1- Easington Locality Commissioning 
Board – 21st November 2013 


· Appendix 2, 3 & 4 - Executive Committee – 19th, 26th 
November & 3rd December 2013 


· Appendix 5 – Durham Dales Clinical Group – 28th 
November 2013 


· Appendix 6 – Sedgefield Locality Executive 
Committee – 20th November 2013 


11.15am Attached 


GB/13/183 Any Other Business  
 


11.20am Verbal 


 Next Meeting: 
 
11th February 2014, Sedgefield Community Hospital 
 


  


 
 
Chair:  Annie Dolphin - annie.dolphin@nhs.net  
Deputy Chair:  Keith Tallintire – k.tallintire@nhs.net  
 
Apologies to:     lyndseyjones2@nhs.net – 0191 3713 221 
Deputy / Admin Support:   sue.humpish@nhs.net – 0191 3713 220 
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GOVERNING BODY ACTION LOG 
UPDATED 10 DECEMBER 2013 


 
No Date/meet


ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


1.  13/08/13 DDES-GB/13/98 - Clinical Quality 
Arrangements 
 
The Clinical Quality Strategy to be 
presented at a future meeting 
 


 
 
 
DR 


 
 
 
Dec 13 


 
 
 


 
 
 
Complete 
 


2.  8/10/13 GB/13/133 – Finance Update – 
Month 5 
 
MP to check the wording on the risk 
register entry on prescribing to 
ensure that it reflected specific issues 
around supply and price cap. 
 
 
MP to report back to the next 
Governing Body with data on what 
was driving the prescribing variance. 
 
 
 
 


 
 
 
MP 
 
 
 
 
 
MP 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
MP will complete the 
wording from the 
prescribing paper, which 
will be updated today.  
 
 
KH preparing a paper for 
Exec to describe 
prescribing variance then 
feed into GB. 
 
Picked up in agenda item 
GB/13/158 


 
 
 
Complete 
 
 
 
 
 
Complete 
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


 
KT to talk to MT to obtain further 
information on financial scenarios 
and obtain assurance for planning to 
respond to them. 
 
 
 
 
 
 
MP to report on the use of non-
recurrent spend for the next 
Governing Body in November. 
 


 
KT/MT 
 
 
 
 
 
 
 
 
 
MP 


 
 


 
Meeting on 23/10/13 to 
provide KT with assurance. 
 
There are continuous 
updates, and feedback 
from the Audit & 
Assurance meeting to the 
GB towards the end of the 
year. 
 
 Discussions are still on-
going, but deadlines are on 
target to be met. 
 


 
Complete 
 
 
 
 
 
 
 
 
 
Complete 


3.  8/10/13 GB/13/135 – Risk Management and 
Assurance Framework Update 
 
DE to amend the report so as not to 
include white writing on a pale yellow 
background.  


 
 
 
DE 
 
 
 


  
 
 
Report has been amended 
and full report to GB in 
December 
 


 
 
 
Complete 


4.  8/10/13 GB/13/136 Clinical Quality Update 
 
DR to escalate the issues of gaps in 
reporting in detail to SF who would 
speak to NECS in order to make 
progress.  GF to be involved as lead 
in this area.  The next report to 
contain and update and proposals. 
 


 
 
DR/SF/GF 


 
 
12 Nov 13 
 


 
 
NECS are developing this, 
and these issues were 
highlighted in the 
performance report by DR 
10/12/13 – It was agreed 
that a progress would be 
prepared by Feb 14 
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


5.  8/10/13 GB/13/137 Chief Clinical Officer 
Progress Report 
 
Directors to reflect changes in their 
titles and portfolios in the 
Declarations of Interest Register and 
ensure that their details were 
updated in the Who’s Who. 
 
SM to discuss with JC what was 
being done to retain GPs. 
 


 
 
 
All Directors 
 
 
 
 
 
SM/JC 


 
 
 
ASAP 
 
 
 
 
 
December 


 
 
 
This is on going and 
updates are progressing 
around finalising of 
portfolios.  
 
 
This issue was around 
around the capacity of GPs 
and  having to pick up 
work extra work.  AD sits 
on the NELA Board and 
agreed to highlight the 
issue there. 


 
 
 
 
 
 
 
 
 
Complete 
 
 
 
 
 
 
 


6.  8/10/13 GB/13/138 Patient and Public 
Engagement Update  
 
MT/SF to make sure that the 
commissioning intention packs were 
sent to appropriate people and if any 
missing, undertake a mop up 
exercise. 
 


 
 
 
MT/SF 


 
 
 
 


 
 
 
An example of the packs 
was included in today’s 
portfolio. 
10/12/13 – Electronic and 
hard copies were going to 
health network meetings 
and published on the web. 
 


 
 
 
Complete 
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


7.  8/10/13 GB/13/139 – Call to Action  
 
MT to share with the Governing Body 
the joint CCG plans to engage the 
public in ‘A Call to Action’. 


 
 
MT 
 
 
 


  
 
MT is at attendance at the 
AT Call for Action meeting 
today, and will share an 
update at the next 
meeting. 
10/12/13 – DDES 
Stakeholder engagement 
event on 13/12 and JC had 
worked with AD on further 
events for January 14. 
 


 
 
Complete 


8.  12/11/13 GB/13/153 – Weekend Opening 
Hours 
 
To share the up to date practice list 
for weekend opening.   
 
Added to the recommendations – 
regular monitoring reports to be 
brought to the GB along with a full up 
to date  list of participants 


 
 
 
SB 
 
 
 
SB 
 
 


 
 
 
December 
 
 
 
December 


  
 
 
Complete 
 
 
 
Complete 


9.  12/11/13 GB/13/154 – Finance Update 
 
To provide timescales for the action 
plan. 
 
To add transformational funds and 
non-recurrent funds to be included in 
the next report  


 
 
MP 
 
 
 
MP 


 
 
December 
 
 
December 


  
 
Complete 
 
 
Complete 
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


10.  12/11/13 GB/13/155 – Contract & 
Performance Update 
 
Requested in the previous meeting 
was the following items to be 
included in the presentation: 
 


· Healthchecks 
· Local Priorities 


 
To be added to the next presentation 
 
NECS staff were then asked to 
attend the GB meeting to present the 
presentation 
 


 
 
 
NECS 


 
 
 
December  


 
 
 
10/12/13 – Local priorities 
included but not 
Healthchecks.  
 
Anna Lynch to write 
separate report in future on 
Healthcheck – DR/AL to 
agree content. 
 


 


11.  12/11/13 GB/13/157 – Residential Care 
Homes Consultation 
 
To prepare a response for the next 
GB meeting. 


 
 
 
MT 


 
 
 
December 


 
 
 
10/12/13 - This would be 
done for January. 
 


 


12. 
 


10/12/13 GB/13/168 – Declarations of 
Interest 
 
LJG to update the register to remove 
Satinder Sanghera and add Vicky 
Watson. 
 


 
 
 
LJG 


 
 
 
 


 
 
 
 


 
 
 
Complete 
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


13.  10/12/13 GB/13/170 – Minutes of the 
meeting held on 12 November 13 
 
Intermediate Care Financial Business 
Plan – SM to provide replacement 
wording for paragraph 6 to SH. 
 
Contract and Performance Update –  
The wording under this item to be 
changed to “It was suggested that 
future reports could include local 
priority performance data and there 
would be a separate quality report in 
due course.” 
 


 
 
 
SM/SH 
 
 
 
SH 


 
 


 
 
 
 
 


 
 
 
 
 
 
 
Complete 


14.  10/12/13 GB/13/172 – Review of Action Log 
 
MT to complete the response, 
ensuring that localities were 
consulted for their comments.  The 
final report would be brought back to 
the January meeting. 
 


 
 
MT 
 
 


 
 
Jan 14 


  







 7 


 
15.  10/12/13 GB/13/174 – Finance Update 


 
MT/MB to provide a breakdown of 
the voluntary and community sector 
community chest allocation. 
 
MT to provide a note to AD and DTG 
summarising how funding was 
spread across localities in time for 
them attending the Health Network 
meetings later in the day. 
 


 
 
MT/MB 
 
 
 
MT 


 
 
 
 
 
 
10/12/13 


  


16.  10/12/13 GB/13/175 – Contract and 
Performance Update 
 
GF to update PC on the Sycamore 
Service. 
 


 
 
 
GF 


   


17. 
 


10/12/13 GB/13/176 – Clinical Quality 
Update  
 
JC to provide further information to 
the Governing Body on My NHS and 
on additional stakeholder 
communication events being 
planned. 
 


 
 
 
JC 
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18.  10/12/13 GB/13/177 – Risk Management 


Assurance Framework and 
Governance Assurance Update 
 
DE and MT to produce an Assurance 
Framework Report for the Governing 
Body to clarify any gaps in control or 
assurance and set out any actions 
being taken.  This would be checked 
with KT and the Audit Committee 
before submission. 
 
MT to introduce Integrated 
Transformation Fund to the top risks. 
 


 
 
 
 
DE/MT 
 
 
 
 
 
 
 
MT 


   


19.  10/12/13 GB/13/178 – Developing a Strategy 
for Primary Care 
 
JC to provide an audit trail to 
colleagues of the process to date 
including meetings that had 
considered and approved work so 
far. 
 


 
 
 
JC 


   


20.  10/12/13 GB/13/179 – Chief Clinical Officer 
Progress Report 
 
SF to ensure that any key issues 
arising from the Health and 
Wellbeing Board were highlighted in 
his report in future. 
 


 
 
 
SF 


  
 
 
Ongoing 


 
 
 
Complete 
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21.  10/12/13 GB/13/180 – Project Update 
 
SB to include cancer in the list of 
DDES CCG projects. 
 
PC to provide information on 
consultants’ clinics without patients to 
SB. 
 


 
 
SB 
 
 
PC 


   


22.  10/12/13 GB/13/182 – Patient and Public 
Engagement  
 
JC to arrange for NECS to provide a 
more comprehensive update in future 
and to include further information on 
AAPs in the next report. 
 


 
 
 
JC 


   


23.  10/12/13 GB/13/183 – GP Weekend Opening 
Progress Report 
 
SB to produce a progress report 
including data on 111 referrals to the 
January Governing Body. 
 


 
 
 
SB 


   


 
 
 
 
 
 





















































 


 


 


Commissioning Policy 
team 
Room  234 
Richmond House 
79 Whitehall 
London SW1 2NS 
 
 


 


14 November 2013 


 
Dear CCG Chief Accountable Officer 
LEGISLATIVE REFORM ORDER (LRO) – CONSULTATION 
We are writing to draw your attention to the consultation that the Department of Health is 
launching on proposals to use a LRO to amend the National Health Service Act 2006, as 
amended by the Health and Social Care Act 2012. A LRO is a statutory instrument which 
can amend primary legislation made under the powers of the Legislative and Regulatory 
Reform Act 2006 (LRRA), which can amend primary legislation independently of a 
Parliamentary Bill. 
The proposed LRO will enable (a) two or more Clinical Commissioning Groups (CCGs) to 
form joint committees when jointly exercising their functions or (b) for one or more CCGs 
and NHS England to jointly exercise the functions of a CCG and to form a joint committee 
when doing so.  
The consultation is targeted at all 211 CCGs in England, NHS England, NHS Clinical 
Commissioners and the Local Government Association. We would also welcome 
comments from other interested parties. The consultation will run for eight weeks, and will 
close on Thursday 7 January 2014. The intention is for the LRO to commence in October 
2014, so that CCGs are able to form joint committees (as set out in proposals a and b) in 
time to fit with the NHS planning round for 2015-16. 
The purpose of making a LRO is to reduce the administrative burdens resulting from the 
current legislation. For example, without express provision in legislation to allow two or 
more CCGs to exercise functions by way of a joint committee many CCGs face practical 
challenges in working together on issues that cut across boundaries, such as continuing 
healthcare and patient specific funding requests, due to an inability to fully share resource.  
We are aware that, as an interim measure, some CCGs are forming “committees in 
common”, but we understand that this process can be overly bureaucratic and time 
consuming.  
Similarly, the current legislation does not allow for a CCG (or CCGs) and NHS England to 
carry out a CCG’s function jointly. In practice, this means that it is difficult to design 
services that cut across both CCG and NHS commissioned service because it not possible 
to form a binding joint decision making body. 
The Department is therefore proposing to make a LRO under section 1 of the LRRA to 
remove the administrative burdens caused by the omission of proposals (a) and (b). The 
Department expects that the proposals will proceed under an Affirmative Resolution 
Procedure because the proposed amendments are policy changes rather than technical 
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ones to legislation. Under this resolution procedure Parliament has 40 days to scrutinise 
the draft LRO during which Parliamentary scrutiny committees may recommend that the 
LRO is not made. After 40 days and provided there is no such recommendation the LRO is 
made if approved by a resolution of each House of Parliament.  Further details about the 
LROs and the parliamentary scrutiny procedures can be found at:  
http://www.parliament.uk/business/committees/committees-a-z/lords-select/delegated-
powers-and-regulatory-reform-committee/lros/ 
In taking forward the LRO, the Department’s role will be an advisory one and ultimately it 
will be for Parliament to approve the LRO. 
In your capacity as a commissioner of NHS services, we are asking that you please 
respond to the consultation. The consultation questions seek to ensure that the proposals 
meet the preconditions that a LRO requires, as set out in section 3 of the LRRA 2006. 
These are: 


· There are no non-legislative means that will achieve the intended outcome of the 
provision; 


· The effect of the provision is proportionate to the policy objective; 
· The provision strikes a fair balance between the public interest and the interests of 


any person adversely affected by it; 
· The provision does not remove any necessary protection; 
· The provision does not prevent anyone from continuing to exercise any right or 


freedom which they might reasonably expect to continue to exercise; 
· The provision is not constitutionally significant; and 
· Where a provision will restate an enactment, it makes the law more accessible or 


more easily understood. 


The Parliamentary Committees will be scrutinising the draft LRO to ensure that it meets 
the preconditions of the LRRA 2006.The consultation responses form a key part of the 
evidence for the Committees decision on a draft LRO, and it would therefore be helpful to 
include evidence that you are aware of that support these proposals. 
We would also like to draw to your attention to the fact that consultation responses will be 
disclosed to the scrutiny Committees. The consultation response form explains this in full, 
and sets out the criteria for the non-disclosure of responses. 
A copy of the consultation document is attached setting out the detail of our proposals. 
Please send consultation responses to the mailbox: CCGjointcommittees@dh.gsi.gov.uk 
If you have any queries about the LRO, please contact Abigail Merrett (020 7210 4918) or 
Rachel Morton (020 7210 5537). 
 
Yours sincerely, 
 
 
Commissioning Policy Team 
Department of Health  








                       
 


 
 
 


14 January 2014 
 Item No: GB 14 174 


GOVERNING BODY 
 


Report Title  Durham County Council Care Home Consultation 
Author and Job 
Title  


Mike Taylor, Chief Finance & Operating Officer 


Sponsor Director  Mike Taylor, Chief Finance & Operating Officer 
Date 6th January 2014 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper  
 
 
 
 


Durham County Council is consulting on the future of five council run 
residential care homes. The issue was discussed at the Governing Body 
on 10 December when the views of the localities were requested. 
 
Attached is a draft response which incorporates the feedback received 
from Carol Hardy, our intermediate care lead and our three localities. 
 


Summary of key 
points  


 
The CCG recognises the progress to date remodelling services and is 
supportive of any initiative to improve care for our residents. As such we 
welcome the opportunity to continue our close working with the Council to 
ensure the best care for our residents and look forwards to a successful 
county-wide intermediate care pilot in which we are partners. 
 
Feedback received included : 
· Concerns that in providing an equitable approach to intermediate care 


across the county the intermediate care beds currently provided at 
Grampian House and Feryemount are not lost to the localities. 


 
·  As Grampian House is primarily an intermediate care provider it is 


considered that caution should be exercised when comparing costs for 
the home with others in the consultation. 


 
· Recognition of the geographical issues relating to Newtown House in 


Stanhope resulting in a review of alternative provision within a 15 mile 
radius not 5 miles as for the other homes. Also the request that any 
alternative provision be best placed to serve the local community. 


 
· Recognition of the financial pressures facing the Council and so an 


understanding of  the reason to close the council-run homes and 
desire to discuss any option that supports improved service delivery 
for local residents.  
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· The numbers of residents in the homes is set out below: 
 
                                     Feryemount    Grampian House    Newtown House 
                                     Ferryhill           Peterlee                 Stanhope 
 
Residential care           20                     1                             23 
Intermediate care           9                   14                               0       
Respite care                   0                     0                               2 
 
Total                             29                   15                             25 
 


  
 


Approval route 
 


Governing Body meeting in January 2014 following opportunity for locality 
feedback.  
  


  
Supporting 
documentation / 
Appendices 
 


· Appendix 1 – draft consultation response 


 
Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


Summary of implications (please provide detail in body of report) 
 
Risk Assurance Framework Yes  No  
Environmental impact / Sustainability Yes  No  
Legal implications Yes  No  
Resource implications – financial and/or staffing Yes  No  
Equality Impact Assessment  Yes  No  
Equality and Diversity Yes  No  
Innovation and Research Yes  No  
Quality, Innovation, Productivity and Prevention Yes  No  
Patient and public involvement Yes  No  
Stakeholder involvement Yes  No  
Clinical engagement Yes  No  
Communications and Engagement Yes  No  


  
Recommendations / 
Action required 
from meeting 
members 


The Governing Body  is asked to: 
· Consider the draft response and advise of any further comments for 


inclusion before submission. 
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Appendix 1 


 
Draft consultation response 
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14 January 2013 
 Item No: GB 14 179 


GOVERNING BODY 
 


Report Title  Government Response to the Mid Staffordshire NHS Foundation Trust 
Public Inquiry 


Author and Job Title  Kirstie Hesketh, Senior Clinical Quality Manager NECS 
Sponsor Director Gill Findley, Director of Nursing 
Date 27.12.13 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


This paper provides a summary of the Government’s response to the 
Mid Staffordshire NHS Foundation Trust Public Inquiry chaired by Sir 
Robert Francis QC.  
 
Durham Dales, Easington and Sedgefield Clinical Commissioning 
Group’s governing body has already received an action relating to the 
CCG actions. This action plan will be monitored via the appropriate 
internal reporting mechanisms in the CCG and to governing body every 
6 months as required.  
 


Summary of key 
points  
 
 
 
 


· The government has accepted 281 out of the 290 original 
recommendations 


· A number such as the duty of candour and the new inspection 
regime for the CQC have already been implemented 


· Other actions are listed in the report 


 
Approval route 
 


Executive Committee – 7th January 2014 


  
Supporting 
documentation / 
Appendices 


· None 


 
Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  
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Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


Summary of implications (please provide detail in body of report) 
 
Risk Assurance Framework Yes  No  
Environmental impact / Sustainability Yes  No  
Legal implications Yes  No  
Resource implications – financial and/or staffing Yes  No  
Equality Impact Assessment  Yes  No  
Equality and Diversity Yes  No  
Innovation and Research Yes  No  
Quality, Innovation, Productivity and Prevention Yes  No  
Patient and public involvement Yes  No  
Stakeholder involvement Yes  No  
Clinical engagement Yes  No  
Communications and Engagement Yes  No  


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The governing body is asked to: 
· Note and discuss the content of the paper. 
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GOVERNMENT RESPONSE TO THE MID STAFFORDHIRE 
NHSFOUNDATION TRUST PUBLIC INQUIRY 


 
 
On the 19th November 2013 the government published a full response to the 290 
recommendations made by Robert Francis, following the public inquiry in to the failings at 
Mid Staffordshire NHS Foundation Trust. 
 
In total, the Government has accepted 281 out of the 290 recommendations; including 57 in 
principle and 20 in part (meaning the recommendation has been accepted with some 
differences or new ideas relating to how it will be delivered). 
 
A number of changes have already been instigated by the Government following the Inquiry’s 
report published February 2013, most notably introducing a new hospital inspection regime 
and legislating for a duty of candour on NHS organisations so they have to be open with 
families and patients when things go wrong. 


The response sets out a detailed response to the Inquiry and also to five expert independent 
reports on safety, complaints, bureaucratic burdens, support workers and Trusts with the 
worst mortality rates. 


Actions on safety and openness include: 


· Better reporting of safety incidents. Experts will be asked to advise the Government on 
how to improve reporting of safety incidents. 


· Mandated and transparent monthly reporting/ publishing of ward-by-ward staffing 
levels together with the percentage of shifts meeting safe staffing guidelines. 


· Boards will review the evidence for their staffing numbers in public at least once every 
six months. 


· Quarterly reporting of complaints data and lessons learned by Trusts along with better 
reporting of safety incidents 


· a statutory duty of candour on providers, if a hospital had not been open with patients 
and their families following a patient safety incident, its indemnity cover for that 
compensation claim could be reduced or removed.  


· The General Medical Council, the Nursing and Midwifery Council and other 
professional regulators will introduce a new explicit and consistent professional duty of 
candour for doctors, nurses and other health professionals, making clear a 
requirement to be open with patients and families, whether the incident is serious or 
not.  


· A new national patient safety programme across England to spread best practice and 
build safety skills across the country and 5,000 patient safety fellows will be trained 
and appointed in 5 years to be champions, experts, leaders and motivators in patient 
safety. 


· Trusts to be liable if they have not been open with a patient 
· a National dedicated hospital safety website to be developed for the public which will 


publish all the information relevant to safety in every hospital in the country on a 
monthly basis. 


Other actions include: 


· a new criminal offence for wilful neglect, with a Government intention to legislate so 
that those responsible for the worst failures in care are held accountable. 
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· a new fit and proper person test, to act as a barring scheme which will enable the 
Care Quality Commission to bar unsuitable senior managers who have failed in the 
past from taking up individual posts elsewhere in the system.  


· every hospital patient to have the names of a responsible consultant and nurse above 
their bed. This will be supported by the announcement that starting with over-75s from 
April 2014, there will be a named accountable clinician for out-of-hospital care for all 
vulnerable older people. 


· a named accountable clinician for out-of-hospital care for all vulnerable older people. 
· more time to care as all arm’s length bodies and the Department of Health have 


signed a compact in order to minimise bureaucratic burdens on frontline organisations.  
· a new care certificate to ensure that healthcare assistants and social care support 


workers have the right fundamental training and skills  
· a new fast-track leadership programme to recruit clinicians and external talent to the 


top jobs in the NHS in England 


Progress against the report as a whole will be reported to parliament on an annual basis to 
ensure delivery of the recommendations. 


The full report can be found at http://francisresponse.dh.gov.uk/ 


 


Kirstie Hesketh 
Senior Clinical Quality Manager   
NECS 
22/11/13 
 





