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1. Introduction 
 


1.1 Background 


This report sets out the results of an investigation commissioned by the Board of County 


Durham and Darlington NHS Foundation Trust into a visit by Jimmy Savile to Shotley 


Bridge Hospital and information received, from the Department of Health, concerning 


Jimmy Savile and Dryburn Hospital.  


The visit was recorded in a book entitled ‘The Story of Shotley Bridge Hospital, Consett’ 


(ISBN 1873138040) which was brought to the attention of the Trust by a member of the 


public. According to the account in this book, Jimmy Savile visited the children’s ward on 


4th January 1981. 


The Department of Health has received material from the Metropolitan Police in 


connection with their investigation into Jimmy Savile and others (Operation Yewtree) 


which concerns a number of NHS Trusts. The Department has forwarded this information 


to the relevant Trusts and requested that they carry out investigations to ascertain, as far 


as possible, the facts pertaining to the subject matter of each piece of information, and to 


support learning of lessons across the NHS.  


The Department provided County Durham and Darlington NHS Foundation Trust (“the 


Trust”) with a printout of an email, dated 12th October 2012, which sets out a conversation 


between a Mr Malcolm Scott and an officer from Northumbria Police, in which the former 


stated that: 


 In or around 1992-1993, he was speaking with a woman involved with hospital radio 


at the (then) Dryburn Hospital about Peter Hetherington, a North East disc jockey who 


had been arrested in connection with sexual offences against children; and 







 


4 
 


 The woman in question stated that Mr Hetherington “used to lure” young girls / boys 


to hotels for Jimmy Savile. 


Services at both Shotley Bridge Hospital and Dryburn Hospital (now University Hospital 


North Durham) are now provided by County Durham and Darlington NHS Foundation 


Trust.  


The Department of Health advised the Trust that both of the above matters should be 


investigated.  


1.2 Set up and management of the investigation within the Trust 


This investigation was commissioned by the Trust’s Board of Directors. It has been 


subject to internal review procedures and to two independent, external reviews; firstly, by 


the Trust’s legal advisors and, secondly, by advisors appointed to provide the Secretary of 


State with independent assurance on the quality of the investigation processes followed, 


and reports produced, by NHS Trusts into matters concerning Jimmy Savile. This process 


was led by a former barrister, Kate Lampard, supported by Verita, a specialist 


investigations firm. 


Investigation work was completed between December 2013 and February 2014, with an 


initial draft report issued to Verita on 21st February 2014 and subsequently updated in the 


light of comments received. 


The investigation was led by Warren Edge, the Trust’s Senior Associate Director of 


Assurance and Compliance. Day to day work was undertaken by Ray Scanlan, a senior 


investigator employed by Audit North, the Trust’s internal auditors and counter fraud 


service.  


The investigation team reported to the Trust’s Chief Executive and to both the Trust Board 


Audit Committee and the full Trust Board on the remit, progress and findings from the 


investigation.  They were supported by specialists in safeguarding and personnel matters 
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within the Trust and legal advice was provided by the Trust’s legal advisors, Ward 


Hadaway.  


1.3 National oversight 


The Department of Health required all Trusts receiving information to commission formal 


investigations, and to publish the results in a formal report. As noted above, the report has 


been subject to external review as part of arrangements to provide the Secretary of State 


with independent assurance on the quality of investigation processes and reports, for all 


Trusts undertaking investigations into Jimmy Savile, overseen by Kate Lampard. 
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2. Terms of reference 
 


The terms of reference for the investigation are set out below. 


Internal Investigation into matters relating to the late Jimmy Savile 


The Board of County Durham and Darlington NHS Foundation Trust (‘the Trust’) has 


commissioned an investigation into a visit by Jimmy Savile to Shotley Bridge Hospital and 


information received concerning Jimmy Savile and Dryburn Hospital.  The investigation is 


specifically in response to information received from the Department of Health in 


connection with the (then) Dryburn Hospital (now University Hospital North Durham) and 


the discovery of a visit, made by Jimmy Savile, to Shotley Bridge Hospital on 4th January 


1981.  


The Trust became aware of Jimmy Savile’s visit to Shotley Bridge Hospital through an 


entry in a book entitled: “The History of Shotley Bridge Hospital, Consett (book reference 


number 1873138040). The information provided by the Department of Health involved a 


reported statement, from the 1990s, from an unnamed woman involved with Dryburn 


Hospital Radio that a third party lured young girls/boys to hotels on behalf of Jimmy 


Savile; it was not, however, clear whether or not the hospital, its staff or volunteers were 


said to be involved.  


The Trust will produce a report that will seek to: 


1. Examine and account for the circumstances surrounding Jimmy Savile’s visit to 


Shotley Bridge Hospital on 4th January 1981, and any connection to Dryburn Hospital 


associated with the statement reportedly made by the woman involved with Dryburn 


Hospital Radio. 
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2. Consider the arrangements under which Jimmy Savile was given access to either or 


both hospitals and the extent to which any access was subject to supervision and 


oversight. 


3. Review relevant policies and procedures which were in place at the time of the visit to 


Shotley Bridge Hospital in 1981, and at the time of any connection to Dryburn 


Hospital, and consider the extent of compliance with them. 


4. In connection with the visit to Shotley Bridge Hospital, ascertain whether or not 


incidents occurred and, if so, what occurred, who was involved and whether or not 


any such incidents were reported, investigated and addressed. If they were not 


addressed, ascertain the reasons for this. 


The investigation does not have the power to impose disciplinary sanctions or to 


make findings as to criminal or civil liability. Should any evidence be obtained which 


indicates the commission of criminal and / or disciplinary offences, the police and / or 


relevant employees will be informed. 


5. Should any evidence come to light suggesting incidents occurred which were not 


reported or investigated, consider the reasons for non-reporting / non-investigation 


including organisational culture and practices and the part played, if any, by Jimmy 


Savile’s celebrity.  


6. In the light of the findings of fact in respect of the above, identify any lessons learned 


in respect of whether current policies and procedures covering safeguarding, 


complaints, whistleblowing, volunteering and supervision of visits are fit for purpose. 


7. As necessary, identify any recommendations for further action.  
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The report will be subject to external review as part of the process in place to provide the 


Secretary of State with independent assurance on the quality of investigations into Jimmy 


Savile undertaken by NHS Trusts and the resulting reports. This process is being 


overseen by Kate Lampard. 


The ability of the investigation team to meet the above objectives may be limited by the 


availability of witnesses and supporting documentary evidence, given the time elapsed 


since the visit to Shotley Bridge Hospital in 1981, and the time of the events referred to in 


the email provided by the Department of Health. It will be further limited should any 


available witnesses choose not to co-operate. The Trust will consider making ‘appeals’ for 


witnesses (internally or potentially externally) but will take and act on legal advice in 


respect of such decisions. 
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3. Executive summary and recommendations 
 


Work undertaken, main findings and conclusions are summarised below for each 


objective within the investigation’s terms of reference. 


a) The circumstances surrounding Jimmy Savile’s visit to Shotley Bridge 


Hospital on 4th January 1981, and any connection to Dryburn Hospital 


associated with the statement reportedly made by the woman involved with 


Dryburn Hospital Radio. 


Shotley Bridge Hospital 


The chronology of the visit, as outlined in the “The History of Shotley Bridge 


Hospital, Consett”, is as follows: 


 Jimmy Savile was visiting Consett to collect money raised by Consett police for 


Stoke Mandeville Hospital and had expressed a wish to visit the local children’s 


ward; 


 The visit took place on 4th January 1981, to wards 4/5 (the ‘children’s ward); 


 Several ex-patients and parents were also invited, making ‘quite a gathering’ on 


the ward; 


 Jimmy Savile arrived accompanied by police cars; 


 Whilst on the ward, Jimmy Savile spoke to the children on the ward before 


moving to the bottom of the ward where a ‘large group’ of children and parents 


had gathered;  


 Photographs were taken throughout the time he spent on the ward; and 


 Jimmy Savile left also accompanied by police cars. 


The above is broadly consistent with the eyewitness accounts obtained from 


interviews, summarised overleaf. 
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The investigation team was able to trace and interview eight staff members present 


at the time of the visit, comprising the Hospital Photographer, his assistant, a 


Hospital Sector Administrator, a Ward Sister and four members of the nursing staff. 


In addition, the investigation team also interviewed a police officer, who was 


identified from photographs of the visit.  


Efforts were made to trace and interview a number of other staff identified to the 


team by interviewees and from photographs of the visit (see below); however, only 


the nine interviewees referred to above could be contacted and / or chose to 


respond to contact from the team.  


The police officer, PC Brian Jones (now retired) told us that Jimmy Savile had come 


to Consett to collect a cheque from the police, following a fundraising event for his 


appeal for Stoke Mandeville Hospital, having agreed to do so on the condition that 


he could also visit the local children’s ward. PC Jones stated that Jimmy Savile was 


accompanied to Shotley Bridge Hospital, in separate cars, by himself and 


Superintendent Albert Baines, now deceased.  


The investigation team was also able to view digital images of the visit taken from 30 


photographic transparencies provided by the Hospital Photographer, which assisted 


in identifying staff members and others for interview.  


The accounts of the visit provided by witnesses are consistent on the following key 


points: 


 Jimmy Savile was accompanied on entry to the ward. Most witnesses describe 


him being accompanied by senior hospital staff and nursing staff. First hand 


statements have been made by a Hospital Sector Administrator and a Staff 


Nurse that they accompanied Jimmy Savile to the ward. 
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 The ward was very busy during the visit with many staff, patients, parents and 


other relatives present and Jimmy Savile was accompanied by staff – mainly 


nursing staff – throughout his time on the ward. 


 None of the witnesses recalls seeing anything which they considered 


untoward or inappropriate on the part of Jimmy Savile towards the children on 


the ward. Each of the nursing staff stated that they would have reported any 


such incident which came to their attention and the Ward Sister stated that 


she would have expected to have received such a report had any such 


incident taken place. 


The accounts differ on some points of detail, specifically: 


 Whether or not there was a lunch or reception laid on for Jimmy Savile and, if 


so, whether it was before or after the visit to the ward and which staff 


members attended it. Five interviewees mentioned a lunch or reception, with 


three stating that it took place before the ward visit, one stating that it took 


place afterwards and one stating that she was unable to recall when it took 


place. PC Jones stated that Jimmy Savile went straight to the ward on arrival 


and straight to his car from the ward, contradicting the suggestion that a lunch 


took place. Two interviewees stated that they accompanied Jimmy Savile to 


lunch but did not mention the other interviewee, and differed as to who else 


accompanied them. 


 Two interviewees gave different accounts as to whether Jimmy Savile visited 


the cubicles at the entrance to the ward or walked straight into the main ward. 


One former nurse said that he stopped first in the cubicles – which she said 


contained cots for babies – and another said that he walked straight onto the 


main ward. 
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 Only one interviewee could recall police officers being present, other than PC 


Jones. However, PC Jones and Superintendent Baines – both known to 


members of the investigation team – are seen on some of the photographs of 


the visit.  


 Two interviewees mentioned two men in dark suits being present, who they 


suggested were potentially ‘minders’ for Jimmy Savile. Other interviewees did 


not mention them.  


Given that the events being recalled took place over 30 years ago, it is unsurprising 


that there are some discrepancies on points of detail. All witnesses are consistent 


on the matter of whether Jimmy Savile was accompanied as he was taken to the 


ward and whilst on the ward and none of the witnesses has reported seeing 


anything untoward or inappropriate. The (now retired) Ward Sister interviewed told 


us that no such incidents were reported to her and former PC Jones stated that he 


could see Jimmy Savile for the vast majority of the time and observed nothing 


untoward.  


Because of the discrepancies which exist surrounding the issue of whether or not a 


lunch took place, either before or after the ward visit or at all, it has not been 


possible for the investigation team to establish with certainty whether Jimmy Savile 


was met on arrival and whether he went elsewhere in the hospital either before 


going to, or leaving, the ward. Retired PC Jones stated that he accompanied Jimmy 


Savile straight to the ward and that Jimmy Savile was accompanied back to his car 


by a large crowd on leaving. However, five other witnesses have suggested that 


there was a reception or lunch before or after the visit; two of the nurses interviewed 


have said that they attended the lunch. Neither of them has mentioned anything 


untoward or inappropriate taking place at the lunch and it is the view of the 
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investigation team that, despite the time lapse since the events took place they 


would be more likely than not to have recalled any significant incident taking place.  


On the basis of the statements received from interviewees, and having weighed the 


evidence, including the ambiguities in the evidence surrounding whether or not 


Jimmy Savile went straight to and from the ward (or attended a lunch / reception laid 


on for him), we have concluded that it is more likely than not that he was 


accompanied during the visit, by senior hospital and nursing staff, particularly whilst 


on the children’s ward. No evidence of anything untoward or inappropriate taking 


place during the visit, involving Jimmy Savile and the children on the ward, has 


come to light. 


Two further matters were reported by interviewees which are worthy of further 


comment: firstly, the (now retired) Ward Sister told us that Jimmy Savile took the 


ward telephone from her, while she was speaking with the mother of a child, and 


interrupted the conversation to say ‘normal service will be resumed’, or words to that 


effect; and, secondly, a (now retired) Staff Nurse stated that Jimmy Savile asked 


about her marital status, and that of her colleagues, and then remarked, having 


been told that they were married, that they were ‘all taken’ before later ‘somehow’ 


kissing her on the lips. The Staff Nurse involved made clear in her interview that she 


did not feel intimidated and regarded the conversation and the kiss as ‘friendly’. 


Nonetheless, in the interests of good patient care and staff welfare the Trust would 


clearly wish to mitigate the risk of any such incidents occurring during sanctioned 


third party visits in future. Since that time a policy covering sanctioned visits has 


been put in place and this will be strengthened to require that high profile visitors are 


escorted by senior staff of appropriate standing and authority throughout their visit. 
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Dryburn Hospital 


The Trust received information from the Department of Health, in the form of an 


email from a named officer in the Northumbria Police Force which reported 


statements made by a Mr Malcolm Scott – a former Fire Officer in the NHS working 


across several hospitals including Dryburn Hospital. According to the email, Mr Scott 


said that he had, in the 1990’s, spoken with a woman involved with Dryburn Hospital 


Radio who had told him that Peter Hetherington, a North East disc jockey in the 


news because of an arrest for sexual offences against children, had procured young 


boys / girls for Jimmy Savile. The email included some detail as to the woman’s 


position and interests but did not formally identify her. 


According to the email, Peter Hetherington was imprisoned in 1996. Northumbria 


Police have informed us that he died in October 2013.  


The investigation team interviewed Mr Scott, who confirmed his statement to the 


police that the woman in question had said that Peter Hetherington procured young 


boys / girls for Jimmy Savile. Mr Scott provided further detail regarding the position, 


interests and appearance of the woman he claims to have spoken with. 


From the information provided by Mr Scott, and discussions with the current Hospital 


Radio Secretary for University Hospital North Durham, the investigation team 


identified a Mrs Yvonne Staley as most likely to be the woman concerned. Mrs 


Staley was the Hospital Radio Station Manager from 1995 to 2000 and was involved 


with the station prior to that time along with her husband. There were six separate 


points of strong similarity between Mrs Staley’s circumstances and those described 


by Mr Scott. 


Mrs Staley was interviewed. She told us that she could not recall speaking with Mr 


Scott or any Fire Officer, but said that she had dealt with potentially over 100 
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enquires from people interested in working in hospital radio. When asked whether 


she had any knowledge of the alleged procurement of young girls / boys for Jimmy 


Savile by Peter Hetherington, Mrs Staley told us of an association between her 


family and Peter Hetherington, which began following their participation in the 


latter’s radio programme and, through which, they met a second individual (Person 


X) who accompanied Peter Hetherington on occasion. Mrs Staley said that, 


sometime after Peter Hetherington’s arrest, Person X had told her that: 


 Peter Hetherington was ‘not the worst’ and that Jimmy Savile was ‘vicious’; 


and 


 Jimmy Savile had reason to regularly visit the North East and would ask a 


third party (not Peter Hetherington) to procure young boys for him. 


Mrs Staley was asked whether, to her knowledge, any alleged procurement had 


taken place at Dryburn Hospital, or involved the Hospital, its staff or anyone else 


connected to it. Mrs Staley explicitly stated that it had not and that, based on what 


Person X had told her, she had the impression  that any such procurement had 


taken place at a specific location and involved a third party unrelated to Dryburn 


Hospital. Mrs Staley told us that she did not report these matters to the police as, 


from her previous experience of Person X, she doubted the reliability of the 


statements. We have chosen not to disclose details of the location or third party for 


the reasons set out at the foot of page 16. 


Northumbria Police were contacted and asked the following questions: 


 Was any information disclosed regarding Jimmy Savile during Northumbria 


Police’s investigation into Peter Hetherington? 


 If so, was that information investigated? 


 Was there any link identified in the investigation of Peter Hetherington to 


Dryburn Hospital? 
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Northumbria Police responded by email stating that: the case was not recorded on 


their database (HOLMES) and the files were in storage; however, the original 


investigating officer’s recollection was that there was no information disclosed 


regarding Jimmy Savile in connection with the investigation of Peter Hetherington 


and there were no links to any hospital in Durham or otherwise identified during the 


investigation. 


Based on the statements made to us by Mrs Staley, and the information provided to 


us by Northumbria Police, we have concluded that: 


 As the manager of the hospital radio station at Dryburn, Mrs Staley did have 


knowledge of allegations that boys were procured for Jimmy Savile;  


 Those allegations did not, however, concern Peter Hetherington; 


 Mrs Staley has no knowledge of any such procurement taking place at Dryburn 


Hospital or involving staff or others connected to the hospital; and 


 No links were identified from the police investigation of Peter Hetherington to 


Dryburn Hospital or any other hospital in the Durham area. 


This investigation has therefore not found any evidence of any procurement of boys 


or girls for Jimmy Savile connected to Dryburn Hospital. The allegations reported by 


Mrs Staley raise the question of whether or not any such procurement took place 


elsewhere in the North East but that is a matter beyond the remit of this 


investigation. Accordingly, we have not tested the reliability of these allegations and 


it is not, in our opinion, appropriate for us to make reference to the specific detail 


within them in this report. We have, however, passed the statements made by Mrs 


Staley on to Northumbria Police for their evaluation.  
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Tracking down and interviewing Person X was beyond the remit of this investigation, 


which was focused only on the question of any possible connection to Dryburn 


Hospital. Person X has not therefore been traced and interviewed and, accordingly, 


has not had the opportunity to comment on Mrs Staley’s statements. Their identity 


has therefore been anonymised in this report.  


b) The arrangements under which Jimmy Savile was given access to either or 


both hospitals and the extent to which any access was subject to supervision 


and oversight. 


Based on the findings set out under (a) above, nothing has come to light suggesting 


that Jimmy Savile was given access to Dryburn Hospital. According to the 


statements made by interviewees in connection with his visit to Shotley Bridge 


Hospital, Jimmy Savile was accompanied during the visit, particularly on entry to 


and whilst within the children’s ward. The statements suggest that he was 


accompanied to the ward by a Hospital Sector Administrator and a senior nurse and 


that two Ward Sisters were present on the ward during the visit, along with a number 


of other staff.  From the statements made to us, we consider that Jimmy Savile was 


accompanied as a result of planned arrangements but, for the reasons set out 


below, we cannot say whether or not this was in response to any policy requirement, 


nor whether it was planned intentionally with patient safeguarding in mind. 


The investigation team has not been able to identify any relevant policies and 


procedures from the time either within the Trust’s records or within the Durham 


County Council archive. Current policy requires that any celebrity visitor be 


supervised whilst on site and the accounts provided by interviewees indicate that, 


subject to the limitations outlined above with respect to the investigation team’s 


ability to establish with certainty whether Jimmy Savile was met on arrival and 
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whether he went elsewhere in the hospital before or after the visit to the ward, he 


was accompanied.  


c) Relevant policies and procedures which were in place at the time of the visit 


to Shotley Bridge Hospital in 1981 and any connection to Dryburn Hospital 


and the extent of compliance with them. 


See b) above. The investigation team has been unable to find any relevant policies 


and procedures in connection with Shotley Bridge Hospital, at the relevant time, in 


the Trust’s records and from online searches of the Durham County Council archive. 


As outlined under a) above, nothing has come to light suggesting that Jimmy Savile 


visited or was involved with Dryburn Hospital. 


d) In connection with the visit to Shotley Bridge Hospital, whether or not 


incidents occurred and, if so, what occurred, who was involved and whether 


or not any such incidents were reported, investigated and addressed. If they 


were not addressed, the reasons for this. 


As explained under (a) above, all of the eight retired staff members and the one 


former police officer interviewed as part of this investigation stated that they did not 


see anything untoward or inappropriate take place involving Jimmy Savile and that 


nothing was reported to them.  


Two matters were reported as having taken place by interviewees which might, 


depending on the circumstances, require reporting on the Trust’s incident 


management system if they occurred today, being the reported interruption of a 


telephone call between a nurse and mother and reported behaviour (in the form of 


potentially inappropriate questions about marital status, and kissing on the lips) 


which could be perceived by the recipient as harassment. In the former case, the 


(now retired) Ward Sister told us she received the telephone back from Jimmy 
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Savile and explained the situation to the mother. In the latter case, the Staff Nurse 


concerned (now retired) said that she did not consider the behaviour to be 


inappropriate and did not feel intimidated so she did not report it. 


e) The reasons for non-reporting / non-investigation including organisational 


culture and practices and the part played, if any, by Jimmy Savile’s celebrity.  


See d) above.  


f) Lessons learned in respect of whether current policies and procedures 


covering safeguarding, complaints, whistleblowing, volunteering and 


supervision of visits are fit for purpose. 


Based on the evidence presented under a) above, there is no evidence of any 


connection between either Jimmy Savile or Peter Hetherington, and Dryburn 


Hospital. No matters have come to light through the witness interviews, and the 


examination of photographic evidence relating to the visit to Shotley Bridge, 


suggesting any failure in procedures at the time: witnesses state that Jimmy Savile 


was accompanied by hospital staff, including nursing staff, throughout his visit to the 


children’s ward. 


Current policies and procedures covering the following have been examined as part 


of this investigation: recruitment and selection; safeguarding children; safeguarding 


adults; violence and aggression; dignity at work; whistleblowing; sanctioned visits / 


visitors and VIPs; conduct and discipline; standards of business conduct; 


volunteering; security; and complaints. 


These policies and procedures contain a number of safeguards against the type of 


abuse of children and vulnerable adults which has been the subject of investigations 


into Jimmy Savile by the Metropolitan Police. In most cases, the Trust has gained 


assurance – through internal audit work or independent, external assessments - that 
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policies and procedures are complied with. However, gaps have been identified with 


respect to policies covering volunteering, sanctioned visits, standards of conduct 


and discipline. In addition, it would be prudent for all of the above policies to be 


reviewed in the light of wider learning in respect of Jimmy Savile’s involvement with 


NHS hospitals, once Kate Lampard’s independent lessons learned report has been 


published.  


g) Recommendations 


The following recommendations have been made to the Board: 


1. The Board should commission a further review by the Senior Associate 


Director of Assurance and Compliance of all of the above policies in the light 


of the wider lessons learned from investigations throughout the NHS into 


Jimmy Savile, following the publication of Kate Lampard’s independent, overall 


‘Lessons Learned’ report. One aspect of the current policies to be considered 


as part of this review should be the frequency of supervision of volunteers 


following their initial induction, depending upon their areas of work. The policy 


currently requires a quarterly supervision meeting (Lead Officer: Senior 


Associate Director of Assurance and Compliance; Deadline: 30th September 


2014). 


2. The Board should commission, through the Trust Board Audit Committee, 


internal audits of compliance with those policies not covered by recent internal 


audits or independent assessments, specifically the ‘Volunteer Policy’ (which 


includes sanctioned visits) and the policies on conduct and discipline and 


standards of business conduct (Lead Officer: Senior Associate Director of 


Assurance and Compliance; Deadline: 31st October 2014). 


3. The Trust should review its procedures for supervision of celebrity and similar 


visitors to make clear that the visitor’s interactions with patients (including by 
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telephone) and with staff should be closely monitored, mindful of their impact 


on the patient experience, or staff welfare, and ultimately on the Trust itself. 


Supervising officers should have sufficient standing and authority to challenge 


any inappropriate behaviour by such visitors. These procedures should be 


documented in detail within a separate policy which should supersede the 


current policy statements set out within the ‘Volunteer Policy’ (Lead Officers: 


Senior Associate Director of Assurance and Compliance and Associate 


Director of Nursing, Patient Experience and Safeguarding; Deadline 31st May 


2014). 
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4. Approach to the investigation 
 


4.1 Dryburn Hospital 


 The following steps were undertaken: 


 An interview was held with Mr Malcolm Scott (named in the email outlined in Section 


1 forwarded to the Trust by the Department of Health) to confirm his recollection of his 


conversation with the woman from hospital radio based at Dryburn Hospital, and to 


obtain further information, both in respect of the subject matter of the conversation 


and to assist in identifying the woman concerned; 


 Northumbria Police were contacted to understand the status of any investigations 


which may have already taken place into the subject matter of the statements 


reported by Mr Scott, and to ascertain any material facts established by those 


investigations;  


 Efforts were made to establish, through any available records and discussion with the 


current Hospital Radio Secretary for University Hospital North Durham, the identity of 


the woman that Mr Scott recalls speaking to; and 


 An interview was held with Mrs Yvonne Staley, who fitted the description of the 


woman working on Hospital Radio given by Mr Scott, to ascertain further information; 


in particular, the subject matter and source of her reported knowledge of a connection 


between Peter Hetherington and Jimmy Savile, and the alleged procurement of young 


boys / girls, and the extent to which she had knowledge of any such activity involving 


Dryburn Hospital, its staff or anyone otherwise connected to it.  


Full details of interviewees are included in Section 8 and Appendix C. 
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4.2 Shotley Bridge Hospital 


 The following steps were undertaken: 


 An interview was held with the (then) Hospital Photographer for Shotley Bridge 


Hospital, who took several photographs of the visit, some of which appeared in the 


book: “A History of Shotley Bridge Hospital, Consett”; 


 An interview was held with the (then) Hospital Photographer’s Assistant, who was 


present during the visit;  


 An interview was held with a (now retired) Hospital Sector Administrator, who was 


also present during the visit; 


 Examination of 30 photographic transparencies of the visit, provided by the (then) 


Hospital Photographer. With the assistance of the Trust’s Medical Illustration team, 


these transparencies were converted to digital images and examined on screen; 


 Fourteen images, covering all those individuals present within the full population of 30 


photographs were printed off and shown to Ruth Mather, a former nurse based at 


Shotley Bridge at the time (identified to the investigation team by the Associate 


Director of Nursing – Effectiveness). Ruth Mather was asked to identify as many of 


the hospital staff within the photographs as she could; 


 The same 14 printed images were shown to interviewees to assist them in recalling 


and identifying to us others who were present during the visit; 


 Efforts were made to identify, locate and interview all of the hospital staff within the 


photographs, through discussion with each interviewee and use of publicly available 


search engines (in particular 192.com). One ward sister and four nurses were located 


and interviewed in total; and 
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 An interview was held with Police Constable Brian Jones (now retired), who was 


identified by investigator Ray Scanlan based on his previous experience and personal 


knowledge. Retired PC Jones was contacted on our behalf by our designated contact 


within the Durham Constabulary. 


All interviewees were asked to provide their recollection of the visit, including: where they 


were based on the children’s ward during the visit itself; what they witnessed; whether or 


not Jimmy Savile was accompanied during the visit; whether or not they witnessed 


anything which they considered untoward or inappropriate; and whether or not anything 


untoward or inappropriate was reported to them.  


A number of further potential witnesses were identified from the photographic 


transparencies. All those which the investigation team were able to trace, and who were 


still alive and willing and able to be contacted, were interviewed. Based on statements 


made to the team in interviews, it is believed that some further witnesses live locally; 


however, it has not been possible to obtain reliable contact details for them or they have 


not responded to requests from the investigation team.  


Full details of interviewees are included, where they have not requested anonymity, in 


Section 9 and Appendix C 


For both Dryburn Hospital and Shotley Bridge Hospital, the Trust’s external legal advisers 


were consulted to determine whether or not it would be appropriate to appeal more widely 


for any witnesses. In the former case, as the investigation progressed it appeared that 


there was no substantive incident or event taking place at Dryburn Hospital nor any 


connection to its staff or volunteers. In the latter case, we were advised that a public 


appeal could not be justified balancing the weight of the evidence provided by the 


witnesses that we were able to interview and the potential public concern that such an 


appeal could cause. This advice took account of the fact that we had interviewed all of the 


witnesses which we were able to identify from photographs of the visit, except those who 
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could not be contacted, did not return calls from the investigation team, or were known to 


be deceased 


4.3 Information provided to interviewees and approach to interviews 


Interviewees were contacted initially by telephone and appointments made to interview 


them in their own homes or at their place of work. In one case, as no telephone number 


was available, and due to time constraints, the investigation team called at the 


interviewee’s home and asked to make a follow up appointment.  


All interviewees were made aware, verbally, that they were being asked to assist the 


Trust’s investigation which would be the subject of a formal, published report. The nature 


of the investigation was explained to them. All were asked if they were willing to be named 


within the report and whether they were content for the information which they had 


provided to be referred to within the report. In the case of Mr Scott, Mrs Staley and Staff 


Nurse A, further face to face meetings have been held to make them aware of the material 


from their statements quoted in this report and confirm their consent to disclose it. 


A Hospital Sector Administrator for Shotley Bridge and one of the staff nurses interviewed 


chose not to be named in this report. All other interviewees gave consent to be named. 


Written statements were produced at the end of each interview, reviewed for factual 


accuracy with the interviewee, agreed and formally signed off by them. Typed transcripts 


of each interview have subsequently been prepared.  


No incidents of abuse have come to light during this investigation, and no matters 


requiring interviews with former patients or their relatives. The Trust developed protocols 


for the investigation for communicating with and providing support for anyone identified as 


a victim of abuse and for communicating with any former patients and / or their relatives, 


which would have been used if required. 


The findings of this report have been shared with Mr Scott prior to publication. 
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4.4 Examination of documents 


Documents provided by the Department of Health were examined, specifically a copy of 


an email dated 12th October 2012, which records a conversation between Mr Malcolm 


Scott and an officer from Northumbria Police.  


Other documents examined comprised current policy and procedure documents and 


documents identified to us by interviewees set out in Appendix B. 


The Trust Secretary, who is responsible for the Trust’s Corporate Records function 


oversaw searches of the Trust’s archiving and information asset registers to identify any 


policies and procedures from 1981 relating to Shotley Bridge Hospital.  


The following current policies and procedures were reviewed in the light of the facts 


ascertained from this investigation as set out in Sections 8 and 9: 


 Recruitment and selection; 


 Safeguarding children and safeguarding adults; 


 Violence and aggression; 


 Dignity at work; 


 Whistleblowing; 


 Sanctioned visits / visitors and VIPs; 


 Conduct and discipline; 


 Standards of business conduct; 


 Volunteering; 


 Security; and 


 Complaints. 


The only documents identified to the investigation team by interviewees were the 


photographic transparencies of the visit to Shotley Bridge provided by the (then) hospital 


photographer.  
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5. County Durham and Darlington NHS Foundation Trust 
 


County Durham and Darlington NHS Foundation Trust was authorised as a Foundation 


Trust on 1 February 2007. 


Formerly known as County Durham and Darlington Acute Hospitals NHS Trust, the Trust 


was established on 1 October 2002, as a result of the merger of two predecessor 


organisations: North Durham Health Care NHS Trust and South Durham Health Care 


NHS Trust, following an acute services review.  


The Trust provides services to around 600,000 people across County Durham, Darlington, 


North Yorkshire, the Tees Valley and South Tyneside and employs over 8,000 staff.  The 


Trust provides acute hospital services from Darlington Memorial Hospital and University 


Hospital North Durham (formerly Dryburn Hospital), and a range of planned care services, 


urgent care and outpatient services from Bishop Auckland Hospital.  


The Trust also provides community services in patients’ homes and around 80 premises, 


including six community hospitals, one of which is Shotley Bridge Hospital.  
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6. Chronology of events surrounding the information received 


concerning Dryburn Hospital and Jimmy Savile’s visit to Shotley 


Bridge Hospital 


 


6.1 Dryburn Hospital 


Information provided to the Trust from the Department of Health consisted of a printed 


copy of an email, dated 12th October 2012 from a named officer in the Northumbria Police 


Force ‘entitled: “Information regarding Savile ..”. The email sets out statements made by a 


witness, a Mr Malcolm Scott, that: 


 In 1992/93 he was speaking with hospital radio staff at the (then) Dryburn Hospital 


where the arrest of North East DJ Peter Hetherington came up.  


 The female member of staff with whom Mr Scott recalled speaking said: “If you think 


that’s bad, Peter used to lure young girls / boys to hotels for Jimmy Savile”. 


 She stated that the boys involved included some scouts. 


 Mr Scott did not know which hotels were involved, although he recalled one in 


particular being mentioned.  


 Mr Scott believed that the woman he spoke to may have been called ‘Marion’. She 


was, at the time, in her 50’s, lived in the Belmont area of Durham, was married to a 


man who collected railway memorabilia and she and her husband organised charity 


entertainment shows.  


The only connection to Dryburn Hospital mentioned in the email is the fact that the 


conversation took place with a woman involved with hospital radio. The email does not 


include any statement or suggestion that any alleged procurement of young girls or boys 


involved the Dryburn Hospital site or any staff / others connected to it.  
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As set out in Section 8, from our interview with Mr Scott he informed us that he was not 


certain of the date of his conversation with the woman from hospital radio but that it was 


actually sometime in the mid-1990s when Peter Hetherington was in the news as a result 


of his arrest and / or being charged and convicted. According to the email cited above 


Peter Hetherington was imprisoned in 1996. 


6.2 Shotley Bridge Hospital visit 


The Trust was made aware of the visit when a member of the public, a Mrs Jennifer 


Stevenson, brought to the attention of the Associate Director of Nursing (Patient 


Experience and Safeguarding) the existence of ‘The History of Shotley Bridge Hospital, 


Consett’ and, in particular, an account of the visit set out on pages 148 to 151. 


The chronology of the visit, as outlined in the “The History of Shotley Bridge Hospital, 


Consett”, is as follows: 


 Jimmy Savile was visiting Consett to collect money raised by Consett police for Stoke 


Mandeville Hospital and had expressed a wish to visit the local children’s ward; 


 The visit took place on 4th January 1981, to wards 4/5 (the ‘children’s ward); 


 Several ex-patients and parents were also invited, making ‘quite a gathering’ on the 


ward; 


 Jimmy Savile arrived accompanied by police cars; 


 Whilst on the ward, Jimmy Savile spoke to children before moving to the bottom of 


the ward where a ‘large group’ of children and parents had gathered;  


 Photographs were taken throughout the time he spent on the ward; and 


 Jimmy Savile left also accompanied by police cars. 


The above account is largely consistent with those of the eyewitnesses which we have 


interviewed (see Section 9). Interviewees also referred to a reception in the Boardroom of 


the hospital, prior to Jimmy Savile attending the ward and /or to a lunch with some staff 
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members and hospital dignitaries. There are, however, some discrepancies between 


statements, as noted in Section 9, as to whether the lunch took place before or after the 


visit to the ward and as to which staff members attended, or whether it took place at all. 


Based on the statements provided by interviewees and the photographic transparencies 


provided by the (then) Hospital Photographer, it would also appear that Jimmy Savile 


arrived on site in the company of two police officers – PC Brian Jones and Superintendent 


Albert Baines – although it would seem that only PC Jones arrived in a marked police car. 


PC Jones told us that Superintendent Baines arrived in his own car.  
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7. The cultural context at the time 
 


At the time of Jimmy Savile’s visit in January 1981, Shotley Bridge Hospital was the 


responsibility of the Durham Area Authority. At the time of Mr Scott’s conversation with 


Hospital Radio Staff, Dryburn Hospital was part of North Durham Acute Hospitals NHS 


Trust.  


Much has been written on the cultural context surrounding Jimmy Savile’s reported abuse 


of children. Press commentators have examined the extent to which his celebrity status 


made him ‘untouchable’ and / or people turned a blind eye to reported suspicions because 


of his fundraising efforts, and have commented more widely on questions relating to the 


difference in values in society between the period of his heyday and the present.  


In the context of this investigation it is important to state – as summarised in Section 3 and 


based on the evidence and analysis in Sections 8, 9 and 12 – the Trust has no evidence 


of any connection between either Jimmy Savile or Peter Hetherington, and Dryburn 


Hospital. Jimmy Savile did visit Shotley Bridge Hospital but the visit was at his request 


and not in the context of any on-going fundraising or volunteering relationship. That he 


visited the Consett area to collect a cheque from a police fundraising event on behalf of 


one of his charity appeals and was, at the same time, able to arrange a visit to the 


children’s ward speaks potentially to: 


 The regard in which he and / or his fundraising activities were held, both by certain 


police officers who took part in the fundraising event and by those in the local NHS 


involved in organising his visit to the hospital on the same date; and 


 The appeal of his celebrity status and, possibly, his association with hospitals and 


children, which resulted, based on the statements from interviewees set out in 


Section 9, in a crowd of people on the children’s ward eager to meet Jimmy Savile 


during the visit including a number of parents and relatives. 
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In addition, the difference in values in society between the time of the events covered by 


this report and the present is potentially reflected in both: 


 Mr Scott’s decision not to report his concerns to the police. He told us that, initially, he 


found it difficult to believe that someone of such a high profile could be involved in 


what was alleged. However, he also stated that he later consulted friends who 


advised him that the information was hearsay and that they considered nothing could 


be done; and 


 The fact that Jimmy Savile’s behaviour towards Staff Nurse A and her colleagues was 


not challenged at the time.     
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8. Dryburn Hospital – findings 
 


8.1 Information provided by the Department of Health 


 Information provided to the Trust from the Department of Health consisted of a printed 


copy of an email, dated 12th October 2012 from an officer with Northumbria Police entitled: 


“Information regarding Savile…”. The email sets out statements made by a witness, a Mr 


Malcolm Scott, that: 


 In 1992/93 he was speaking with hospital radio staff at the (then) Dryburn Hospital 


where the arrest / imprisonment of North East DJ Peter Hetherington came up.  


 The female member of staff with whom Mr Scott recalled speaking said: “If you think 


that’s bad, Peter used to lure young girls / boys to hotels for Jimmy Savile”. 


 She further stated that the boys involved included some scouts”. 


 Mr Scott did not know which hotels were alleged to have been involved, although he 


recalled one in particular being mentioned.  


 The woman with whom Mr Scott spoke did not state how she knew about Jimmy 


Savile’s alleged association with Peter Hetherington and the alleged procurement of 


young boys / girls for Jimmy Savile.  


 Mr Scott believed that the woman he spoke to may have been called ‘Marion’. She 


was, at the time, in her 50’s, lived in the Belmont area of Durham, was married to a 


man who collected railway memorabilia and she and her husband organised charity 


entertainment shows.  


The email notes that Mr Scott is an ‘ex fire chief’ who worked for NHS Durham as a fire 


safety officer, after taking early retirement, and who became interested in hospital radio as 


a result of his work. 
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8.2 Interviews with Mr Malcolm Scott 


Mr Scott was interviewed at his place of work on 9th January 2014 and 10th January 2014. 


A formal statement was produced, agreed with, and signed off by him. He told us that he 


retired as a Fire Officer on medical grounds in September 1992 and took up a position as 


a Fire Safety Officer for the NHS, working between a number of hospital sites including 


Dryburn Hospital. 


Mr Scott stated that he decided, sometime in the mid-1990s to enquire how he could 


become involved in hospital radio, having had a long-standing interest in music, and 


contacted hospital radio at Dryburn and asked if he could call in and find out more. He told 


us that, when he called in to the hospital to meet the hospital radio staff he met a man, 


possibly in his 20’s, who was operating the radio and an older woman, possibly in her late 


40’s or early 50’s. He described the woman as having a slim build and medium length 


dark hair and said that he believed she was in charge of running the station at the time but 


was unsure of her name1.  


Mr Scott told us that he spent around an hour speaking with the woman and that, during 


the conversation, he mentioned Peter Hetherington and his arrest in connection with 


allegations of abuse against children, and the woman said words to the effect of: “If you 


think that’s bad, he’s not the worst”. According to Mr Scott, the woman added that Jimmy 


Savile was the worst of all and that Peter Hetherington used to procure young boys, 


possibly scouts or cubs, “for Jimmy Savile” that were taken to hotels in the North East. 


Mr Scott said that he was shocked by what the lady had said and did not ask her how she 


knew such information or seek to discuss the matter further.  


Mr Scott was asked for any information he could recall about the woman which might help 


to identify her. He told us that, in conversation with the woman he learned that she and 


                                                           
1
 In a subsequent telephone conversation with investigator Ray Scanlan, Mr Scott stated that the woman may 


have been called ‘Yvonne’. 
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her husband used to run events, involving music and dancing, at local clubs. Mr Scott said 


that he seemed to recall that: her husband had passed away; she may also have had a 


market stall in the Durham Indoor market; she lived in the Belmont area, and she had 


mentioned that her husband was a collector of railway memorabilia which filled her garden 


and house. Mr Scott specifically recalled her mentioning that her garden included railway 


memorabilia and signage.  


Mr Scott was asked whether or not he could clarify the date of the meeting with the 


woman from hospital radio. He said that he could only remember that it took place 


sometime in the mid-1990s at a time when Peter Hetherington was in the news and media 


for having been arrested, charged or convicted of child sex abuse. As mentioned in 


Section 6, we understand from the email provided to us by the Department of Health that 


Mr Hetherington’s imprisonment occurred in 1996. 
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8.3 Follow up enquires leading to the identification of Mrs Yvonne Staley 


Following the above interviews, enquiries were made with the current Hospital Radio 


Secretary for University Hospital North Durham, Mike Hardy, on 10th January 2014. Mr 


Hardy suggested, from the description of her appearance, the dates and information on 


hobbies provided by Mr Scott, that the woman in question might be one Yvonne Staley 


who served as the hospital station manager in the mid-1990s. However, Mr Hardy was not 


able to provide an address for Yvonne Staley. 


The investigation team carried out a number of searches on Google, linking the name 


‘Yvonne Staley’ to information provided by Mr Scott. One search, linking her name to 


railway memorabilia found an article in the Northern Echo, published on 5th May 2009 and 


entitled: “End of line for man’s railway collection”. The article reported the listing of a 


collection of railway memorabilia items for sale by Mrs Staley, a decision taken after 


thieves had stolen part of the collection. The following circumstances, mentioned in the 


article appeared to match the information provided by Mr Scott: 


 Mrs Staley’s house was known as ‘The Railway House’ because of railway signal 


finials on the garage roof. 


 Her husband had died 14 years previously (1995) and had amassed a significant 


collection of railway memorabilia. 


 She and her husband had owned a stall at the Durham City Market and her husband 


had been the market master. 


 The house was in Belmont. 
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8.4 Interviews with Mrs Yvonne Staley 


Mrs Staley was interviewed in her home on 14th January 2014 and, subsequently, on 16th 


January. A formal statement was produced, agreed with, and signed off by her. 


Subsequent telephone interviews took place on 21st January 2014, 23rd January 2014, 


12th February 2014 and 14th March 2014 to clarify specific points and written notes were 


taken. We found Mrs Staley to be a credible witness. 


Mrs Staley told us that she had been involved with hospital radio at Dryburn Hospital 


between the late 1980’s and 2000, taking over from her late husband as station manager 


following his death in 1995. She said that she did not recall either a visit from the Fire 


Safety Officer (Mr Scott) or specifically discussing Peter Hetherington or Jimmy Savile 


with him. She did, however, say that there were a large number of enquiries from people 


who were interested in being involved in hospital radio, perhaps over 100 during the time 


of her involvement.  


Mrs Staley told us that, following participation in a feature in Peter Hetherington’s radio 


programme in the mid-1980s (possibly 1986) her family had developed an association 


with Peter Hetherington, through which they met a second individual (referred to as 


Person X for the purposes of this report2),. Mrs Staley said that Peter Hetherington asked 


her husband whether, in his capacity as the market master for Durham Market, he could 


provide him with a stall for occasional use selling goods to raise money for the People’s 


Dispensary for Sick Animals.  Mrs Staley told us that Peter Hetherington attended the 


market on four occasions, accompanied by boy scouts and Person X. 


                                                           
2
 It was not considered necessary to seek to locate and contact Person X in order to determine whether or not 


any alleged activity involving Jimmy Savile mentioned by Mrs Yvonne Staley involved Dryburn Hospital. As 
outlined overleaf, we have passed on the information we received to Northumbria Police for their evaluation.  


Accordingly we have not attempted to contact Person X and have not therefore provided them with the 
opportunity to comment on Mrs Staley’s statements. We have therefore chosen to anonymise their identity in this 
public report.   
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Mrs Staley said that, through the above connection to Peter Hetherington, she and her 


husband became ‘dance floor leaders’ at road shows playing music from the 40’s to the 


60’s organised by Peter Hetherington, for a couple of years before giving up the role in 


1989. She told us that she and her husband had organised their own road shows for a 


while and then become involved in hospital radio at Dryburn Hospital. She said that she 


had nothing further to do with Peter Hetherington until 1995 when her husband was dying, 


when she called him on air and asked him to speak to her husband (which he did), as a 


result of which Peter Hetherington attended the funeral. 


Mrs Staley told us that, following Peter Hetherington’s arrest, there was an appeal for 


anyone with information to contact the police in a local newspaper and so she and other 


family members contacted them and provided statements. Mrs Staley said that, a few 


weeks after they gave statements, Person X asked if they could call at the house to speak 


with her and her family. According to Mrs Staley, Person X visited shortly afterwards and 


they spoke about Peter Hetherington, during which conversation Person X alleged that: 


 Peter Hetherington was ‘not the worst’ and that Jimmy Savile was ‘the most vicious’; 


and 


 Jimmy Savile had reason to come to the North East regularly and he would ask a 


third party (not Peter Hetherington) to ‘get him a boy to help him relax’. 


Mrs Staley said that she was under the impression from Person X’s statements that 


“whatever happened” occurred at a specific location unrelated to Dryburn Hospital. We 


asked Mrs Staley whether she had considered reporting these allegations to the police at 


the time and she told us that, she had not, as from previous experience of Person X, she 


doubted the reliability of the statements.  


Mrs Staley was specifically asked whether, during her conversations with Person X, there 


was ever any suggestion that Dryburn Hospital, its staff or volunteers were involved in any 


procurement or abuse of children. Mrs Staley said that no such suggestion had ever been 
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made. She told us that she wished to make clear that her own association with Peter 


Hetherington and Person X had ended before her involvement with Dryburn Hospital 


Radio, with the exception of contacting Peter Hetherington on air shortly before her 


husband died and Person X visiting her following Peter Hetherington’s arrest. . 


8.5 Liaison with Northumbria Police 


A meeting was held with Detective Chief Inspector Lisa Orchard, of Northumbria Police, 


on 23rd January 2014, at Farringdon police station in Sunderland. DCI Orchard was 


appointed to liaise with the Trust. Information obtained from the interviews with Mrs 


Yvonne Staley3 (see 8.4 above) was passed on. DCI Orchard who agreed to make 


enquiries and provide responses, on behalf of Northumbria Police, to the following 


questions: 


 Was any information disclosed regarding Jimmy Savile during Northumbria Police’s 


investigation into Peter Hetherington? 


 If so, was that information investigated? 


 Was there any link identified in the investigation of Peter Hetherington to Dryburn 


Hospital? 


DCI Orchard responded to the above questions in an email dated 29th January 2014, 


stating that the Peter Hetherington case was not entered onto HOLMES (the police 


database) and the files were in storage, therefore she had traced the original investigating 


officer. According to the email, this officer’s recollection is that there was no information 


disclosed regarding Jimmy Savile in connection with the investigation of Peter 


Hetherington and there were no links to any hospital in Durham or otherwise identified 


during the investigation.   


                                                           
3
 Including information kept confidential in this report, to allow Northumbria Police to evaluate whether or not they 


had any responsibility to investigate the allegations further.  
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9. Jimmy Savile’s visit to Shotley Bridge Hospital on 4th January 


1981 – findings 


 


9.1 Interview with Mr Colin Hayes 


Mr Hayes was identified to the Trust’s Associate Director of Nursing (Patient Experience 


and Safeguarding) as the Hospital Photographer at the time of the visit, by Mrs Jennifer 


Stevenson, when she brought the account of the visit in “A History of Shotley Bridge 


Hospital, Consett” to the Trust’s attention. 


Mr Hayes was interviewed at his home on 15th January 2014. A written statement was 


produced, agreed with and signed off by Mr Hayes. 


Mr Hayes confirmed that he was employed as the Hospital Photographer at the time of the 


visit. He stated that the visit was to the children’s ward (wards 4/5) and that he recalled an 


official reception for Jimmy Savile in the Boardroom of the hospital prior to his appearance 


on the ward. Mr Hayes said that he was on the ward when Jimmy Savile arrived 


accompanied by officers from the hospital, police officers and a senior nursing officer.  He 


stated that, during the visit, he did not see anything untoward occurring involving Jimmy 


Savile towards any of the children he visited or spoke to. 


Mr Hayes provided 30 transparencies of photographs which he stated were taken during 


the visit to the Trust’s investigation team.  


9.2 Interview with Mrs Hilary Hamilton 


Mrs Hamilton was identified to us by Mr Hayes as his Assistant at the time of the visit and 


present during the visit. Mr Hayes also provided sufficient details of her whereabouts to 


enable her to be located using 192.com. 


Mrs Hamilton was interviewed at her home on 16th January 2014. A written statement was 


produced, agreed with and signed by Mrs Hamilton. 
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Mrs Hamilton confirmed that she was employed as a Photographer’s Assistant within the 


Medical Photography Department between 1968 and 2000, and that she was present 


during Jimmy Savile’s visit to wards 4/5, the children’s ward. She stated that Jimmy Savile 


arrived on the ward accompanied by a Hospital Sector Administrator and a senior nursing 


officer.  Mrs Hamilton said that Jimmy Savile kissed her hand, knowing he was being 


photographed and was generally ‘loving every minute of it, bubbly and in your face’. She 


stated that Jimmy Savile was followed by the Hospital Sector Administrator, a senior 


nursing officer and a number of other nurses wherever he went and that she did not see 


anything untoward. She believed that the visit to the ward itself would have lasted 


between half an hour to one hour. 


9.3 Interview with the Hospital Sector Administrator 


Both Mrs Hamilton and Mr Hayes named a Hospital Sector Administrator as being present 


during the visit and provided sufficient information to enable him to be located using 


publicly available sources. 


The Hospital Sector Administrator was interviewed at his home on 23rd January 2014. A 


written statement was taken, agreed with and signed off by the Hospital Sector 


Administrator. However, he requested that his name not be used in our report. 


The Hospital Sector Administrator told us that he was not involved in organising the visit 


and ‘was probably’ asked by someone more senior to accompany Jimmy Savile on his 


visit to wards 4/5 (the ‘children’s ward’). According to the Hospital Sector Administrator he, 


and several other staff, walked with Jimmy Savile to the entrance of the ward and handed 


over responsibility to ward staff. He said that Jimmy Savile moved around the ward 


followed by a large group of mainly nursing staff, and that the visit lasted no longer than 


an hour.  
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9.4 Interview with Mrs Alice Mary Allan 


The transparencies provided by Mr Hayes were converted to digital images by the Trust’s 


Medical Illustration department and the 14 clearest images were printed and shown, on a 


confidential basis, to Ruth Mather, a former nurse based at Shotley Bridge at the time 


(identified to the investigation team by the Associate Director of Nursing – Effectiveness). 


Ruth Mather identified Sister Alice Mary Henderson (now Allan) from the photographs and 


advised us that she could be traced through her niece, a cardiology nurse currently 


employed at University Hospital North Durham.  


Mrs Allan was interviewed at her home on 31st January 2014. A written statement was 


taken, agreed with and signed off by Mrs Allan. 


Mrs Allan stated that she worked as a Sister on the children’s ward for 20 years and was 


present on the ward during the visit. She told us that Jimmy Savile arrived on the ward 


accompanied by a lot of people, having been for lunch in the Hospital Boardroom before 


coming to the ward. She said that she was waiting on the ward at the time and 


remembered that Jimmy Savile was accompanied by the Hospital Sector Administrator, 


her fellow ward sister, Sister Nicholson (now deceased) and two other members of 


nursing staff.  


Mrs Allan said that, as Jimmy Savile arrived, the ward telephone rang and she took it off 


the hook and to the store cupboard to answer the call, which was from the mother of a 


child.  At this point, according to Mrs Allan, Jimmy Savile took the phone from her and 


said ‘normal service will be resumed as soon as possible’ before passing it back to her.  


Mrs Allan told us that, once she had explained to the caller that Jimmy Savile was visiting 


but that her baby would be seen by a Doctor if she brought the child in, she followed the 


group into the ward. She said that Jimmy Savile was accompanied by two men in dark 


suits who may have had something to do with him and who appeared to be hurrying him 


around.  
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According to Mrs Allan, Jimmy Savile kissed mothers and some nurses as he moved 


around but not in a manner which she regarded as inappropriate. She said that he was 


always accompanied by nursing staff, and some mothers, and she did not see him do 


anything she regarded as inappropriate. She told us that no one reported anything 


inappropriate to her and, as the Ward Sister, she would have expected any such matter to 


be reported to her. Mrs Allan advised that the visit took between one and one and a half 


hours. 


9.5 Interview with Mrs Anne Taylor 


Anne Taylor was identified to the investigation team by Mrs Allan (noted above), from the 


prints of the photographic transparencies shown to her. Mrs Allan also provided her 


contact details. 


Mrs Taylor was interviewed at her home on 4th February 2014. A written statement was 


taken, agreed with and signed off by Mrs Taylor. 


Mrs Taylor confirmed that she was a Nurse on the children’s ward and was present on the 


ward ‘for the majority of the time’ of the visit. She told us that Jimmy Savile arrived 


accompanied by members of Hospital management. She said that he was greeted on the 


ward by Sister Henderson (now Allan) and Sister Nicholson. Mrs Taylor also mentioned 


two ‘male minders’ in dark clothing but stated that they did not come on to the ward. She 


said that Jimmy Savile visited the cubicles at the end of the ward and then came onto the 


main ward. Mrs Taylor said that she did not see anything occur involving Jimmy Savile 


which she would have regarded as inappropriate and would have reported anything which 


she had believed was inappropriate to the Ward Sister. Mrs Taylor told us that Jimmy 


Savile was on the ward for around half an hour in total, before she and Sister Henderson 


(now Allan) accompanied him to lunch.  
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9.6 Interview with Mrs Margaret Gowland 


Margaret Gowland was identified to the investigation team by Mrs Allan (noted above), 


from the prints of the photographic transparencies shown to her. Mrs Allan also provided 


her contact details. 


Mrs Gowland was interviewed at her home on 5th February 2014. A written statement was 


taken, agreed with and signed off by Mrs Gowland. 


Mrs Gowland said that she was a State Enrolled Nurse working at Shotley Bridge Hospital 


from 1972 and later started working on the children’s ward sometime in the late 1970’s. 


She confirmed that she was present during the visit by Jimmy Savile to wards 4/5 and 


stated that when he arrived on the ward he was accompanied by a lot of people. She said 


that she remembered Jimmy Savile taking the telephone off Sister Henderson whilst she 


was speaking to a mother. 


Mrs Gowland said that she was looking after a baby during the visit and had to leave the 


main ward to take the baby to a cubicle away from the noise. She said she believed that 


the visit lasted around an hour and the ward was busy with a number of staff and patients’ 


relatives. She told us that she did not see anything untoward involving Jimmy Savile 


during the visit and would certainly have reported anything untoward, had she witnessed 


such, to one of the Ward Sisters present.  


Mrs Gowland said that a lunch had been laid on for Jimmy Savile, but could not recall if it 


was before or after the visit to the ward. According to Mrs Gowland, it was Sister 


Nicholson rather than Sister Henderson (Allan) who attended the lunch, contradicting 


Anne Taylor’s statement noted above.  
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9.7 Interview with Staff Nurse A 


Staff Nurse A did not wish to be identified in our report. She was identified by Mrs Allan, 


from the prints of the photographic transparencies shown to her and Mrs Gowland 


provided her contract details.  


Staff Nurse A was interviewed at her home on 5th February 2014. A written statement was 


taken, agreed with and signed off by Staff Nurse A. 


Staff Nurse A told us that she worked as a State Registered Nurse at Shotley Bridge 


Hospital between the mid-1970s through to 1982 and confirmed that she was present on 


wards 4/5 at the time of the visit. She said that Jimmy Savile was accompanied as he 


walked down the main corridor to the ward by a lot of people and continued to be 


accompanied by a large number of people during the visit. She stated that there were 


nursing staff, cleaning staff and relatives of children on the ward.  


Staff Nurse A told us that, during the visit, she had been in conversation with Jimmy 


Savile in which he had commented on how young she and her colleague looked and 


asked if she and her colleagues were married or single and then, having been told they 


were all married, remarked that they were ‘all taken’. According to Staff Nurse A, he took 


and held her hand for some time and “somehow” ended up kissing her on the lips when 


she expected to be kissed on the cheek. Staff Nurse A stated clearly to us, however, that 


she considered the conversation and the kiss to be nothing more than ‘friendly banter’ and 


did not at any time feel intimidated. 


Staff Nurse A told us that she did not see Jimmy Savile do anything which she considered 


inappropriate towards anyone and would have said something, at the time, if she had 


seen any inappropriate behaviour from Jimmy Savile towards someone else.  
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9.8 Interview with retired PC Brian Jones 


PC Jones was known to investigator Ray Scanlan from Ray’s previous service as a 


Detective Sergeant in the Durham Constabulary. He was contacted through our 


designated contact with the Durham Constabulary and agreed to be interviewed.  


PC Jones was interviewed at his home on 7th February 2014. A written statement was 


taken, agreed with and signed off by PC Jones.  


PC Jones told us that, in or around August or September 1980 he undertook a bicycle ride 


with four colleagues to raise funds for the Jimmy Savile Stoke Mandeville Appeal, which 


eventually raised around £2,500. PC Jones said that the organiser of the ride made 


arrangements for Jimmy Savile to come to Consett to be presented with the cheque for 


the funds raised, which Jimmy Savile agreed to on condition he could also visit the local 


children’s ward at Shotley Bridge Hospital. 


PC Jones stated that the cheque was presented to Jimmy Savile at Consett Police Club, 


following which he accompanied Jimmy Savile to Shotley Bridge Hospital. PC Jones said 


that he directed Jimmy Savile’s chauffeur-driven limousine, by leading the way in his 


patrol car and that the only other officer to accompany Jimmy Savile, Superintendent 


Albert Baines (now deceased), followed in his own car.  


PC Jones told us that, on arrival at Shotley Bridge Hospital, the party went straight to the 


children’s ward, except for Jimmy Savile’s chauffeur who remained with the car. He said 


that, on the ward, they were met by a large group of people, including nursing and senior 


hospital staff and the ward was very crowded, as there were a number of parents present 


as well as children.  


PC Jones stated that the visit lasted around an hour and, for the vast majority of the time, 


he had Jimmy Savile within eyesight and did not see anything take place which he would 


consider untoward or inappropriate. PC Jones told us that he did not recall any reception 







 


47 
 


or lunch being laid on and that throughout the visit Jimmy Savile was accompanied by a 


number of nursing staff and both he and Albert Baines were also present. Retired PC 


Jones stated that Jimmy Savile was accompanied to his car by a large crowd on leaving 


the hospital. 


9.9 Interview with Mrs Joan Rutherford 


Mrs Rutherford was mentioned as being present by both Mrs Allan and Mrs Gowland and 


the latter provided us with contact details. Mrs Rutherford was interviewed at home on 13th 


February 2014. A written statement was taken, agreed with and signed off by Mrs 


Rutherford. 


Mrs Rutherford told us that she was a Staff Nurse on the children’s ward at Shotley Bridge 


between 1971 and 1997 and was present during Jimmy Savile’s visit. She said that both 


she and Sister Nicholson were selected to attend a lunch with Jimmy Savile – in either the 


Hospital Boardroom or Consultant’s Dining Room – which took place before the visit to the 


ward.  


According to Mrs Rutherford, she recalled Jimmy Savile being accompanied on his way 


into the ward by herself, Sister Nicholson and another Staff Nurse as well as possibly a 


member of senior Hospital staff.  She said that, based on her recollection, Jimmy Savile 


walked straight down the main corridor into the main ward and did not visit the single cot 


cubicles and four cot ward positioned before the main ward. Mrs Rutherford told us that, 


whilst the visit took place, she decided to remain in the background – as she had been 


present during the lunch – and was working between the ward and the cubicles. She said 


that she did not see anything on the part of Jimmy Savile which she considered untoward 


or inappropriate during the visit and would have reported any such incident to one of the 


two Sisters on the ward at the time. She stated that the main corridor and the ward were 


very crowded during the visit.  
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10. Policy, practice and procedures during the time of Jimmy Savile’s 


visit to Shotley Bridge Hospital and any connection to Dryburn 


Hospital 


 


10.1 Dryburn Hospital 


This investigation has not identified any specific connection to Jimmy Savile or Peter 


Hetherington, nor any specific incident or event involving Jimmy Savile or Peter 


Hetherington which was connected to Dryburn Hospital (see Sections 3, 8 and 12). 


Accordingly, the question of whether policies and procedures in place at the time proved 


sufficiently robust and / or were followed is not relevant.  


10.2 Shotley Bridge Hospital 


With respect to Jimmy Savile’s visit to Shotley Bridge, the Trust Secretary, who is 


responsible for the Trust’s Corporate Records function, oversaw searches of the Trust’s 


archiving and information asset registers to identify any policies and procedures from 


1981 relating to Shotley Bridge Hospital. Policies were sought covering: safeguarding, 


sanctioned visits by celebrities and dignitaries, whistle-blowing, volunteering, dignity at 


work, complaints and security.  


The search of the Trust’s information asset registers revealed no entries which related to 


policies and procedures dating from the 1980s; the earliest entry relating to policies and 


procedures concerned the disposal of policies and procedures dating from 1992.  These 


were destroyed at the expiration of the relevant retention period in 2012 in accordance 


with Annex D2:  Business and Corporate (Non-Health) Records Retention Schedule of the 


Department of Health publication Records Management:  NHS Code of Practice. 
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Durham County Council’s online search facility was used to carry out searches of the 


Durham County Council archive against the following parameters:  North West Durham 


Health Authority, Shotley Bridge, Shotley Bridge Hospital, hospital, 1981-1982.   None of 


these searches turned up any policies or procedures from the period. 


No relevant documents were therefore identified either within the Trust’s records or the 


Durham County Council archive. This investigation has, however, concluded that, in 


keeping with the Trust’s current policy on celebrity visits, there are reasonable grounds to 


believe that Jimmy Savile was accompanied during the time he was on the hospital site, in 


particular whilst on the children’s ward (see Sections 3, 9 and 12). 


It should also be noted that some of the policies looked for were not required until 


sometime after 1981. In particular, the Public Interest Disclosure Act, which introduced the 


formal concept of whistleblowing, was not enacted until 1998. 
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11. Current policies and procedures 
 


In the light of the findings of fact documented in Sections 8 and 9, this investigation has 


sought to identify any lessons learned in respect of whether current policies and 


procedures covering safeguarding, complaints, whistle-blowing, volunteering and 


supervision of visits are fit for purpose. The following policies and procedures have been 


examined: 


 Recruitment and selection * 


 Safeguarding children and safeguarding adults * 


 Violence and aggression ** 


 Dignity at work ** 


 Whistleblowing * 


 Sanctioned visits / visitors and VIPs 


 Conduct and discipline 


 Standards of business conduct 


 Volunteering 


 Security ** 


 Complaints *. 


(* /** - see overleaf) 


This investigation has identified no specific lessons to be learned affecting current policies 


and procedures in respect of either Jimmy Savile’s visit to Shotley Bridge Hospital or 


Dryburn Hospital. In the former case, we have concluded that it is more likely than not that 


he was accompanied by hospital staff whilst on site; in the latter, no evidence of any 


connection between Jimmy Savile and Dryburn Hospital has come to light.  
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The policies examined include a number of requirements which, if complied with 


effectively, could be expected to mitigate risks of abuse of children or young adults of the 


type covered by the Metropolitan Police’s investigation into Jimmy Savile, including: 


1. The Trust’s policies and procedures in relation to Safeguarding Adults and Children 


are in place and are accessible to all staff and volunteers via the Intranet. 


Safeguarding is included in induction and essential training delivered to all staff 


(clinical and non-clinical) and volunteers. Safeguarding policies and procedures 


consider abuse from any individual towards a vulnerable adult or child and include 


requirements for reporting of concerns. 


2. The Trust’s ‘Volunteer Policy’ requires the same level of pre-employment vetting 


(including Disclosure and Barring checks) as for permanent staff and includes 


requirements for induction, prior to commencing work, and on-going supervision. 


3. The Trust’s ‘Volunteer Policy’ explicitly requires that any visiting celebrities and other 


high profile visitors are escorted whilst on site at all times.  


4. The Trust has a formal whistle-blowing policy in place (Raising Concerns) which is 


available to all staff via the Intranet. The policy encourages staff to raise concerns in 


good faith in respect of any illegal act, including criminal offences, putting 


individuals’ health and / or safety in danger and any attempt to conceal any such 


illegal act.  


The Trust has gained assurance of compliance with the majority of the above policies 


either through internal audit work completed during the last three years (those marked *) 


or through an independent Level 2 assessment against the NHS Litigation Authority’s Risk 


Management Standards completed in January 2014 (those marked **). In the light of 


subsequent learning nationally, from investigations into Jimmy Savile it is, however, 


recommended that the Board commissions: 







 


52 
 


1. A further review by the Senior Associate Director of Assurance and Compliance of 


all of the above policies in the light of the wider lessons learned from investigations 


throughout the NHS into Jimmy Savile, following the publication of Kate Lampard’s 


independent lessons learned report. One aspect of the current policies to be 


considered as part of this review should be the frequency of supervision of 


volunteers following their initial induction, depending upon their areas of work. The 


policy currently requires a quarterly supervision meeting.  


2. Through the Trust Board Audit Committee, internal audits of compliance with those 


policies not covered by recent internal audits or independent assessments; 


specifically the ‘Volunteer Policy’ (which also covers sanctioned visits), and the 


policies on conduct and discipline and standards of business conduct. 


3. Development of a separate policy on sanctioned visits for celebrities and other high 


profile people, expanding on the policy statements currently included in the 


‘Volunteer’ Policy. 
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12. Overall analysis and conclusions 
 


12.1 Dryburn Hospital – analysis and conclusion 


Work undertaken as part of this investigation has been summarised in Section 4 and 


detailed findings have been set out in Section 8.  


There are a number of similarities between Mr Scott’s description of the woman he spoke 


to at Dryburn Hospital Radio and the circumstances of Mrs Yvonne Staley. In the 


judgement of the investigation team these similarities, together with the fact that she 


managed the hospital radio station in the mid-1990s and has said that she had some 


knowledge of allegations of procurement of boys for Jimmy Savile, make it more likely 


than not that Mrs Staley is the woman that Mr Scott recalls speaking to. However, Mrs 


Staley herself says that she has no recollection of the conversation. Mrs Staley’s interview 


is set out in detail in Section 8. In summary, she told us that a family connection, Person X 


had made allegations to her concerning procurement of boys for Jimmy Savile but these 


did not concern Dryburn Hospital or its staff or others connected to it.  


As set out in detail in Section 8, we contacted Northumbria Police who told us that their 


investigation into Peter Hetherington established no links to Jimmy Savile or to any 


hospital in the Durham area.  


Based on the statements made to us by Mrs Staley, and the information provided to us by 


Northumbria Police, we have concluded that: 


 As the manager of the hospital radio station at Dryburn, Mrs Staley did have 


knowledge of allegations that boys were procured for Jimmy Savile;  


 Those allegations did not, however, involve Peter Hetherington; 


 Mrs Staley has no knowledge of any alleged procurement taking place at Dryburn 


Hospital or involving staff or others connected to the hospital; and 
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 No links were identified from the police investigation of Peter Hetherington to Dryburn 


Hospital or any other hospital in the Durham area. 


This investigation has therefore not found any evidence of any procurement of boys or 


girls for Jimmy Savile connected to Dryburn Hospital. Mrs Staley’s statement raises the 


question of whether any such procurement took place elsewhere in the North East but that 


is a matter beyond the remit of this investigation. The information provided by Mrs Staley 


has, however, been passed on to Northumbria Police for their evaluation. 


12.2 Shotley Bridge Hospital – analysis and conclusion 


Work undertaken as part of this investigation has been set out in Section 4 and detailed 


findings in Section 8. Nine witnesses were interviewed in total and all were consistent on 


the following points: 


 Jimmy Savile was accompanied by hospital staff on entry to the ward.  


 The ward was very busy during the visit with many staff, patients, parents and other 


relatives present and Jimmy Savile was accompanied by staff – mainly nursing staff 


– throughout his time on the ward. 


 None of the witnesses recalls seeing anything which they considered untoward or 


inappropriate on the part of Jimmy Savile towards the children on the ward. Each of 


the nursing staff stated that they would have reported any such incident which came 


to their attention and the Ward Sister stated that she would have expected to have 


received such a report had any such incident taken place. 


There are some discrepancies in the statements provided around the following points: 


 Of the nine witnesses, five mentioned a lunch or reception for Jimmy Savile taking 


place as well as the ward visit. There are discrepancies around who attended the 


lunch and whether it took place before or after the visit to the ward, or at all: 
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o Three witnesses stated that the lunch took place prior to the visit. One stated that 


it took place afterwards and one stated that she could not recall whether it was 


before or after the ward visit. Retired PC Jones said he had no recollection of the 


lunch and recalled that Jimmy Savile had gone straight to the ward and then 


directly to his car on leaving. 


o There were discrepancies between the statements of former nurses Gowland, 


Taylor and Rutherford as to who attended the lunch. 


Because of the discrepancies which exist surrounding the issue of whether or not a lunch 


took place, either before or after the ward visit or at all, it has not been possible for the 


investigation team to establish with certainty whether Jimmy Savile was met on arrival and 


whether he went elsewhere in the hospital either before going to, or leaving, the ward. 


Both witnesses who claim to have attended the lunch have reported nothing untoward 


taking place during the lunch itself. Even with the time lapse of over 30 years, we would 


consider it more likely than not that they would recall any significant incident taking place.  


As outlined in Section 3 further discrepancies were noted in respect of whether police 


officers were present, and whether or not Jimmy Savile walked directly into the ward or 


visited the cubicles at the entrance to the ward first.  


Given that the events being recalled took place over 30 years ago, it is unsurprising that 


there are some discrepancies on points of detail. On the basis of the statements received 


from interviewees, and having weighed the evidence, including the ambiguities in the 


evidence surrounding whether or not Jimmy Savile went straight to and from the ward (or 


attended a lunch / reception laid on for him), we have concluded that it is more likely than 


not that he was accompanied during the visit, by senior hospital and nursing staff. No 


evidence of anything untoward or inappropriate taking place during the visit, involving 


Jimmy Savile and the children on the ward, has come to light. 
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Two matters were identified in the witness interviews which are worthy of further 


comment.  


1. Retired Sister Alice Mary Allan told us that Jimmy Savile took the ward telephone 


from her whilst speaking with a mother about her child and stated ‘normal service 


will be resumed as soon as possible’.  


2. Staff Nurse A told us that Jimmy Savile asked about the marital status of nurses and 


whether they “were taken” and ‘somehow’ kissed her on the lips during the visit.  


The first incident could have had a negative impact upon the mother’s experience in 


dealing with the hospital. Whilst Staff Nurse A has told us that she did not feel intimidated 


at any point and regarded the remarks and the kiss as ‘friendly ’, another individual might 


react differently and consider themselves harassed. These two matters highlight potential 


learning points with respect to the process of escorting and supervising visitors, 


particularly celebrities. A recommendation has been made to the Board with respect to 


strengthening and clarifying the supervision process in section 13.  
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13. Recommendations 
 


In the light of the analysis in Section 11 and Section 12 of this report, the following 


recommendations are made to the Board. 


1. The Board should commission a further review by the Senior Associate Director of 


Assurance and Compliance of all of the policies considered in this report in the light 


of the wider lessons learned from investigations throughout the NHS into Jimmy 


Savile, following the publication Kate Lampard’s independent lessons learned report 


by the Department of Health. One aspect of the current policies to be considered as 


part of this review should be the frequency of supervision of volunteers following 


their initial induction, depending upon their areas of work. The policy currently 


requires a quarterly supervision meeting (Lead Officer: Senior Associate Director of 


Assurance and Compliance; Deadline: 30th September 2014). 


2. The Board should commission, through the Trust Board Audit Committee, internal 


audits of compliance with those policies not covered by recent internal audits or 


independent assessments, specifically the ‘Volunteer Policy’ (which also covers 


sanctioned visits), and the policies on conduct and discipline and standards of 


business conduct (Lead Officer: Senior Associate Director of Assurance and 


Compliance; Deadline: 31st October 2014). 
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3. The Trust should review its procedures for supervision of celebrity and similar 


visitors to make clear that the visitor’s interactions with patients (including by 


telephone) and with staff should be closely monitored, mindful of their impact on the 


patient experience, or staff welfare, and ultimately on the Trust itself. Supervising 


officers should have sufficient standing and authority to challenge any inappropriate 


behaviour by such visitors. These procedures should be documented in detail within 


a separate policy which should supersede the current policy statements set out 


within the ‘Volunteer Policy’. (Lead Officers: Senior Associate Director of Assurance 


and Compliance and Associate Director of Nursing, Patient Experience and 


Safeguarding; Deadline: 31st May 2014).    
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Appendix A – Investigation Team Biographies 
 


Warren Edge 


Warren is the Trust’s Senior Associate Director of Assurance and Compliance. He joined 


the Trust in April 2013, having previously spent three years as Assistant Director of Audit 


for Audit North, an Internal Audit and Counter Fraud Consortium serving the NHS bodies 


in the County Durham and Teesside health economies. Prior to that, Warren spent 21 


years with Deloitte, initially within the mainstream audit practice and eventually 


specialising in internal audit, risk management and investigations.  


Whilst with Deloitte, Warren directed a specialist team of investigators, within the Internal 


Audit practice, completing or overseeing numerous investigations for a range of public 


sector bodies including Government Departments, non-departmental public bodies and 


NHS Trusts. His role involved liaison with the police, regulators and the National Audit 


Office among others. Warren passed the NHS training for local counter fraud specialists in 


2002. 


Ray Scanlan 


Ray is a specialist investigator with many years’ experience. For the last eight years he 


has been employed by Audit North – the Trust’s internal audit and counter fraud services 


provider -  as an accredited Local Counter Fraud Specialist.  


Prior to joining Audit North, Ray worked for a private sector company involved in asset 


recovery and, before that, as an investigator for the Serious Fraud Office. 


Ray spent 30 years as a serving police officer with the Durham Constabulary, over 23 


years of which were spent in investigative roles including 15 years in CID and eight years 


in the Fraud Squad. Ray reached the rank of Detective Sergeant before his retirement 


from the force.   
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Appendix B – Documents reviewed 
 


The following documents have been reviewed: 


Current policies: 


 Recruitment and selection 


 Safeguarding children and safeguarding adults 


 Violence and aggression 


 Dignity at work 


 Whistleblowing 


 Sanctioned visits / visitors and VIPs 


 Conduct and discipline 


 Standards of business conduct 


 Volunteering 


 Security 


 Complaints. 


Specific documents – Dryburn Hospital 


An email provided to us by the Department of Health dated 12th October 2012, addressed 


from an officer in the Northumbria police to ‘acpo@ceop.gsi.gov.uk’ (see Sections 6 and 8 


for more details). 


Specific documents – Shotley Bridge Hospital 


Thirty photographic transparencies provided by the (then) Hospital Photographer (see 


Sections 4 and 9 for more details). 


Excerpt from ‘The History of Shotley Bridge Hospital, Consett’ Pages 148 to 151 (see 


Sections 6 and 9 for more details)   
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Appendix C – List of those interviewed 
 


The following individuals have been interviewed: 


Dryburn Hospital 


1. Mr Malcolm Scott, formerly a Fire Officer for the NHS in the Durham area. 


2. Mrs Yvonne Staley, formerly the Station Manager for Dryburn Hospital Radio. 


Shotley Bridge Hospital 


1. Mr Colin Hayes, formerly Hospital Photographer for Shotley Bridge Hospital 


2. Mrs Hilary Hamilton, formerly the Photographer’s Assistant for Shotley Bridge 


Hospital. 


3. A former Hospital Sector Administrator for Shotley Bridge Hospital. 


4. Mrs Alice Mary Allan, formerly a Ward Sister based on Wards 4/5, Shotley Bridge 


Hospital. 


5. Mrs Anne Taylor, formerly a Nurse based on Wards 4/5, Shotley Bridge Hospital. 


6. Mrs Margaret Gowland, formerly a State Enrolled Nurse based on Wards 4/5, 


Shotley Bridge Hospital. 


7. Staff Nurse A, formerly a State Registered Nurse based on Wards 4/5, Shotley 


Bridge Hospital. 


8. Mr Brian Jones, a retired Police Constable, formerly with the Durham Constabulary. 


9. Mrs Joan Rutherford, formerly a Staff Nurse based on Wards 4/5, Shotley Bridge 


Hospital. 








 


 


 


GOVERNING BODY- IN PUBLIC 
Tuesday 9th September 2014  


1:00pm – 4:00pm 
 


 Horden Parish Council, Horden Social Welfare Centre, Horden, 
Peterlee, County Durham, SR8 4LX 


A G E N D A 
Item No 


 
Item Time Format 


GB/14/260 Apologies for Absence 
Nicola Bailey, Stewart Findlay 
 


1:00pm Verbal 


GB/14/261 Public Health Review and Procurement 
- Nicola Bailey, Chief Operating Officer 
- Anna Lynch, Director of Public Health (County Durham) 


 


1:02pm Presentation 


GB/14/262 Declarations of Interest 
Updated from 31st July 2014  
 


1:17pm Attached 


GB/14/263 Minutes of the meeting held on 8th July 2014 
 


1:20pm Attached 


GB/14/264 Matters arising from the meeting held on 8th July 2014 
 


1:25pm Verbal 


GB/14/265 Review of Action Log  
 


1:30pm Attached 


 
Items for Decision 
 
GB/14/266 Terms of Reference: Clinical Champions 


- Nicola Bailey, Chief Operating Officer 
- James Carlton, Medical Advisor 


1:35pm Attached 


GB/14/267 Better Care Fund 
- Sarah Burn, Director of Commissioning 


1:45pm Attached 


GB/14/268 Engagement Strategy 
- Joseph Chandy, Director of Primary Care, Partnerships  


and Engagement     


1:55pm Attached 


GB/14/269 Urgent Care Review 
- Sarah Burn, Director of Commissioning 


2:05pm Attached 


 
Items for Discussion 
 
GB/14/270 Green and GP Urgent Ambulance Responses 


- Gillian Findley, Director of Nursing/Nurse Advisor 
2:15pm Attached 
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GB/14/271 Chief Clinical Officers Report 
- Stewart Findlay, Chief Clinical Officer 
- Joseph Chandy, Director of Primary Care, Partnerships 


and Engagement 


2:20pm Attached 


GB/14/272 Finance Update – Month 4 2014/15 
-  Mark Pickering, Director of Finance 
- Mark Booth, Head of Finance  


2:25pm Attached 


GB/14/273 Clinical Quality Summary Report - May & June 2014   
- Gillian Findley, Director of Nursing/Nurse Advisor 


2:30pm Attached 


GB/14/274 Quality, Performance & Finance Report 
- Gillian Findley, Director of Nursing/Nurse Advisor 


2:35pm Attached 


GB/14/275 Savile Report 
- Gillian Findley, Director of Nursing/Nurse Advisor 


2:40pm Attached 


GB/14/276 Update on the Francis Report 
- Gillian Findley, Director of Nursing/Nurse Advisor 


2:45pm Attached 


GB/14/277 Dementia Strategy for County Durham and Darlington 
2014-2016 


- James Carlton, Medical Advisor 
- Matthew James, Commissioning Manager, NECS 


2:50pm Attached 


GB/14/278 Extended General Practice Opening – Practice 
Perception 


- Sarah Burns, Director of Commissioning 


2:55pm Attached 


 
Items for Information 
 
GB/14/279 Infection, Prevention and Control Annual Report  


2013 –14 
- Gillian Findley, Director of Nursing/Nurse Advisor 


3:00pm Attached 


GB/14/280 Equality Strategy 2014-2016 
- Joseph Chandy, Director of Primary Care, Partnerships 


& Engagement 


3:05pm Attached 


GB/14/281 Quality Impact Assessment of Provider Cost 
Improvement Plans 


- Gillian Findley, Director of Nursing/Nurse Advisor 


3:10pm Attached 


GB/14/282 Overview and Scrutiny Annual Report 2013/14 
- Joseph Chandy, Director of Primary Care, Partnerships 


& Engagement 


3:15pm Attached 


GB/14/283 Annual Complaints Report 2013/14 
- Gillian Findley, Director of Nursing/Nurse Advisor 
- Katharine Humby, Senior Clinical Quality Officer 


(Complaints), NECS 


3:20pm Attached 


GB/14/284 DDES Wide Meeting – Alternative Provider Medical 
Services Review 


- Mark Pickering, Director of Finance 


3:25pm Attached 


GB/14/285 Safeguarding and Looked After Children Annual 
Report  2013 -2014 
- Gill Findley Director of Nursing 
- Carole Atherton Designated Nurse Safeguarding and  
             Looked After Children       


3:30pm Attached 


GB/14/286 Health and Wellbeing Board Annual Report 
- Joseph Chandy, Director of Primary Care,    
            Partnerships and Engagement 


3:35pm Attached 


GB/14/287 Risk Management Update 
- Stewart Findlay, Chief Clinical Officer 
- Debra Elliott, Senior Governance Manager at NECS 


 


3:40pm Attached 


2 
 







GB/14/288 Primary Medical Services Assurance Framework 
- Joseph Chandy, Director of Primary Care, Engagement 


& Partnerships 
- Dr James Carlton – Medical Advisor 


3:45pm Attached 


GB/14/289 Minutes to receive: 
 


• Appendix 1 – Audit and Assurance Committee 
Meeting, Thursday 30th January 2014 


 
• Appendix 2 – Audit and Assurance Committee 


Meeting, Tuesday 22nd April 2014 
 
• Appendix 3 – Formal Executive Committee 


Meeting, (Commissioning, Quality, Finance and 
Performance Theme), 27th May 2014 


 
• Appendix 4 – Formal Executive Committee 


Meeting, 17th June 2014 
 
• Appendix 5 - Formal Executive Committee 


Meeting, (Commissioning, Quality, Finance & 
Performance Theme), 24th June 2014  


 
• Appendix 6 – Formal Executive Committee 


Meeting,  1 July 2014 
 


• Appendix 7 - Formal Executive Committee 
Meeting, 15th July 2014 


 
• Appendix 8 – Formal Executive Committee 


Meeting  (Commissioning, Quality, Finance & 
Performance Theme), 22nd July 2014 


 
• Appendix 9 – Formal Executive Committee 


Meeting, 29th July 2014 


3:50pm  
 


Attached 
 
 


Attached 
 
 


Attached 
 
 
 


Attached 
 
 


Attached 
 
 
 


Attached 
 
 
 


Attached 
 
 


Attached 
 
 
 


Attached 


GB/14/290 Any other business 
 


3:55pm  


 Next Meeting: 
 
11th November 2014 
Spennymoor Town Hall 
 


  


 
Chair:  Annie Dolphin - annie.dolphin@nhs.net  
Deputy Chair:  Keith Tallintire – k.tallintire@nhs.net  
 
Apologies to:    sue.humpish@nhs.net – 0191 3713220  
Deputy / Admin Support:   sharon.milton1@nhs.net – 0191 3713227 
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1. Executive Summary 


 


 Introduction 


 


In accordance with the agreed Internal Audit Annual Plan for the financial year 2013/14, we have completed an internal audit of controls over the management of 


Patient and Public Engagement. 


 


This report summarises our findings and recommendations, and incorporates management’s responses together with details of agreed actions.  As deadlines for 


agreed actions approach, we will write to action owners seeking confirmation of implementation.  Information on overdue actions is routinely provided to the Audit 
Committee. 


 


 Audit Objective 


 


The aim of this internal audit assignment is to review the robustness and adequacy of arrangements in place to obtain patient and public views in line with the 


CCG’s responsibilities, as well as how their views are incorporated into and influence the CCG’s business. 


 


 Audit Scope 


 


Our work involved an assessment and testing of the controls in place to address the following risks: 


 


• Failure to engage with patients and the public. 


• Engagement information is not considered by the appropriate committee of the Governing Body. 


• Unable to defend decisions made. 


 


Our internal audit work involved: 


 


• Interviewing CCG staff and Lay Members to gain an understanding of patient and public engagement processes; 


• Testing the operation of controls in practice through the examination of supporting documents and systems. 


• Evaluating the DDES approach in comparison with NHS guidance.  


 


Our work was completed in accordance with Public Sector Internal Audit Standards. 
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 Conclusion 


 


 Assurance Level  Significant 
   


Our assurance levels are set out in Appendix 1 


In general controls are consistently applied. However, inconsistent application of certain controls could put the achievement of particular objectives for the 


completion of patient and public engagement at risk.  


 


 Key findings for management attention 


 


The CCG became operational from April 2013. As part of its working arrangements, and set out in its ‘Clear and Credible Plan’, DDES assumed responsibility for 
patient and public engagement (P&PE). The CCG also had to satisfy legislative requirements, as the statutory body, for P&PE with regard to its local population. 


 


Within this context, and being operationally responsible during its first full year, DDES (with assistance from the North of England Commissioning Support (NECS) 


has: 


- Devised a full and proper Communication and Engagement Strategy (C&ES); 
- Adopted an annual review mechanism; 


- Established P&PE processes down to practice, patient and public levels; 
- Fully involved the three designated Lay Members; 


- Used engagement views to inform commissioning intentions; 


- Involved directors, senior officers and Lay Members in communication and engagement events; 


- Incorporated P&PE as a regular specific item on the agenda of Governing Body meetings. 


- The CCG has been active with Area Action Partnerships and Health Networks to identify and engage with ‘Hard to Reach’ groups such as temporary 
residents.   


 


Building upon the first year’s implementation of P&PE, we have outlined below the key issues identified from our internal audit, where existing procedures could be 
improved upon, or where existing controls were not found to be operating effectively: 


 


• The recommendations from the NECS review (performed in February 2014) should be accepted and implemented. As a priority, a project group (consisting of 


the DPCD&E, The Lay Member (P&PE), the Lay Chair, and Senior Involvement Officer (NECS) should be formed to fully review the P&PE process, updating 


the C&ES with the results of the review. This should then be performed on an annual basis. 


 


• As part of the C&ES update, particular emphasis should be placed on ensuring that the objectives are those which are required, and that the P&PE principles 


are updated and adhered to (with periodic, e.g. six monthly assessments), and that the monitoring arrangements are also assessed. Monitoring should then 


take place, formally, at intervals throughout the year; the results of which should be documented and made publicly available for information. 


 
• Whilst ensuring that P&PE appropriately informs, influences and updates commissioning plans, the CCG should introduce a formal measure to ensure that 


P&PE processes do not result in an impossible, and unaffordable, ‘wish list’ of patient requirements, or one which is poorly co-ordinated. All P&PE actions 


should also be cost-effective, and demonstrable. A formal document setting out commissioning principles from P&PE processes would help to limit the 


potential for unrealistic or inappropriate commissioning. In addition, there should be greater facility for the public to have input to, plus inspection and 


scrutiny of, the Commissioning Intentions plans, on a timely basis. 
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• Feedback to patients and the public is a key element of the engagement process. The C&ES principles do cover the area of feedback with: ‘demonstrating 


change as a result of engagement’ and ‘providing feedback about action they intend to take’, but it still remains a recognised weakness. Failure to fully 


consider this issue and identify resulting actions may result in the local population losing motivation for further participation in P&PE. Issues, 


misunderstandings and problems may become embedded, and patients may lack awareness of health services improvements, and thereby reduce the quality 
of P&PE feedback. The CCG should ensure that feedback is more frequent, timely, and that use is made of all media types to maximise inclusivity. 


 


Finally, it is worth noting that the legislative requirements for engagement are not prescriptive, and allow for statutory bodies to reasonably interpret and 
implement in the ways which suit them best. The key word in the Act [Section 242(1B) of the NHS Act 2006, as reinforced by the Health and Social Care Act 2012] 


is ‘involved’; which can be directly or through representatives, and can be satisfied through engagement, consultation, participation, or other means. Section 5.2.2 


of the DDES C&ES shows an awareness and understanding of the legislation, and how it applies to the work of the CCG. 


 


In addition to the most significant matters identified from our work, summarised above, we have also recommended a number of further improvements to 


processes and procedures.  All of our recommendations are set out in Section 2 of this report. 
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2. Recommendations 


 


We have listed below the recommendations arising from this review. Each recommendation has been allocated a priority rating (as explained in the table below) and 


action to be taken has been agreed with management. 


 


Recommendation priorities 


HIGH priority: Recommendations to address 


issues which are fundamental and material to the 


Trust’s system of internal control, where action 


needs to be initiated as a matter of urgency. 
 


MEDIUM priority: Recommendations addressing 
significant weaknesses in the system assessed but 


which do not require urgent attention.  
 


LOW Priority: Recommendations contributing some 
improvement in control but which do not address 


significant weaknesses in relation to the system 


assessed.  
 


 


No. Risk rating Issue Risk Recommendations Response and action plan 


2.1 


 


 


 


 


Medium The Communications & 


Engagement Strategy (C&ES) is 


to be updated for the next 


Governing Body (GB) meeting in 


July 2014. It is currently under 
review, and this has been 


informed and underpinned by an 


annual review in February 2014 
by North of England 


Commissioning Support (NECS). 
The report from this review 


titled ‘Patient and Public 


Engagement and Involvement 


Annual Review’ provides a 


summary of the background, 


approach, examples, knowledge 


and tools, and recommendations 
relating to the first year of P&PE 


and the way forward. However, 


it is important that this review is 
undertaken thoroughly by 


assigned senior personnel. 


 


 
 


Without further review of the 


P&PE process (plus adoption of 


recommendations), P&PE 


efforts may be ineffective and 


inefficient; the local population 
may become dissatisfied with 


CCG processes, and health 


outcomes may not improve. 


The recommendations from the 


NECS review should be adopted, 


and as a priority, a project group 


(consisting of the DPCD&E, The 


Lay Member (P&PE), the Lay 
Chair, and Senior Involvement 


Officer (NECS) should be formed 


to formally review the P&PE 
process and the C&ES. 


 


 


Director of Primary Care 


Development and Engagement 


 


31st October 2014 







 


 


DDES CCG Patient & Public Engagement v1.0 DDES CCG 07/14 


 Page 7 of 24  


 


 


No. Risk rating Issue Risk Recommendations Response and action plan 


2.2 Medium The C&ES contains sections 
listing objectives, principles, 


and monitoring arrangements. 


These were largely generic at 
April 2013. There has been no 


formal work to re-evaluate 


these sections, and they are not 


specifically emphasised as part 
of the NECS annual review. 


 


There are also no current 
formal arrangements for 


assessment of work in relation 
to the principles, or undertaking 


the full range of monitoring. 


 


Without regular in year 
assessments and monitoring of 


the P&PE principles, the process 


may be ineffective and 
inefficient. Officers, Members 


and the patient groups may lack 


direction and clarity in their 


P&PE efforts. It may also make 
it difficult to provide timely and 


accurate feedback. 


Subject to accepting 2.1, as part 
of the formal CCG review of 


P&PE, particular emphasis 


should be placed on ensuring 
that the objectives are those 


which are required by the CCG; 


the P&PE principles are updated 


and adhered to (with periodic, 
e.g. six monthly, assessments of 


work performed to meet them); 


and repeating the same process 
for the monitoring 


arrangements.  
 


 


 
 


Director of Primary Care 


Development and Engagement 


 
31st October 2014 


2.3 Low The C&ES is not publicised on 


the ‘key documents / 


publications’ section of the 


DDES website. Other key CCG 


staff (such as Patient Reference 
Group Chairs and members) 


had not been provided with a 


copy. 


Officers, Members and the 


patient groups may lack 


direction and clarity in their 


P&PE efforts. There may also 


be misunderstandings about the 
process, and aspects of 


engagement may be 


overlooked. 


The updated C&ES should be 


distributed to key personnel, 


kept on file for inspection by the 


public at DDES offices, and 


published on the website. 


 


 


Director of Primary Care 


Development and Engagement 


 


31st October 2014 


2.4 Low The CCG formed three locality 


Patient Reference Groups 


(PRGs), which includes at least 
one member from each Practice 


Patient Group (PPG). They 


include links to other NHS and 


stakeholder groups. Monthly 


meetings take place, with 


prepared minutes to structure 


and focus the groups, and action 
notes are taken. 


 


However, the three PRGs have 
terms of reference (ToRs) at 


different stages of content, 


review, and structural 


presentation. 


Without consistency of 


approach in key areas there 


may be conflicts between 
locality goals, or a poorer level 


of progress in some 


geographical areas.  


Whilst retaining any elements 


which relate specifically to 


locality needs, the ToRs should 
be standardised at least to the 


extent that they follow the same 


contents flow, and include all of 


the key objectives (such as 


those relating to commissioning 


intentions). 


 


 


Director of Primary Care 


Development and Engagement 


 


31st October 2014 
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No. Risk rating Issue Risk Recommendations Response and action plan 


2.5 Low The ‘Inclusivity’ section of the 
C&ES covers consultation with 


hard to reach (HtR) groups, and 


equality, as part of its plan. 
 


Temporary residents (gypsies 


and travellers) are the largest 


ethnic group in DDES; the 
Health Networks (particularly 


since October 2013) have 


informed the CCG on other, 
often overlooked, HtR groups; 


examples have been men with 
learning difficulties, the frail 


elderly, young people’s groups 


(with some of their case studies 
used at Governing Body 


meetings), young carers, and 


care homes residents; and of 


using exercise groups or district 
nurses to capture information. 


These are ideas which can be 


developed. 
 


If HtR identification and 
engagement is not developed 


further, certain sections of the 


population may miss out on 
certain health services, or 


become disillusioned with the 


CCG’s P&PE process. 


Whilst the C&ES section covers 
HtR groups (aims and 


intentions), the current CCG 


review should ensure it is 
updated with a more appropriate 


change of emphasis, and 


broader more relevant 


identification of HtR groups to 
provide stronger alignment with 


the CCG’s localities. 


 
 


Director of Primary Care 


Development and Engagement 


 
31st October 2014 


2.6 Medium Proper integration of views into 


commissioning plans is the 
ultimate purpose of the 


engagement process, as 
opposed to simply 


communicating or informing. 


 
PRG ToRs include objectives 


relating to commissioning; and 
the CCG used the national ‘Call 


to Action’ events to support local 


planning for the 2014/15 
commissioning intentions, as 


well as longer term strategic 


plans. 


 


 


People may have an unrealistic 


expectation of what can be 
commissioned, commissioning 


plans may overlook changing 
patient needs, and the process 


may lack co-ordination or 


become inefficient. 
 


Plans may not meet local 
objectives.  


A formal document setting out 


commissioning principles from 
P&PE should be developed to 


limit the potential for unrealistic 
or inappropriate commissioning 


plans. 


 
The C&ES also includes a 


principle of ‘explaining what can 
change and what is not 


negotiable’, and this should be 


re-emphasised. 


 


 


Head of Planning & 


Contracting 


 


31st October 2014 
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No. Risk rating Issue Risk Recommendations Response and action plan 


However, broad commissioning 
consultations can lead to 


numerous, disparate, and costly 


health services aspirations that 
may not meet the local 


objectives of the CCG.  


 


2.7 Low At the time of the audit (May 


2014), the Commissioning 
Intentions 2014/15 plan is still 


being finalised, and a ‘holding’ 


statement to that effect is 
posted on the website. 


Failure to be open and 


transparent may result in the 
local population losing 


motivation for further 


engagement. 
 


The CCG should consider 


existing public engagement 
processes with a view to 


facilitating greater and timelier 


input to, plus inspection and 
scrutiny of, the annual 


Commissioning Intentions plans. 
 


 


 


 


Head of Planning & 


Contracting 


 


31st October 2014 


2.8 Medium Feedback to patients and the 


public is a key element of the 


engagement process. 


 


The C&ES principles do cover 


this area with: ‘demonstrating 
change as a result of 


engagement’ and ‘providing 
feedback about action they 


intend to take’. 


 
The GB meeting of February 


2014 identified that whilst there 


is much positive engagement 


work, it is not publicised 


enough. There is a recognised 


weakness in feedback of various 


types, particularly in print media. 
The P&PE Lay Member and Chief 


Clinical Officer made specific 


reference to this. 
 


Also, at the same meeting, it 


was stated that there was an 


intention to arrange feedback 


Weaknesses in P&PE feedback 


may lead to reduced motivation 


of the local population for 


further participation. Issues, 


misunderstandings and 


problems may become 
embedded as a result and 


patients may lack awareness of 
health services improvements. 


To strengthen the P&PE 


feedback process, the CCG 


should: 


 


- Update ToRs and agendas 


to ensure that a feedback 
process is expected and 


delivered; 
- Ensure P&PE feedback is 


more frequent, timely, and 


use is made of all media 
types to maximise 


inclusivity; 


- Utilise the CCG website and 


Facebook site to include 


more feedback and be 


regularly updated. 


 


 


 


Director of Primary Care 


Development and Engagement 


 


31st October 2014 
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No. Risk rating Issue Risk Recommendations Response and action plan 


from the ‘call to action’ and 
commissioning intentions 


events; using common themes 


which could be connected to 
proposed commissioning. 


 


 


2.9 Low The CCG website is a useful tool 


for communication and 
engagement. It is also designed 


with the facility to provide 


feedback through its ‘Get 
Involved’ and ‘News’ sections. 


However, there are a number of 
instances where information is 


inaccurate, incomplete, out of 


date, or the page links do not 


work.  


 


The CCG also operates its 


Facebook page, which many 
people may have become 


accustomed to. However, this 


was not directly available from 
the website links at the time of 


the audit. 
 


 


Patients or members of the 


local population may be unable 
to find/access information they 


need; or information obtained 


may be inaccurate.  


The CCG should review the 


website to ensure; 
 


- The website contains up to 


date and complete 
information relating to P&PE. 


- Errors in links to CCG 
documents are corrected; 


and 


- The website is periodically 


reviewed to ensure accurate 


and up to date information is 


provided.  


 


 


 


Head of Planning & 


Contracting 


 


31st October 2014 


2.10 Low Professional partnerships have 


been utilised by the CCG (for 


example, with NECS and 


Experience Led Commissioning 


(ELC) to provide additional 


expertise to enhance P&PE. 
 


Further arrangements with ELC 


are being planned for future 
work. These will be funded by 


the CCG. 


 


 


Without proper direction and 


monitoring, partnerships may 


not provide value for money as 


part of planned outcomes. 


When using the services of ELC, 


the CCG should ensure that 


these are properly specified, 


directed towards the desired 


outcomes, and monitored for 


value and effectiveness. 


 


 


Chief Operating Officer  


 


31st December 2014 
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No. Risk rating Issue Risk Recommendations Response and action plan 


2.11 Low Whilst there is the opportunity 
to further develop P&PE 


processes, the conclusion of the 


NECS review states that the 
CCG has achieved a level of 


success in its first year, and 


incorporated many P&PE 


practices.  
 


These have included the 


adoption of appropriate formal 
strategy documentation, the 


formation of PPGs and PRGs, 
regular Governing Board 


updates, well structured events, 


and senior management 
involvement. 


 


These may not have been fully 


recognised and appropriate 
positive feedback provided to all 


participants both internal and 


external to the CCG. 


Officers, members and the 
patient groups may lack 


continued motivation if 


progress is not formally 
recognised and positively 


cascaded throughout the CCG.  


The CCG should ensure that 
year end feedback on P&PE 


processes are positively 


promoted to all P&PE 
participants to ensure future 


participation and commitment to 


the P&P processes.  


 


 
 


Director of Primary Care 


Development and Engagement 


 
31st June 2015 
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3.  Findings – Patient & Public Engagement 


 


Risk 1:  Failure to engage with patients and the public. 


 


Control Design 


 


Control gap / weakness Recommendation 


• No matters arising.  None.  


 


 


Control Operation 


 


Controls in place Testing completed Results Recommendation 


• Senior CCG staff are assigned with 


specific responsibility for P&PE. 
 


 


• 


 
 


 


 


 


 


 


Interviewed officers and Lay 


Members with assigned 
responsibility. 


 


• No matters arising. At officer level, 


the CCG has a Director of Primary 
Care Development and 


Engagement (DPCD&E). At non-


executive director level they have 


a Lay Chair also assumes overall 


responsibility and a Lay Member – 


P&PE with responsibility for public 


and patient involvement.  
 


None. 
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Controls in place Testing completed Results Recommendation 


• The Communications & Engagement 
Strategy (C&ES) is in place and details 


P&PE processes, and is underpinned by 


the CCG’s ‘Clear and Credible Plan 
2012-17’. 


 


• We reviewed the strategy alongside 
the NECS review and national 


guidance on engagement for 


adequacy and to determine whether 
it was up to date. 


• The strategy was in place for 
2013/14 and is to be updated for 


the next Governing Body (GB) 


meeting; it is currently under 
review, and is being informed and 


underpinned by the annual review 


by North of England Commissioning 


Support (NECS) on P&PE 
effectiveness, performed in 


February 2014. The report from this 


review titled ‘Patient and Public 
Engagement and Involvement 


Annual Review’ was dated 20th 
February 2014, and provided a 


summary of the background, 


approach, examples, knowledge 
and tools, and recommendations 


relating to the first year of P&PE 


and the suggested approach 


looking forward. A key 
recommendation was the formation 


of a small project group to evaluate 


and update the C&ES. 
 


Recommendation 2.1 
 


 


  • As above.  • The C&ES contains sections listing 


objectives, principles, and 
monitoring arrangements. These 


were largely generic at April 2013, 
and it appears that there has been 


no formal work to re-evaluate the 


detail, nor have they been 
specifically emphasised as part of 


the NECS annual review. 
 


There are also no current formal 


arrangements for assessment of 
work in relation to the principles, or 


undertaking the full range of 


monitoring. 


 


Recommendation 2.2 
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Controls in place Testing completed Results Recommendation 


  • As above.  • The C&ES is not publicised on the 
‘key documents / publications’ 


section of the DDES website. Other 


key people (such as PRG Chairs and 
members) have not been provided 


with a copy. 


 


Recommendation 2.3 
 


• The use of additional, professional 


third party expertise and assistance, 
for establishment of (and ongoing) 


P&PE, is arranged with North of 


England Commissioning Support 
(NECS). 


 


• Examination of documents and the 


annual review provided by NECS to 
the CCG, plus opinions gathered 


through interviews with the 


DPCD&E and Lay Members. 


• No matters arising. None. 


• There is an information flow from 
patient representation through to 


senior levels within the CCG, through 


group structure mechanisms. This 


operates from PPGs (Practice Patient 


Groups), to PRGs (Patient Reference 


Groups), to PRG Chairs, to Governing 


Body and events; with consistency of 
senior personnel throughout the 


process. 
 


• Review of C&ES and other 
documentation; interviews with 


PRG Chairs, Lay Members and 


DPCD&E. 


• No matters arising. None. 


• The CCG formed three locality PRGs, 


which include at least one member 


from each PPG. They include links to 
other NHS and stakeholder groups. 


Monthly meetings take place, with 


prepared minutes to structure and 


focus the groups, and action notes are 


taken. 


 


• Review of PRG terms of reference 


(ToR), meeting minutes and 


interviews with PRG Chairs.  


• The three PRGs have ToRs at 


different stages of review, and 


structural presentation. There is a 
risk that an inconsistent approach in 


key areas may result in conflicts 


between locality goals, or a poorer 


level of progress in some 


geographical areas. 


Recommendation 2.4 
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Controls in place Testing completed Results Recommendation 


• The CCG undertakes specific events 
and activities (such as ‘Call to Action’ 


and a ‘Transformation Consultation’, 


including recruitment to the new ‘My 
NHS’ scheme to inform P&PE 


processes. 


 


Events and activities (such as those 
relating to ‘Call to Action, and 


Commissioning Intentions) have 


appropriate plans and agendas, are 
attended by necessary senior officers 


and lay members, and  are minuted 
(or notes taken) with actions and 


responsibilities identified. 


 


• Review of event documentation, 
including agendas, presenters, 


minutes, and feedback through GM 


meetings and website reporting. 


• No matters arising. None. 


• The ‘Inclusivity’ section of the C&ES 


covers consultation with hard to reach 


(HtR) groups, and equality, as part of 


its plan to engage. 


 
 


• Review of C&ES and NECS 


documentation, plus interviews 


with Lay Members regarding the 


process. 


• Temporary residents (gypsies and 


travellers) are the largest ethnic 


group in DDES; the Health 


Networks have the Health Networks 


(particularly since October 2013) 
have informed the CCG on other 


often overlooked, HtR groups; 


examples have been men with 
learning difficulties, the frail elderly, 


young people’s groups (with some 
of their case studies used at 


Governing Body meetings), young 
carers, and care homes residents; 


and of using exercise groups or 


district nurses to capture 
information. These are ideas which 


can be developed. 
 


Recommendation 2.5 


 







 


 


DDES CCG Patient & Public Engagement v1.0 DDES CCG 07/14 


 Page 16 of 24  


 


 


Controls in place Testing completed Results Recommendation 


• There are three separate Patient 
Reference Groups (PRGs), 


representing the three localities. The 


CCG also hold separate events at the 
three localities where appropriate. 


 


This facilitates locality-specific issues 


to be included in discussions and 
taken forward to the Governing Body 


through the Chairs and senior 


personnel who report through the 
P&PE process. 


 


• Review of NECS report, event 
agendas and other documentation; 


interviews with PRG Chairs, Lay 


Members and DPCD&E. 


• No matters arising. None. 







 


 


DDES CCG Patient & Public Engagement v1.0 DDES CCG 07/14 


 Page 17 of 24  


 


 


Controls in place Testing completed Results Recommendation 


• Proper integration of views into 
commissioning plans is the ultimate 


purpose of the engagement process, 


as opposed to simply communicating 
or informing. 


 


PRG ToRs include objectives relating 


to commissioning; and the CCG used 
the national ‘Call to Action’ events to 


support local planning for the 2014/15 


commissioning intentions, as well as 
longer term strategic plans. 


 


• Review of NECS report, event 
agendas, GB minutes and other 


documentation; interviews with 


PRG Chairs, Lay Members and 
DPCD&E. 


• There is professional commissioning 
responsibility; of senior CCG 


personnel relating to P&PE and to 


commissioning, of GB scrutiny, and 
of third party advisors 


(Commissioning Manager at NECS). 


 


However, there is a risk that people 
may have an unrealistic expectation 


of what can be commissioned; 


commissioning plans may overlook 
changing patient needs; and the 


process may lack co-ordination or 
become inefficient. Broad 


commissioning consultations can 


lead to numerous, disparate, and 
costly health services aspirations 


that may not meet the local 


objectives of the CCG. 


 
The CCG should be wary of ending 


up with an impossible, and 


unaffordable, ‘wish list’ of patient 
requirements, or one which is 


poorly co-ordinated. It was stated 


that there would be a focus on ‘big 


ticket’ items to prevent such a 


problem.  


 


Recommendation 2.6 
 


• Commissioning Intentions are 


publicised for information, scrutiny and 


feedback. 


 


• Review of the holding statement 


and GB minutes. 
• The Commissioning Intentions 


2014/15 plan is still being finalised, 
and a ‘holding’ statement to that 


effect is posted on the website. 
Failure to be open and transparent 


may result in the local population 


losing motivation for further 
engagement. 


 


 


Recommendation 2.7 
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Controls in place Testing completed Results Recommendation 


• Arrangements are in place for 
feedback to patients and the public on 


P&PE processes. The C&ES principles 


cover this area with: ‘demonstrating 
change as a result of engagement’ and 


‘providing feedback about action they 


intend to take’. 


 
There is a mechanism for feedback 


from PRGs, Chairs and Lay Member 


meeting, and events with information 
flows through consistency of 


personnel. 
 


• Review of C&ES, NECS report, event 
agendas, GB minutes and other 


documentation; interviews with PRG 


Chairs, Lay Members and DPCD&E. 


• The GB meeting of February 2014 
identified that whilst there is much 


positive engagement work, it is not 


publicised enough. There is a 
recognised weakness in feedback of 


various types, particularly in print 


media. The P&PE Lay Member and 


the Chief Clinical Officer made 
specific references to this. 


 


Also, at the same meeting, it was 
stated that there was an intention 


to arrange feedback from the ‘call 
to action’ and commissioning 


intentions events; using common 


themes which could be connected 
to proposed commissioning. 


 


Recommendation 2.8 
 


• The CCG website is a useful tool for 


communication and engagement. It is 


also designed with the facility to 
provide feedback through its ‘Get 


Involved’ and ‘News’ sections.  


 
The CCG still also operates its 


Facebook page, which many people 
may also have become accustomed to.  


• Examination and assessment of all 


website pages with P&PE related 


content. 


• There are a number of instances 


where information on the CCG 


website is inaccurate, incomplete, 
out of date, or the page links do not 


work. 


 
The current extent of errors and 


omissions have been identified and 
provided to the CCG to correct.  


 
The CCG’s Facebook page was not 


directly available from the website 


links at the time of the audit. 
 


Recommendation 2.9 
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Risk 2:  Engagement information is not considered by the appropriate committee of the Governing Body. 


 


Control Design 


 


Control gap / weakness Recommendation 


• No matters arising.  None. 


 


 


Control Operation 


 


Controls in place Testing completed Results Recommendation 


• The three Lay Members each attend 


PRG meetings for their allocated 
locality. 


• 


 
 


 


 


 


 


 


Interviews with PRG Chairs and 


Lay Members. 


• No matters arising. 


 


None. 


 


• There is a PRG Chairs meeting, held 
quarterly, which comprises of the three 


PRG chairs, the three Lay Members, 
and DPCD&E. 


 


• Interviews with PRG Chairs, Lay 
Members and DPCD&E. 


• No matters arising. None. 


• Directors, senior officers and Lay 


Members have all been involved in the 


communication and engagement 


events, and intend to continue to be 


involved in the future. 


 


• Review of NECS report, event 


agendas, GB minutes and other 


documentation; interviews with 


PRG Chairs, Lay Members and 


DPCD&E. 


• No matters arising. None. 
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Controls in place Testing completed Results Recommendation 


• Patient and public engagement has 
been a regular specific item on the 


agenda at the monthly Governing 


Body meetings. From the end of year 
update (May 2014) it will be reported 


bi-monthly (the new frequency of GB 


meetings), with communication and 


engagement being reported as 
separate items, to try to enhance the 


engagement part of the process. 


 


• Review of NECS report, event 
agendas, GB minutes and other 


documentation; interviews with 


PRG Chairs, Lay Members and 
DPCD&E. 


• No matters arising. None. 


• The updates to GB meetings have 
been provided throughout 2013, and a 


main report has been provided to each 
meeting by NECS as the CCG’s 


professional partners. Additional 


information has also been provided by 


senior officers (such as the DPCD&E, 


Head of Corporate Services, and 


Director of Nursing) on an ad hoc 


basis.  
 


• Review of NECS report, event 
agendas, GB minutes and other 


documentation; interviews with 
PRG Chairs, Lay Members and 


DPCD&E. 


• No matters arising. None. 
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Risk 3:  Unable to defend decisions made. 


 


 


Control Design 


 


Control gap / weakness Recommendation 


• No matters arising.  


 


None.  


 


Control Operation 


 


Controls in place Testing completed Results Recommendation 


• The GB meetings have appropriate 


agendas, are attended by senior 


officers and lay members and are 


properly minuted with actions and 


responsibilities identified. 


 


The papers and minutes of GB 
meetings are published on the 


website; and members of the public 


are welcome to attend. 


 


• 


 


 


 


 


 


 
 


Review of the meeting agendas, GB 


minutes and other documentation; 


review of website for published 


documents. 


• No matters arising. None. 
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Controls in place Testing completed Results Recommendation 


• The spirit and principles of the 
legislation [Section 242(1B) of the 


NHS Act 2006, as reinforced by the 


Health and Social Care Act 2012] are 
recognised and built into CCG plans. 


 


The legislation, and explanation of 


intended meaning, is set out in the DH 
2008 publication ‘Real Involvement’. 


The key word in the Act is ‘involved’; 


which can be directly or through 
representatives, and can be satisfied 


through engagement, consultation, 
participation, or other means. 


 


Section 5.2.2 of the C&ES shows an 
awareness and understanding of the 


legislation, and how it applies to the 


work of the CCG. 


 


• Review of C&ES, NECS report, 
event agendas, GB minutes, NHS 


guidance and other documentation. 


• No matters arising. None. 


• Professional partnerships have been 
used (for example, with NECS and 


Experience Led Commissioning (ELC) 


to provide additional expertise to 
enhance P&PE. 


• Review of NECS report, ELC 
publications, and other 


documentation; interviews with 


Lay Members and DPCD&E. 


• Further arrangements with ELC are 
being planned for future work. 


These will be funded by the CCG. 


 
There has previously been targeted 


engagement, utilising the services 
of ELC, particularly to support the 


review and redesign of patient 
pathways (such as those for the 


‘stroke’, and ‘end of life’, 


programmes). However there was 
sponsorship for these, as ‘pilots’. 


 
There is a danger that without 


proper direction and monitoring, 


partnerships may not provide value 
for money. 


 


Recommendation 2.10 
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Controls in place Testing completed Results Recommendation 


• A full and proper C&ES has been 
devised, there is strategic use of 


partnerships (NECS and ELC), and an 


annual review mechanism. The 
established processes are inclusive 


down to practice, patient and public 


levels, and the three Lay Members are 


fully involved. 
 


 


• Review of NECS report, event 
agendas, GB minutes and other 


documentation; interviews with 


PRG Chairs, Lay Members and 
DPCD&E. 


• Whilst there is the opportunity to 
further develop P&PE processes, the 


conclusion of the NECS review states 


that the CCG has achieved a level of 
success in its first year, and 


incorporated many P&PE practices.  


 


Positive features include: 
 


- Illustrative use of obtaining 


engagement views for 
commissioning intentions; 


- The PRG Chairs meeting, held 
quarterly, which has an 


establishment of the three PRG 


chairs, three Lay Members, and 
Director (PCD&E); 


- Directors, senior officers and 


Lay Members are all involved in 


the communication and 
engagement events; 


- Patient and public engagement 


has been a regular specific item 
on the agenda at the monthly 


Governing Body meetings. 


 


These may not have been fully 


recognised and appropriate positive 


feedback provided to all participants 


both internal and external to the 
CCG. 


Recommendation 2.11 
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Appendix 1 


Assurance Levels 


 


 Assurance level Flag Evaluation Assessment Testing assessment  


 Full  The system of internal control is 


designed to meet the organisation’s 
objectives for the audit area. 
 


Based on the testing conducted, 


controls are consistently applied in all 
the areas reviewed. 
 


 


 Significant  There is a generally sound system of 


control designed to meet the 


organisation’s objectives. However 


some weakness in the design of 


controls puts the achievement of 


particular objectives (for the audit 


area) at risk.  
 


In general controls are consistently 


applied. However, inconsistent 


application of certain controls could 


put the achievement of particular 


objectives (for the audit area) at risk. 
 


 


 Limited  Weaknesses in the design of controls 


put the achievement of the 


organisation’s objectives (for the audit 
area) at risk. 
 


Inconsistent application of controls 


puts the achievement of the 


organisation’s objectives (for the audit 
area) at risk.  
 


 


 None  Significant weaknesses in control - no 


assurance that controls are adequate 


to achieve the organisation’s objectives 


for the audit area.  
 


Consistent and/or widespread non-


compliance with key controls providing 


no assurance that controls are 


operating effectively to achieve the 


organisation’s objectives for the audit 
area.  
 


 


  


Freedom of Information Notice 
 In the event that, pursuant to a request which DDES CCG has received under the Freedom Of Information Act 2000, it is required to 


disclose any information contained in this report, it will notify Audit North promptly and consult with Audit North prior to disclosing such 
report. DDES CCG agrees to consider any representations which Audit North may make in connection with such disclosure and DDES 


CCG shall apply any relevant exemptions which may exist under the Act to such report where it concurs that they are appropriate.  If, 


following consultation with Audit North, DDES CCG discloses this report or any part thereof, it shall ensure that any disclaimer which 


Audit North has included or may subsequently wish to include in the information is reproduced in full in any copies disclosed. 


 


 








                        
 


Meeting Date: 9 September 2014 
 Item No: GB/14/266 


Governing Body 
 


Report Title  Terms of Reference: Clinical Champions 
Author and Job Title  Nicola Bailey, Interim Chief Operating Officer 
Sponsor Director Nicola Bailey, Interim Chief Operating Officer 
Date 13 August 2014 
 
Purpose  of report  
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


This paper presents the draft Terms of Reference for Durham Dales, 
Easington and Sedgefield Clinical Commissioning Group (DDES CCG), 
Clinical Champions meeting.  
 
These have been drafted as part of the New Ways of Working process 
and reflect the new governance arrangements and proposed 
constitutional changes. 
 
 
 
 
 


Summary of key 
points  
 
 
 
 
 
 


To approve the draft Terms of Reference for the Clinical Champions 
meeting. 
 
 
 


 
 


DDES approval 
route 
 


• Executive Committee, 19 August 2014. 
 


  
Other consultation 
routes 


Not applicable 


  
Supporting 
documentation / 
Appendices 
 


 


 
 
 


 
 
 







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 Executive Committee is asked to: 
• Agree to recommend to the Governing Body that they adopt the Terms 


of Reference for the Clinical Champions’ meeting. 
 
 
The Governing Body is asked to: 
• Agree to adopt the terms of reference for the Clinical Champion’s 


meeting. 
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Meeting Date: 9 September 2014 
 Item No: GB/14/272 


Governing Body 
 


Report Title  Finance Update – Month 4 2014/15 
Author and Job Title  Mark Booth, Head of Finance 
Sponsor Director Mark Pickering, Chief Finance Officer 
Date 18/08/14 
 
Purpose  of report  
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


This paper provides the Clinical, Quality, Finance and Performance 
Group with an update regarding the financial position of Durham Dales, 
Easington and Sedgefield Clinical Commissioning Group as at the end 
of July 2014. 
 
The paper highlights the key areas of financial performance against 
statutory duties, and identifies year-to-date and forecast year-end 
positions. 
 
The paper includes information regarding Programme (Healthcare) 
expenditure, Running costs expenditure and invoice payment 
information. 
 


Summary of key 
points  
 
 
 
 
 
 


• The CCG is on-track to meet its financial plan for the financial 
year 2014/15, with a year-to-date surplus of £1,830k, and a 
forecast surplus of £5,490k. 


• Early indications are that acute contracts are overspending, 
specifically County Durham and Darlington NHS Foundation Trust 
and City Hospitals Sunderland NHS Foundation Trusts, though 
these are netted off in part by underspends at North Tees and 
Hartlepool NHS Foundation Trust and Newcastle Upon Tyne 
Hospitals NHS Foundation Trust. 


• Pressures are also being observed within Community Services 
relating to County Durham and Darlington NHS Foundation Trust 
out of contract items such as continence. 


• Mental Health is showing an overspend owing to high levels of 
activity with Northumberland Tyne and Wear NHS Foundation 
Trust in the early part of the year, which we are currently 
forecasting to continue. 


• Continuing Healthcare is currently showing an underspend 
position, mainly due to previous risk share arrangements not yet 
being agreed this year. 


• QIPP performance continues to be impacted by ongoing contract 
negotiations, although forecasts remain positive. 


 
 
 
 
 







 
DDES approval 
route 
 


• Formal Executive Committee (CQF&P) – 26th August 2014 
 
 


  
Other consultation 
routes 


• DDES-wide meeting – 28th August 2014 
• Governing Body – 9th September 2014 


 
  
Supporting 
documentation / 
Appendices 
 


• Finance report as at 31st July 2014 
 


 
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 Clinical, Quality, Finance and Performance Group is asked to: 
• Note the financial position of the CCG as at 31st July 2014. 
 
The Governing Body is asked to: 
• Note the financial position of the CCG as at 31st July 2014. 
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     Meeting Date: 9 September 2014 
Item No: GB/14/275 


GOVERNING BODY 
 


Report Title  Savile Report   
Author and Job Title  Kim Lawther, Head of Clinical Quality  
Sponsor Director Gillian Findley, Director of Nursing 
Date 2 July 2014 
 
Purpose  of report (select) 
Information sharing            Development / Discussion             Decision / Action    
  
Brief introduction / 
Purpose of paper 
 
 
 


The purpose of this paper is to inform DDES CCG of an investigation 
undertaken by County Durham and Darlington NHS FT regarding possible 
connections between the late Jimmy Savile, University Hospital North 
Durham (formerly known as Dryburn Hospital) or Shotley Bridge Hospital.  


Summary of key 
points  
 
 
 


The 61 page report concluded there was no evidence of direct 
connection between Savile and Dryburn Hospital or untoward 
incidents having occurred during Savile’s visit to the children’s ward at 
Shotley Bridge Hospital in 1981.  
 
In light of the wider learning in respect of Savile’s involvement with 
NHS hospitals, County Durham and Darlington NHS FT made the 
following recommendations  - 
 
1) To conduct an internal review of associated policies, including the 


frequency of supervisions for volunteers (deadline: 30th September 
2014) 


2) To conduct internal audits of compliance with policies, specifically 
the “Volunteer Policy” (deadline:31st October 2014). 


3) To review the Trusts procedures for supervision of celebrity and 
similar visits (deadline 31st May 2014). 


 
County Durham CCGs will be seeking assurances from providers that 
recommendations have been followed through, via respective Quality 
Review Groups. 
 


 
DDES Approval 
Route  


Executive Committee (CQF&P Theme), 22 July 2014 


  
Other Approval 
Routes 


Not applicable 


  
Supporting 
documentation / 
Appendices 


A copy of the full report is available via the link below: 
http://www.cddft.nhs.uk/news-events/latest-news/savile-report-
publication.aspx    


 
 
 



http://www.cddft.nhs.uk/news-events/latest-news/savile-report-publication.aspx

http://www.cddft.nhs.uk/news-events/latest-news/savile-report-publication.aspx





 
 


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 : 
 
• Receive and acknowledge the findings and recommendations of the 


report.  
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TERMS OF REFERENCE  
 


CLINICAL CHAMPIONS MEETING  
 
1.   Introduction  
  
 The Clinical Champions meeting is the clinical reference group of the Clinical 


Commissioning Group (CCG).  Members of the Clinical Champions meeting support 
the delivery of statutory responsibilities to reduce inequalities in the health of the local 
population and ensure equity of health and access to services.     


 
2. Membership 


 
• Medical Advisor (Chair) 
•   Clinical Chief Officer 
•  Director of Nursing (Deputy Chair) 
•  Locality Quality Leads 
•  Clinical Champions 
•  Public Health lead 


 
3. In Attendance  


 
  Individuals with subject/service specialised backgrounds maybe invited to attend the 


meeting as source of advice or support as required. Individuals such as: 
  


• Medicines optimisation 
•  Clinicians who lead for the CCG on specific clinical issues e.g. mental health, 


COPD etc 
•  Infection Prevention Control Team (IPCT) 
•  Locality leads 


 
4. Secretary  
 
 Arrangements for secretarial support to the meeting are via the Corporate Support 


Team. 
 
4.1 Agendas will be issued a minimum of three days prior to the meeting.  Requests for 


items to be included on the agenda should be sent to the Chair at least five days 
before the meeting. 
 


4.2 All papers for discussion must be submitted to the appropriate lead officer for 
approval before the agreed deadline. 
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4.3  If an item needs to be raised on the day, this will be covered under Any Other 


Business, subject to its agreed urgency, importance and there being available time. 
Any items of other business must be declared at the beginning of the meeting and 
their inclusion agreed by the group. 
 


4.4  If separate papers require circulation, these should, wherever possible, be issued 
with the agenda. This is intended to enable members to have the opportunity to read 
information in advance. 
 


4.5 At the start of each meeting, members will be asked to confirm the accuracy of the 
declaration of interests. 
 


4.6 Minutes of each meeting will be formally recorded and submitted to the next meeting. 
 
5.  Quorum  
 
 The meeting will be quorate when there is the Medical Advisor or deputy and four 


other members present. 
 
6.  Frequency and notice of meetings  
 
 The management meeting will be held monthly.  
 
7.  Remit and responsibility  
 
 The remit and responsibilities of the Clinical Champions Meeting are to:  
 
7.1  be the clinical reference group for the CCG  
 
7.2  support the development of relevant clinical pathways based on the CCG identified 


priorities and the plan of the page 
 
7.3  provide a link between public health and the CCG commissioning agenda 
 
7.4  provide the clinical guidance to enable the CCG to turn high level priority areas into 


practical projects 
 
7.5  peer review potential projects and pathway developments that are put forward for 


consideration to the CCG 
 
7.6  be a forum for discussion of new NICE guidelines and technologies 
 
7.7  be a forum for discussion of public health projects and developments 
 
7.8  discuss and agree the clinical elements of CCG time out events 
 
7.9  secure active engagement and involvement of members 
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8.  Relationships with Governing Body  
 
 The Clinical Champions Meeting is a sub-group of the Executive Committee and 


reports to the Commissioning, Quality, Finance and Performance themed meeting of 
the Executive Committee. The meeting is not a decision-making body and will make 
recommendations to the executive where there is a financial implication of a decision 
made. 


 
9.  Policy and Best Practice  
 
 The Clinical Champions meeting will apply best practice in its deliberations and 


recommendations and in particular it will ensure that clinical decisions are based on 
clear and transparent criteria. 


 
10.  Conduct of the members of the Clinical Champions Meeting 
 
 All members of the clinical champions meeting and participants in its meetings will 


comply with the Standards of Business Conduct for NHS Staff, the NHS Code of 
Conduct, and the CCGs Policy on Standards of Business Conduct and Declarations 
of Interest which incorporate the Nolan Principles. 


 
 The meeting will review its own performance, membership and terms of reference 


annually. 
 
 The meetings terms of reference will be reviewed annually and any suggested 


amendments should be presented to the Quality, Finance and Performance themed 
meeting of the Executive Committee for approval. 


 
 
 
 
    Version control 


 
 Date 


reviewed / 
updated 


Updated by Record of 
update 


Next update 
due 


Version 1 10.06.14 James Carlton  
Gill Findley 


Developed in 
line with New 
Ways of 
Working  


June 2015 


Version 2 26.07.14 Nicola Bailey   


Version 3 27.07.14 Nicola Bailey  July 2015 
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Meeting Date: 9 September 2014 
 Item No: GB/14/274 


Governing Body 
 


Report Title  Quality, Performance and Finance Report 
Author and Job Title  Andrew Rowlands, Senior Commissioning Support Officer – Provider 


Management, North of England Commissioning Support (NECS) 
Sponsor Director Gill Findlay, Director of Nursing 
Date 19th August 2014 
 
Purpose  of report  
Information sharing           Development / Discussion          Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


This paper provides a summary overview of the Quality Performance 
and Finance of DDES CCG. This report provides: 
 


• An at a glance summary of the key indicators for the NHS 
constitution, quality outcomes and clinical quality. 


• Detail on the indicators that are in breach along with identified 
actions to mitigate risk of continued breach 


 
The standards that the CCG are monitoring itself against are replicated 
in the quarterly balanced scorecard developed by NHS England. 
 


Summary of key 
points  
 
 
 
 


The Executive Summary of slide 4 provides the headlines for the report. 
 
 


 
DDES approval 
route 
 


Commissioning, Quality, Finance and Performance Group (CQF&P) 
26th August 2014 
 


 
  
Other consultation 
routes 


 


  
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  


   


  
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 Executive Committee (CQF&P) is asked to: 
• Receive current performance report; 
• Note the progress of performance management processes. 


The Governing Body is asked to:  
• Receive current performance report; 
• Note the progress of performance management processes. 
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Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14


Urgent Performance 65.96% 64.16% 71.26% 65.38% 71.03% 66.20% 65.91% 58.82% 58.26% 55.11% 55.26% 52.80% 49.37% 57.05% 48.51%


Green Performance 71.21% 72.79% 77.63% 74.26% 78.59% 77.53% 74.95% 78.95% 62.74% 66.44% 62.23% 57.43% 53.70% 65.99% 56.69%
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Meeting Date: 9 September 2014 
 Item No:GB/14/ 


GOVERNING BODY 
 


Report Title  Chief Clinical Officers’ Report: September 2014 
Author and Job Title  Stewart Findlay, Chief Clinical Officer 
Sponsor Director Stewart Findlay, Chief Clinical Officer 
Date 7 August 2014 
 
Purpose  of report (select one) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


To provide an update on key issues affecting the Durham Dales, 
Easington and Sedgefield CCG. 
 
 
 
 
 


Summary of key 
points  
 
 
 
 
 
 


The paper will provide updates on the following key areas: 
 


• Health and Wellbeing Board 
• Better Care Fund 
• Northern CCG Forum 
• Northern Clinical Networks and Senate 
• Message from Simon Stevens 
• Providers  
• System Resilience Funding 
• Changes to ambulance services in DDES 
• Midwifery Led Unit Consultation 
• Clinical Champions 
• Federation Development  
• ISIS 
• Out of Hours Hospital Diabetes Service 
• Hardwick Ward, Sedgefield Community Hospital 
• Staff Update 
• DDES CCG 6 priorities for 2014/15 
• Member practices - Constitution 
• Staff Update  
• CQC inspection of safeguarding arrangements at Darlington 


CCG 
• Good News 
• National Updates 


 
 
 







 
DDES Approval Route 
 


DDES CCG Executive Committee – 02/09/2014 


  
Other Approval 
Routes 


Not Applicable 


  
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  


   


  
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 Executive Committee is asked to: 
• Receive the report and recommend that it be submitted to the 


Governing Body for discussion / information. 
 
The Governing Body is asked to: 


• receive the report and note progress made to date. 
 


 







CHIEF CLINICAL OFFICER’S REPORT: SEPTEMBER 2014 
 


 
Health and Wellbeing Board development session, 3 September 2014 
 
A presentation was given which outlined the transformation of health and justice and 
transforming rehabilitation services. This involves a separation of the probation trust and its 
services; there is now a new national probation service who will manage high and very high 
risk offenders and new community rehabilitation company who will manage low to medium 
risk offenders in the community. 
 
Health and Justice are part of NHS England and they have responsibility for prison health, 
secure children services court liaison and Sexual Assault and Referral Centres and 
commissioning health care in police custody suits. 
 
There are key challenges for NHS and social care – the huge increase in the numbers of 
older people in prisons, particularly sex offenders and the issue of appropriate resettlement 
into the community is a common problem. We also discussed the needs of young people and 
the youth justice system and what we needed to do to support the health and care of these 
young people. 
 
A presentation was delivered relating to the role of Health Education North East (HENE). 
Funding for training NHS staff has changed and HENE now has funding and responsibility for 
training in non-traditional NHS roles such as nursing homes etc. 
 
The presentation outlined that HENE is one of 13 sub committees of Health England and is 
focused on the Northern region, the aims and structure of HENE and how the sub groups 
work.  
Key areas of development and focus are: 
 
• Enabling an equal and diverse workforce, nearly 700 apprentices employed  
• Developing dementia training across all members of NHS staff not just professional 


staff 
• Secured funding for End of life Care training into care home and traditional NHS areas 
• Security of supply of workforce, emergency care, mental health and primary care are 


major areas of focus this year. 
 
The Academic Health Science Network (AHSN), presentation outlined 3 key messages 
 


1. There is a national system of AHSN, all have same brief, share good practice, import 
good practice and work collaboratively, with other AHSN, all health organisations are 
members.  


2. Innovation and wealth creation is a priority, outlined key projects that AHSN are 
involved in   


3. Increased knowledge and information work stream, this is in partnership with NEQOS  
 
 
There was a paper looking at the incidents of suicide and self-harm in the area and the 
measures that can be put in place across health and social care to reduce the incidents of 
this devastating problem. 
 
There was a presentation on the No Health Without Mental Health Local Implementation Plan 
and the review of Children’s Centres across County Durham.  It is important to note that 
although the number of Children’s Centres will reduce, services will be maintained. 







 
There were items for information on the review of County Durham specialist drug and alcohol 
provision and on alcohol and substance misuse services for young people. 
 
From the CCGs there was a report on operational resilience from the System Resilience 
Group and a report on the changes, with which we are engaging the public, regarding rural 
ambulance services in upper Teesdale and Weardale. 
 
There was also a review of the safeguarding framework and a refresh of the joint Health and 
Wellbeing Strategy.   
 
We signed up to the Prime Minister’s Challenge on Dementia. 
 
 
Better Care Fund 
 
This continues to be a national issue and further guidance was issued in the middle of 
August.  It is thought that the local authorities and the CCGs in the North East are in a better 
position than those in the rest of the country as many have already agreed a set of services 
and process.  An update report is on todays agenda and a final submission will follow once 
finalised.   
 
 
Northern CCG Forum, 7 August 2014 
 
We discussed the introduction of a familial hypercholesterolemia service which will be 
starting across the North East shortly.  This will genetically test and cascade screen patients 
with this condition which, if undetected, results in early cardiovascular disease. 
 
We also discussed how we might have distributed the system resilience funding in a better 
way this year. I have been asked to request that our Chief Finance Officers across the North 
East look at how we make sure that such funding is fairly distributed in the future.   
We also discussed how to make best use of the System Resilience Group chairs.  They each 
lead what used to be called the Urgent Care Board in their areas and we are hoping that the 
Northern CCG Forum will agree to them leading on such work as 111 and the development 
of a flight deck to oversee surge in demand across the region. 
 
Northern Clinical Networks and Senate 
 
A presentation on the structure is provided at Appendix 3. 
 
 
Message from Simon Stevens 
 
Please see attached at Appendix 2. 
 
Providers  
 
Tees, Esk and Wear Valley Mental Health Foundation Trust (TEWV) - Closure of Mulberry 
House, Mental Health Rehabilitation Unit  
In line with national policy mental health rehabilitation services have been modernised.  The 
unit provided eight continuing care/rehab beds and occupancy had been reducing over the 
last two years as patients moved on to more suitable housing and care options.  By 
December 2013 there were no residents in the unit.   Movement of patients was always done 







in consultation and agreement with the individual and their family to find the most appropriate 
placement.  It has been reported that there have been improvements in the patient’s 
socialisation.  TEWV are now proposing permanently closing the unit.  The CCG is 
supportive of this proposal and will lead a 6 week stakeholder engagement exercise. 
 
County Durham and Darlington NHS Foundation Trust (CDDFT) 
CDDFT have agreed that the procurement of speech and language therapies was conducted 
in a proper manner and the contract has now been awarded to North Tees and Hartlepool 
Foundation Trust. The trust are now moving towards mobilising this new contract to service 
delivery. 
 
CDDFT have still not signed their contract for 2014/15 and we have moved in to formal 
arbitration using the NHS standard contract dispute process.. 
 
A&E 4 hour wait performance 
In terms of 4 hour waits, CDDFT are performing very well and have been on target almost 
every week, so far this year.   
Unfortunately, City Hospitals Sunderland are not performing very well at all and have missed 
the national target in almost every week this year. We are working with Sunderland CCG to 
see if we can help the FT to improve. 
 
System Resilience Funding 
 
We have been allocated an amount of money which we have pooled across DDES, North 
Durham and Darlington.  We allocated that funding on a fair shares basis depending on our 
spend with providers including primary care.   
 
The following chart shows how much funding we have allocated to each provider: 
 


Resilience Funding Proposed Split (£'000s) 19-08-14 
  Darlington DDES  North Durham TOTAL 


Acute 
CDDFT 340 580 707 1627 
NTHFT 0 171 0 171 
CHSFT 0 164 37 201 


Mental Health TEWV 80 259 197 536 


Community CDDFT 62 172 142 376 
NTHFT 3.5 13 8.5 25 


Continuing Care 


Darlington Borough 
Council 48 0 0 48 


Durham County 
Council 0 87 65 152 


Primary Care 


North Durham Primary 
Care Alliance 0 0 497 497 


DDES CCG to allocate 0 647 0 647 
Darlington CCG to 
allocate 143 0 0 143 


Other 
Programmes Police 4 8 6 18 


Ambulance 
Services NEAS 22.5 63 48.5 134 


Media 
Campaign/Comms  30.5 72 20.5 123 


TOTAL  733.5 2236 1728.5 4698 
 







 
 
It is important to note that this is funding to pump-prime new or innovative projects in this 
financial year.  The bulk of the funding that our providers receive to manage surge, in 
particular winter pressures, will come from their Payment By Results (PBR) contracts. 
 
All providers including CDDFT have now signed up to the Resilience Plan that was submitted 
to NHS England. 
 
Changes to Ambulance services in DDES 
 
In 2008 the PCT ring fenced £640k to provide 2 extra ambulances in Teesdale and 
Weardale. Unfortunately this has not improved the performance in the upper Dales to the 
extent we expected and the performance across the whole of DDES remains poor at a level 
of around 63% of ambulances arriving within the 8 minute response time. The national target 
is 75%. 
 
In order to improve performance in the Dales and across DDES we would like to continue to 
have dedicated vehicles in the Dales but in order to do this will have to release paramedics to 
increase the number of available vehicles. It is important to recognise the following. 
 
We are not changing the service available to Dales residents, we are bringing the staffing of 
the vehicles in the Dales in to line with the rest of the UK (One paramedic and one 
emergency care assistant).  Once these changes are agreed we will insist NEAS deliver an 
improvement in 8 minute response times from the current 63% to a target of 73% across 
DDES.  However this can not be delivered until we release paramedics from the double 
crewed vehicles.  Once these changes are agreed we will place a new rapid response 
vehicle in Bishop Auckland.  We will recruit an extra - 14 members of staff, all Emergency 
Care Assistants, drawn from Dales residents wherever possible. 
 
We intend to continue and increase to £650K the additional funding that Dales residents 
benefit from as part of this agreement.  There is no evidence that outcomes for patients 
deteriorate with this staffing structure.  For most of the patient journey, one paramedic is 
driving and this is not a good use of their skills.  Evidence shows that patient outcomes in 
terms of lives saved depends on a paramedic arriving quickly, not having 2 paramedics 
arriving and patient outcomes deteriorate the longer the delay in a paramedic attending. 
 
DDES CCG executive support the change to staffing levels as it will benefit the Dales and the 
CCG as a whole.  We are undertaking an engagement exercise on the changes over August 
and September.  The governing body will be asked to endorse this change in November 
2014. 
 
 
Midwifery Led Unit (MLU) Consultation 
 
As a CCG we are consulting with the public on the sort of services they would wish to see in 
light of the fact that the MLU in Bishop Auckland is currently closed and as a CCG we need 
to determine what alternative provision we can make.   
 
Clinical Champions 
 
The full establishment of the Clinical Champions group continues with a confirmed list of 
priority areas for the year, Terms of Reference, description of roles, and work planning 
between the individual Clinical Champions and Dr James Carlton.   







 
Unfortunately we have lost the very valuable input of Dr Kamal Sidhu as mental health and 
dementia Clinical Champion due to other commitments and we are in the process of trying to 
find an enthusiastic and knowledgeable new Clinical Champion to lead on these key areas. 
 
Federation Development 
 
We are developing an education programme for our federations in order to help them develop 
and be in a position to compete to provide services in the future. 
 
Integrated Short Term Intervention Service (ISIS)  
 
Most elements of the pilot are now operational and beds are being well utilised.  Admissions 
into care homes out of hours will commence in a phased way in late September. Specific 
communications and engagement work with DDES GPs has been carried out.  A detailed 
presentation was given to DDES GPs in July which clarified many issues that they had in 
relation to the model.  A finance group has been meeting to refine the financial evaluation 
model.   
 
Out of Hospital Diabetes Service 
 
Work is ongoing to develop an interim out of hospital diabetes model with North Tees and 
Hartlepool FT (NT&HFT) working in conjunction with DDES GPs to provide a model that is 
targeted at patient need and is delivered in the way that our practices require.  This model 
will be in place for 18 months until the longer term out of hospital diabetes model is 
developed (see below).   
 
Hardwick Ward, Sedgefield Community Hospital 
 
Engagement work is ongoing with providers of end of life care to explore options for use of 
the vacant space in the Hardwycke Ward at Sedgefield Community Hospital.  Once 
responses are received from providers later this month, the CCG will develop a procurement 
strategy to make best of this valuable space within available resources. 
 
Staff Update 
 
The Head of Corporate Services Post has now been advertised and interviews are being held 
on the 26th September. We have held interviews for our final administrative vacancies and 
are awaiting references, we hope to be in a position to recruit into all our vacant 
administrative posts. This will complete the staffing element of the NWOW process and will 
enable the CCG to move forward on our organisational development plans. 
 
DDES CCG 6 priorities for 2014/15 
 
These are as follows: 
 
Diabetes 
The executive committee recently signed off the project mandate for the development of an 
out of hospital diabetes service.  DDES CCG is working with both North Durham CCG and 
Darlington CCG on the model development as part of the wider project team.  There is strong 
clinical engagement in this work with Dr Winny Jose as the lead for DDES CCG.  In addition 
to this, the Experience Led Commissioning programme will be used to gain insights from 
patients, their families and carers, and staff involved in providing diabetes care.  
 







The outcomes will be the same across all three CCGs, but the model of delivery may be 
different so that it meets the needs of our population and geography.  It is hoped that the new 
service will be in place in 18 months.  The key milestones are shown below: 
 
Review of current services complete – December 2014 
Full business case developed – April 2015 
New service implemented – September 2015 
 
Frail Elderly 
 
The development of our frail elderly model in DDES has now been agreed, this will be 
delivered and delivered through our three federations form September. The model has a 
common core with some local or geographical variation. The common elements of the model 
are : 
 
• Multi-disciplinary working focusing on enhanced risk stratification,  
• better and more coordinated support to care homes,  
• access to 7 day telephone support from a geriatrician 
• use of Advanced Nurse Practitioners and GPs to offer enhanced care planning  
 
There are a range of locally defined outcome measures that are being developed to evidence 
the success of this scheme and to ensure value for money. Alongside this practices will 
collect information via a template comprising the minimum data set, this info will be collected 
then collated and evaluated, this will be delivered to the CCG through federations on a 
monthly basis.  
 
Urgent Care 
This project is progressing well.  By October 2014 we should have completed and be able to 
consult on our Urgent and Emergency Care Strategy across County Durham and Darlington. 
 
We are also proposing that we provide GP urgent care services in a different way in the 
future.  This should result in more care from the patients own GP and care closer to the 
patients home. 
 
The System Resilience Group (formerly Urgent Care Working Group) is overseeing the 
development of the Urgent and Emergency Care Strategy but has also, as stated above, 
overseen the allocation of System Resilience money (formerly winter funding) to our 
providers. 
 
We continue to encourage GPs to open at weekends and for the remainder of this year, will 
be doing this through our GP federations. 
 
End of Life 
This project is on track. A mini project initiation document has been drafted, incorporating the 
regional priorities. We have now had formal confirmation that every main provider has 
alternative arrangements in place for end of life care following the cessation of the Liverpool 
Care Pathway. A date for the regional launch of the Deciding Right framework has been 
agreed and the CCG will be represented. We are currently in discussion with the Area Team 
about the target for inclusion of people on the palliative care registers in practices as there 
has been some confusion about the rationale for the target. 
 
Related to this project the CCG has submitted a bid for 3 WTE Macmillan primary care 
nurses. This is a new and innovative approach to care for cancer patients in the community. 







Although not strictly part of the end of life care project the bid and any follow up work required 
will be monitored via this workstream.    
 
Primary Care 
 
Engagement / consultation on the Primary Care Strategy is now complete with nothing 
controversial raised. Three key over-arching objectives have been identified for primary care: 


• To have a high quality core service supporting 7 day working with the additional 
capacity to support an out-of-hospital strategy 


• To have a service that strengthens prevention, management of long term conditions 
and ambulatory care sensitive conditions 


• To have a service that co-ordinates care for the elderly 
 
The CCG is currently defining the details of the implementation plan for the primary care 
strategy, including outcomes, leads, timeframes, potential costing and possible QIPP 
projections. Next steps related to the primary care strategy include meeting with finance to 
discuss funding & QIPP projections, progressing the draft of delivery plan, and further focus 
on implementation. Links with commissioning, quality and finance are apparent and liaison 
with colleagues will be critical for a ‘matrix approach’ to delivery, for example in the 
development of federated working, etc. 
 
The Enhanced Services data collection and activity monitoring is ongoing through NECS 
support, with regular meetings and quarterly reports to CCG. Two bulletins have gone out to 
practices as well as uploaded to GPTeamNet to address queries. Work is currently underway 
to provide additional explanation and identify any further implementation details for the Local 
Incentive Scheme (LIS). This additional detail will be circulated to practices in September. 
 
Demand Management 
The CCG has reviewed its demand management work in light of the different contract 
agreements in place in 2014/15 with acute providers.  With Payment by Results (PbR) 
contracts there is needs to be a focus on demand management (referrals) to ensure that 
spend on acute services is in line with the budget.   
 
Key activities in the last month have been: 


• Reports have been developed for practices highlighting areas of growth/reduction and 
outliers 


• Indicative trajectories will be set for practices based on the CCG referral trajectories 
submitted as part of the five year plan 


• A number of practices have agreed to pilot a clinical validation tool that aims to identify 
coding errors so the CCG can challenge any mis-coding of hospital activity  


• A delivery group including GPs and a practice manager has been established to 
oversee progress  


 
Quarterly presentations will be made to the DDES wide management meeting to update on 
performance and ensure practice engagement 
 
Member Practices - Constitution 
 
NHS England has confirmed that the proposed changes to the DDES constitution are all in 
order and have therefore approved them. All DDES practices have now signed up to the 
CCG Constitution.  
 
CQC inspection of safeguarding arrangements at Darlington CCG 
 







The CQC has recently carried out a week long inspection of the safeguarding arrangements 
within Darlington Health economy.   Although they did not look at the DDES arrangements 
our main providers CDDFT and TEWV were reviewed.  There were some areas of good 
practice identified, particularly in relation to midwifery and teenage pregnancy.  There will be 
a detailed report produced that will include some recommendations, but overall it was a 
positive visit. 
  
Good News 
 
Annual Assurance Meeting 
Our annual assurance meeting with the area Team was extremely positive and the letter from 
them is attached at Appendix 1. 
 
Recorded Dementia Diagnoses - 2013-14 
The latest figures released by Health and Social Care Information Centre on the number of 
people recorded to have a  diagnosis of dementia show that DDES CCG, along with Barnsley 
CCG has recorded the highest increase in dementia prevalence in the country over the last 
year. The recorded prevalence has gone up from 0.68 to 0.84 over this last year. 
 
This implies that we are getting better at recording and diagnosing people with dementia, 
hopefully both. This is a vital step to provide better care and services as only by knowing the 
true scale of the problem, can we plan services for those people and their families and 
carers. People with early dementia and their families can also plan their own future with 
regard to living wills and how they want to be cared for in the future.  
 
An exercise undertaken by Tees, Esk and Wear Valley Mental Health trust to cross-match 
practice dementia registers with the trust held registers also had a significant impact. 
 
This work in Primary Care also highlights future challenges and pressures for health and 
social care services as we now have nearly five hundred more people with a diagnosis of 
dementia than we had last year. The dementia strategy implementation group understands 
this challenge and is working to streamline and support such services. They are working to 
improve various services such as developing a single source of information for people with 
dementia. 
 
We are very grateful for all of the hard work from our practices. Hopefully, this trend will be 
repeated next year as there are still many people with early dementia that do not yet have a 
diagnosis and so do not have the opportunity to access support and to plan for their own 
future. 
 
National Updates 
 
Policy Horizon Scanning documents have been published on GP TeamNet and can be 
accessed using these links:     
 
Update 8th Aug 
https://portal.gpteamnet.co.uk/Library/ViewItem/d27198bc-3350-4bcb-88e7-a39500b62e23 
 
Update 18th July 
https://portal.gpteamnet.co.uk/Library/ViewItem/3b3be1dc-bf29-4d0c-a528-a39500b77f12 
 
Update 31st July 
https://portal.gpteamnet.co.uk/Library/ViewItem/edbb6e8a-9f8b-4f69-9094-a39a00a9a721 
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Update 11th July 
https://portal.gpteamnet.co.uk/Library/ViewItem/f66401d0-42b9-4a43-b4a0-a39500b86ae1 
 
Update – 4th July 
https://portal.gpteamnet.co.uk/Library/ViewItem/60cee438-fa43-438a-b2f4-a39500b93f92 
 
 
 
Co-commissioning of primary care services; expressions of interest 
 
In May, Simon Stevens announced that CCGs could submit expressions of interest (EOI) to 
develop co-commissioning arrangements for primary care services, giving CCGs the 
opportunity to expand their role and opt for greater involvement in commissioning decisions. 
There has been a substantial response and applications spanning the three categories of 
interest have been received. EOIs will now be assessed on criteria including quality, 
affordability, deliverability and risk. The criteria and process for approving delegated budgets 
and commissioning responsibilities will be brought to the September 2014 board meeting for 
approval. 
 
CCGs with approvals in principle for delegation will be subject to the allocations approval 
process and should receive delegated budgets from 1 April 2015. Further information is 
available in the letter sent to CCG Clinical Leads and Area Directors and the NHS England 
Board Meeting papers 
 
New approach to care for the dying published 
 
The Leadership Alliance for the Care of Dying People (LACDP) has published a new 
approach to caring for people in the last few days and hours of life, that focuses on the needs 
and wishes of the dying person and those closest to them, in the planning and delivery of 
care wherever that may be. The approach is outlined in One Chance to Get it Right, and has 
been developed by the 21 Alliance members. It is based on five new Priorities for Care that 
will be the touchstone for end-of-life care for those in the last days and hours of life and their 
families and follows the recommendations of the independent Neuberger review of the 
Liverpool Care Pathway (LCP), which included that the LCP should be phased out by 14 July 
2014. The webpage also provides links to additional information for health and care 
professionals, commissioners and service providers. 
 
Commissioning of public health services for children 
 
From 1st October 2015, the responsibility for commissioning children’s public health services, 
including health visitors, will transfer from NHS England to local authorities. These 
documents aim to help support local authorities and stakeholders through the transition. The 
documents identify 6 areas where health visitors have the most impact on children aged 0 to 
5’s health and wellbeing. Local authorities should use this information to ensure that health 
visiting services are commissioned effectively. 
https://www.gov.uk/government/publications/commissioning-of-public-health-services-for-children 
 
Access to general practice and visits to accident and emergency departments in 
England: cross-sectional analysis of a national patient survey 
 
This Imperial College London study concluded that a large number of A&E attendances are 
likely to be preceded by unsuccessful attempts to obtain convenient general practice 
appointments in England each year. The authors suggest more research is needed to 
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understand the issue and that "a solution may not be as ‘automatic’ as improving access to 
general practice". 
This is an OpenAccess article distributed under the terms of the Creative Commons 
Attribution License. http://bjgp.org/content/64/624/e434 
 
Ebola virus disease: risk assessment of outbreak in West Africa 
 
This document provides the following: 
 epidemiological summary 
 risk assessment for UK nationals 
 diagnostic facilities 
 information for humanitarian aid workers 


https://www.gov.uk/government/publications/ebola-virus-disease-risk-assessment-of-outbreak-in-
west-africa 
 
Ebola virus disease: information for humanitarian aid workers 
 
Anyone planning to conduct humanitarian work in areas of Africa where outbreaks of Ebola 
virus disease are known to occur needs to be familiar with how Ebola virus is transmitted. 
This leaflet recommends the precautions that humanitarian workers should take and provides 
advice on what to do if you suspect an infection. 
https://www.gov.uk/government/publications/ebola-virus-disease-information-for-humanitarian-aid-
workers 
 
Prime Minister warns of global threat of antibiotic resistance 
https://www.gov.uk/government/news/prime-minister-warns-of-global-threat-of-antibiotic-resistance 
 
Community nursing programme: professional pathway for community nurses.  
This document provides information for district and general practice nurses, other health 
professionals and commissioners and providers about how community nursing can be used 
to support adult carers. This guidance should be read in conjunction with Care in Local 
Communities: a new vision and model for district nursing. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/329867/Carers_Pathway.pdf 
 
More flexibility for NHS doctors under European Working Time Directive 
The Government’s response to the review of the impact and implementation of the European 
Working Time Directive on the NHS. 
https://www.gov.uk/government/news/more-flexibility-for-nhs-doctors-under-european-working-time-directive 
 
NHS Procurement Atlas of Variation 
shows differences in the amount hospitals pay for everyday items including catheters, gloves 
and needles. 
http://ccgtools.england.nhs.uk/procurement/ProcAtlasJuly2014/atlas.html 
 
Welcome to the NHS Commissioning Assembly 
The NHS Commissioning Assembly is a community of leaders for NHS commissioning; the 
‘one team’ which will deliver better outcomes for patients. The site has been developed in 
response to feedback from our members. 
The purpose of this website is to share ideas and best practice and allow members to 
connect; bringing together NHS commissioners and giving us a greater chance of maximising 
the impact of commissioning on outcomes. 
http://www.commissioningassembly.nhs.uk/pg/dashboard 
 
Developing good governance within CCGs 
NHS England has appealed to Clinical Commissioning Groups to give their views on what 
good governance looks like. 
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http://www.england.nhs.uk/2014/07/18/good-governance/ 
 
Over half of healthcare managers express doubts about integrated care 
In the latest IHM survey over half (53.7%) of health and social care managers signalled doubt 
that greater integration of health and social care will take the pressure off the NHS. The 
findings follow recent concerns expressed about the financial credibility of the Better Care 
Fund, a flagship scheme aimed at encouraging closer working between health and social 
care. 
http://alturl.com/vjp3k 
 
NHS foundation trusts: Code of Governance 
Guidance for NHS foundation trust boards on leading their organisations and making 
decisions effectively. Updated 4 July 2014. 
https://www.gov.uk/government/publications/nhs-foundation-trusts-code-of-governance 
 
Transforming primary care in Essex 
NHS England and Essex CCGs have co-produced a county-wide primary care strategy. Co-
ordinated by the NHS England area team, Transforming Primary Care in Essex: the Heart of 
Patient Care is the work of the county’s seven CCGs and includes contributions from the four 
primary care professions and Health Education England. The document emphasises the 
need for local hubs of care serving defined populations of at least 20,000, continual patient 
engagement, the importance of a multi-disciplinary approach and the role of public health in 
addressing the long term pressures on services. It also recognises the strains on general 
practice, which have damaged morale and “left many without appetite for change” and the 
role of the wider primary care workforce in bringing about effective and lasting change. 
http://alturl.com/w3jb5 
 
NHS finances - a service at boiling point? 
Financial pressures on the NHS are continuing to mount, with experts predicting a worrying 
£2 billion deficit in the NHS budget in 2015/16. With the supply of funding struggling to match 
growing demand, the NHS finds itself facing an unprecedented financial challenge. 
http://www.nhsconfed.org/resources/2014/07/nhs-finances-a-service-at-boiling-point 
 
GP premises not fit for patients 
 
A BMA survey has revealed that four out of 10 GPs feel their premises are not adequate for 
patient care. Almost 4,500 GP practices in England and Scotland responded to the survey 
describing how they are struggling to provide essential services in buildings that are cramped 
and outdated. The survey, part of the BMA’s Your GP cares campaign, also highlighted that 
six out of 10 GPs in England are forced to share consulting rooms or ‘hot-desk’ around their 
surgeries at a time when consultations have risen to 340 million a year and the government is 
moving more care into the community. 
http://bma.org.uk/news-views-analysis/news/2014/july/gp-premises-not-fit-for-patients 
 
Can a neighbourhood approach to loneliness contribute to people's well-being?  
 
The Neighbourhood approaches to loneliness programme looked at reducing loneliness in 
four differing areas in York and Bradford over 3 years. This evaluation report highlights the 
impact of loneliness on individuals and communities, and lessons for similar programmes. It 
aimed to help people talk about loneliness in themselves and in their communities, what 
caused this, and what solutions they might identify and implement. 
http://www.jrf.org.uk/publications/loneliness-evaluation 
 
Can we live with how we're dying? Advancing the case for free social care at the end 
of life 
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According to this report the NHS could save approximately £69 million a year by providing 
community care to allow cancer patients in England to die at home instead of in hospital. It 
sets out the economic and moral case for providing free social care to people at the end of 
life. It also finds that three in four health professionals believe the vast majority of cancer 
patients in hospital in the last few days of life would have no medical need to be there if there 
were alternative community-based services available. http://alturl.com/ty3bu 
 
Out-of-hours GP services in England 
 
Although some parts of the NHS in England are achieving value for money for their spending 
on out-of-hours GP services, this is not the case across the board, according to the National 
Audit Office. http://www.nao.org.uk/press-releases/hours-gp-services-england/ 
 
Simon Stevens offers a radical new health and social care integration option 
Speaking at the annual conference of the Local Government Association on 9 July, Simon 
Stevens set out plans for a new Integrated Personal Commissioning (IPC) programme. 
For the first time NHS and social care funding will be combined based on each individual’s 
annual care needs. This will blend funds contributed from local authorities and NHS 
commissioners (CCGs and NHS England) and allow individuals to direct how it is used. The 
IPC programme will work in partnership with the voluntary sector. Voluntary /Third Sector 
organisations will be commissioned locally to support personal care planning, advocacy and 
service ‘brokerage’ for people enrolled in the programme. NHS England will now work with 
CCGs, partners in local government, patient groups and the voluntary sector to develop an 
IPC Prospectus. 
 
2014-15 CCG property charges 
 
NHS Property Services (NHS PS) and Community Health Partnerships (CHP) will shortly be 
jointly writing to all CCGs confirming property charges for 2014/15. These property charges 
will be based on actual costs of properties and the property companies will provide 
supporting information detailing how the costs have been calculated. The letters will include 
contacts for each region to enable CCGs to discuss their costs with the companies where 
required. Invoicing will commence two weeks after the date of the letter. Area Teams will be 
on hand to provide assistance and are fully informed of the billing proposals. 
 
GP2GP training – Computer Services Corporation (CSC) for The Phoenix Partnership 
(TTP) SystmOne practices 
 
CCGs and CSUs are now able to recommence booking GP2GP training via CSC for TPP 
SystmOne practices, following formal approval to extend this provision. The training is free of 
charge to the deploying organisations. The training will allow CCGs to support their practices 
in meeting the timescales in which they are contractually required to utilise the GP2GP 
facility. Training is mandatory before practices can go live with GP2GP. 
Prior to booking, CCGs and CSUs should take note of some important changes to the 
ordering process. Full details can be found on the GP2GP website or by contacting the 
GP2GP mailbox.  
 
NHS 111 Quality & Safety Report – summary 
 
This report presents the findings and recommendations of the Quality and Safety Review 
which was commissioned to assess and assure the quality (safety, effectiveness, equity and 
patient experience) of NHS 111 services.  The findings will help to inform a programme of 
work to deliver safe sustainable services in the future. Commissioners of NHS 111 services 
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are encouraged to download this report to see the key findings and recommendations 
contained within it. 
 
Updated Better Care Fund (BCF) guidance issued 
 
CCGs will wish to review the updated BCF guidance and templates with their local Health 
and Wellbeing Board colleagues, and liaise with their NHS England area team for further 
information on the process between now and the September deadline. Following submission 
of BCF plans in April, NHS England and the Local Government Association published 
updated planning guidance and templates on Friday 25 July.  The deadline for re-submission 
of BCF plans will be midday on 19 September 2014. In the coming weeks, local areas will be 
supported to assess, improve and assure their BCF plans ahead of the September deadline. 
This support will be coordinated via NHS England regional and area teams, alongside Local 
Government colleagues.   Further information can be found on the NHS England website. 
 
Friends and Family Test (FFT) set for roll out to all NHS services 
 
NHS England has taken the next step towards expanding the FFT to all NHS services by 
publishing comprehensive new guidance. The implementation guidance contains advice and 
support materials, all of which have been compiled following an in-depth review of FFT which 
many parts of the NHS contributed to, including CCGs, GP practices, NHS Trusts and third 
sector. From this December, the FFT will be available in GP practices, from January 2015 in 
mental health and community services and extended further on 1 April 2015, to NHS dental 
practices, ambulance services, patient transport, acute outpatients and day cases. 
 
2013/14 Annual Report and Accounts – a success story 
 
NHS England’s Chief Financial Officer Paul Baumann has written to CCGs to thank them for 
their work around the 2013-14 Annual Report and Accounts. Following the Audit Committee 
on 7 July, NHS England received an unqualified audit opinion on the annual report and 
accounts and is scheduled to meet the challenging target of laying accounts before 
Parliamentary recess. 
 
To deliver 211 sets of CCG accounts and a high quality consolidated annual report and 
accounts is a fantastic achievement. It is a testament to the hard work and professionalism of 
CCGs, CSUs, area teams, regional teams and the central finance team. 
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Dear Annie and Stewart, 


 


Re: CCG Annual Assurance 
Many thanks for meeting with the Area Team on 21st May 2014 to discuss the annual 


assessment of Durham Dales, Easington and Sedgefield CCG, and establish the 


development priorities for the coming year.  This letter is a summary of the Quarterly 


Assurance meetings that we have held over the last year and provides a synopsis of the 


improvements and ambitions for future development laid out against the assurance domains. 


 


I am grateful to you and your team for the work you had done to prepare for the meeting and 


the open and transparent nature of our discussions which have led to productive discussions.  


This letter sets out the key points we covered in the discussion and complements the 


separate notes and actions points and assurance summary documents. 


 
Key Areas of Strength / Areas of Good Practice 
We would like to acknowledge the significant progress that the CCG has made during 


2013/14 across a range of issues and initiatives, with examples such as effective 


authorisation, winning  the Commissioner of the Year at the 2013 General Practice Awards, 


developing the Community First Responder initiative and the extensive partnership working 


with others in tackling a number of local challenges. 


 


Our Ref:  
Your Ref:  
 


Durham, Darlington and Tees Area Team 
The Old Exchange   


Barnard Street 
Darlington 
DL3 7DR 


 
Caroline.thurlbeck@nhs.net 


O113 8251605 
 
 


Stewart Findlay, Clinical Chief Officer 
Annie Dolphin, Chair 
DDEAS CCG 
Sedgefield Community Hospital 
Salters Lane 
Sedgefield 
TS21 3EE 
 


 
 
 


 
 


 
17 July 2014 


APPENDIX 1 







There is a large agenda which is complex and challenging in terms of major strategic change, 


but there is evidence of managerial and clinical leadership and positive relationships with key 


strategic partners, namely North Durham CCG, Durham County Council and others, who are 


developing with you the shared Unit of Planning vision.  We also recognise the integrated 


arrangements that you are trialling with North Durham CCG and how this is evolving , 


including an ongoing area of work around organisational development.  We also 


acknowledge the considerable amount of work that has taken place to develop the Better 


Care Fund plans. 


 


You also noted the support you have been receiving from the North East Commissioning 


Group and we recognise that you are reviewing the areas that you may want to see provided 


differently as the CCG further matures and evolves during 2014/15. 


 


NHS Constitution standards 
Discussions throughout the year have demonstrated the focus and action taken regarding the 


important area of Parity of Esteem, visibly illustrated in the form of the establishment of your 


mental health and well being fund.  


 


Key performance challenges for your CCG have been in relation to the Referral to Treatment 


targets, Cancer waiting times to meet the 62 Day target, and ensuring that the MRSA C Diff 


targets are also met. 


 


A&E continues to prove a challenge locally with County Durham and Darlington NHS 


Foundation Trust (CDDFT) failing the 4 hour target for 2 out of the 4 quarters of the year, and 


for the year as a whole for 2013/14.  We recognise the proactive steps that you are taking, as 


lead commissioner, to engender improved performance in this area, whilst also looking at 


other future options for the benefit of the patient.   


 
NHS Statutory Duties 
In relation to local government and public health, it is positive to see the maturing and 


collaborative relationships that are developing strongly with Durham County Council and the 


alignment and development of the joint Strategic plans with the Health and Well Being 


Strategy and its respective priorities.  The explicit focus on tackling health inequalities is 


commendable given the varying needs across the DDES CCG and North Durham CCG 


areas.  In addition we appreciate that, given the geographical and economic make up of the 


areas that you cover, a key consideration for your commissioning activity is having regard to 







the ability of the patient to access health services.  The content of your annual report reflects 


this key issue for your patients.  
 


Key Areas of Challenge 
We noted the key challenges outlined by the CCG for the year ahead, including delivering the 


necessary efficiencies and maintaining the constitutional standards given competing 


pressures, alongside the need to drive up the cultural and performance levels of the main 


Acute provider to address the A and E performance challenges.  


 


Key Interdependencies and Associated Issues 
The strategic plan submitted shows a growing  level of maturity of partnership and 


governance arrangements, based around the Health and Well being Board and its Health 


and Well being Strategy.  We also recognise the work taking place to work through the most 


appropriate governance arrangements for the Unit of Planning in relation to the Health and 


Wellbeing Board, and would value some ongoing involvement in these arrangements as they 


evolve. 


 


Development Needs and Agreed Actions 
The separate note and agreed actions provide a more detailed summary of the discussion, 


including the agreed actions from the meeting. 


 


Overall we would like to congratulate you on the progress and achievements you have made 


over your first full year of operation, with a range of successes and some learning to take 


forward into 2014/15. 


 
Thank you again to you and your team for meeting with us and for the open and constructive 


dialogue, I hope this letter provides an accurate summary of the discussions and clearly 


indicates the next steps. We look forward to working with you on progressing work against 


the domains outlined above. 


Yours sincerely, 


 


 
Caroline Thurlbeck 
Director of Operations and Delivery 
NHS England – Durham, Darlington and Tees Area Team 







 
 
Message from Simon Stevens July 29, 2014 
 
Dear colleague, 
 
Thank you to all who joined our all-staff briefing earlier today, where I gave an update on our current work. As 
promised, I also set out where the changes to NHS England itself have got to, and this note summarises the 
state of play. 
 
As you know, Ros Roughton and Karen Wheeler, together with the national and regional directors, have been 
working on the next phase of our organisational development. 
 
The first phase was to get our national directorate structure right. This is now largely complete, with Karen 
Wheeler heading our Transformation and Corporate Operations directorate, and Ian Dodge our 
Commissioning Strategy directorate. We have also created a national specialised commissioning taskforce, and 
expect to appoint to the substantive director role in September/October.   
 
The second phase has been to better focus and align the work of NHS England on our core priorities. 
Workshops have been held with many staff across the organisation to identify better ways of working. Our 
Board has also identified several provider-led or regulatory functions that might in future better be 
undertaken by other national NHS partners, such as oversight of individual practitioner medical revalidation, 
some aspects of our work on patient safety, and sponsorship of some provider-focused IT programmes. In the 
meantime we will continue to ensure these three areas have our full support so we can continue to deliver this 
really important work well. We have also identified core commissioning skills where we are going to be 
strengthening our capabilities. These include specialised commissioning, the design and implementation of 
new local care models, support for new CCG and local government integrated commissioning models, payment 
reform and incentive design, and operational research. Wherever possible we will redeploy expertise internally 
to beef up these functions.    
 
We are now entering the third phase, playing our part in helping with the financial pressures on frontline NHS 
services. This means we are being required by government to further cut our running costs. By April 2015 we 
need to make savings of around £80 million – or 15% - of our running costs across NHS England. This will be a 
difficult time, but we are not alone in this as CCGs and other NHS arms-length bodies are going through the 
same process. All savings are being transferred to frontline patient care budget allocations for 2015/16. 
National Directors have identified how they would do this across the National Support Centre and will be 
discussing their plans with their staff over the coming weeks. We have an outline plan for the field force in 
Commissioning Operations. We propose a much more integrated model across regions and areas outside of 
London so we avoid duplication and work more effectively across all parts of the organisation. This will 
obviously mean some change, especially to leadership arrangements, with Area Directors likely to oversee a 
larger geography, working more closely as part of the regional team, with each Area Director also taking on a 
national lead role for a specific topic. We will be working with teams over summer to develop the detail on the 
changes proposed in the national support centre, regions and areas and we will then begin conversations in 
mid-September with any colleagues who may be affected.  
 
Your commitment to the organisation and hard work continues to be crucially important as we move into 
Autumn and a very challenging time. We will do everything we possibly can to minimise the disruption to you 
and minimise redundancies. As well as communicating with you regularly about these changes, we will be 
ensuring the right support is in place for staff who may be affected by some of the proposed changes.  
Meantime, thank you again for joining today’s briefing – and more importantly for everything you are doing. 
 
Best wishes 
Simon 
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Northern Clinical Networks & Senate 


 
North Cumbria, Northumberland, Tyne 
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• Cancer 
 


• Cardiovascular 
 


• Maternity and Child Health 
 


• Mental Health, Dementia and Neurological conditions 


Strategic Clinical Networks 
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Strategic Clinical Networks - aims 


 


 
 


• Networks are clinically led 
 
 
• Networks aim to support commissioners and service providers to: 


• Improve people’s experience of health and care services 


• Improve health outcomes 


• reduce unwarranted variation in health and well being services 


• encourage innovation in how services are provided now and in the future 


• provide clinical advice to support decision making and planning 
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Meeting Date: 9 September 2014 
 Item No: GB/14/261 


DDES GOVERNING BODY 
 


Report Title  Public Health Review and Procurement 
Author and Job Title  Anna Lynch, Director of Public Health (County Durham) 
Sponsor Director Nicola Bailey, Interim Chief Operating Officer 
Date 9 September 2014 
 
Purpose  of report  
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


• The purpose of this report is to provide an update on the 
transformation taking place in public health following the transfer 
from the former County Durham Primary Care Trust to Durham 
County Council on 1 April 2013. This transformation is underpinned 
by the rationale that informed the transfer to local government 
following the Health and Social Care Act 2012. 


 
• The report also provides an update on the public health contracts, 


some of which will be re-shaped and re-commissioned or terminated 
during 2014/15 as part of the public health commissioning review 
programme. A phased re-profiling of the public health grant over the 
four year period 2013-2017 is planned to support the transformation 
agenda and to deliver priority outcomes identified in the public health 
outcomes framework.  


 
 
 
 
 
 
 
 
 


Summary of key 
points  
 
 
 
 
 
 


 


• The transformation agenda for public health, following the transfer 
to DCC, involves a great focus on tackling the underpinning causes 
of poor health and health inequalities – known as the social 
determinants of health.   This requires a re-focusing of the public 
health grant spend which has resulted in a number of contracts 
being decommission a number of new services bring procured.  


 
 


 
DDES approval route 
 


• Not applicable 
 


  


 
 
 







 
Other consultation 
routes 


• DDES CCG / North Durham CCG Planning Unit meeting, 10 July 
2014 
 


  
Supporting 
documentation / 
Appendices 
 


• Appendix 1- Services de-commissioned from 31 March 2014 
• Appendix 2- Criteria for prioritisation process 
• Appendix 3 – Services to be de-commissioned during 2014/15 
• Appendix 4 – Public Health outcomes framework 
• Appendix 5 – Public Health Agreement 
• Appendix 6 – Utilisation of public health grant to tackle social 


determinants of health 
• Appendix 7 – Communication plan 


 
 


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 DDES Governing Body is asked to: 
 


• Note the content of this report and the review programme detailed 
in the appendices. 


• Note the priorities for public health commissioning and 
transformation in 2014/15 and the services which will be 
decommissioned to allow for increased investment to tackle the 
social determinants of health. 
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Public Health Review and Procurement Programme 2014-2017 


 
 
1. Purpose  
 
The purpose of this report is to provide an update on the transformation taking place in public 
health following the transfer from the former County Durham Primary Care Trust to Durham 
County Council on 1 April 2013.  This transformation is underpinned by the rationale that 
informed the transfer to local government following the Health and Social Care Act 2012. 
 
The report also provides an update on the public health contracts, some of which will be re-
shaped and re-commissioned or terminated during 2014/15 as part of the public health 
commissioning review programme.  A phased re-profiling of the public health grant over the 
four year period 2013-2017 is planned to support the transformation agenda and to deliver 
priority outcomes identified in the public health outcomes framework. 
 
2. Background  


 
2.1 The implementation of the Health and Social Care Act 2012 transferred a number of 


former PCT public health responsibilities to DCC from 1 April 2013 together with a ring 
fenced public health grant, the Director of Public Health role and associated public 
health staff to enable the council to discharge the new statutory duties.  


 
2.2 The former PCT public health commissioned services also novated to the council and 


for pragmatic reasons and continuity of provision, contract procurement rules enabled 
the council to extend all commissioned services for one year to 31 March 2014 by 
means of a waiver.  


 
2.3 The council was informed in January 2013 that the grant value was £44.533m for 


2013/14 and £45.780m for 2014/15. No further allocation details for subsequent years 
have been received. The public health grant allocation  is ring fenced which means it 
must be used to commission, provide and discharge the statutory public health 
functions and achieve public health outcomes agreed through the joint health and 
wellbeing strategy and the national public health outcomes framework. These 
outcomes are wide-ranging to enable local determination of the desired health 
outcomes and priorities based on the health needs of the population.  


 
2.4 The rationale for transferring public health functions to local authorities was made 


clear in Government and Department of Health reports, the impetus clearly to 
transform and change the approach to improving the health of the population by a re-
focus on tackling the social determinants of health as evidenced in the Marmot Review 
and to work closer with communities i.e., a focus on people and place.  


 
2.5 The evidence shows that over the last 10 years, although the health and life 


expectancy of County Durham residents has improved, the gap between County 
Durham and England remains as does the gap between County Durham communities. 
This clearly indicates that a different approach is needed to improve the health of 
County Durham residents and importantly, to close the gap within County Durham.  


 
2.6 To support this transformation, the public health grant is being re-profiled to focus on 


upstream activity to address the social determinants of health which the evidence 
indicates are the underlying causes of poor health.  
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This is well demonstrated in the diagram below.  The principles underpinning this 
approach are well established by and were a major focus of the Marmot report which 
stressed the importance of tackling underlining determinants of ill health.  


 


 
 
2.7 To support the transformation and required grant re-profiling programme a three-year 


review and procurement programme was developed and is being implemented. This 
has required detailed work on the identification of priority services to be commissioned 
for County Durham communities, incorporating reviews of the evidence base, best 
practice elsewhere, analysis of impact, value for money and the development of a 
robust prioritisation methodology. Impacting these decisions are requirements for the 
council to either deliver or commission the public health services mandated i.e., 
prescribed by the Health and Social Care Act 2012. These are:  


 
• NHS health checks  
• sexual health services  
• national child measurement programme  
• health protection functions  
• support to CCGs commissioning of healthcare services. 


 
2.8  A number of services were decommissioned from 31 March 2014.  These services 


include a number of small contracts with a range of providers and are detailed in 
Appendix 1.  


 
2.9 To support this process a prioritisation framework was developed with criteria against 


which all services were evaluated and scored. This has informed the service reviews 
and the de-commissioning process.  


 
2.10 The criteria applied to all contracts during the prioritisation process is attached as 


Appendix 2. 
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2.11 Public health staff have been supporting council service areas to enhance 


opportunities to improve health and reduce health inequalities across all areas of 
council business. A proactive community asset based approach has been adopted to 
support the work of the area action partnerships through working with colleagues in 
the Assistant Chief Executive’s office.  


 
Work with Neighbourhoods includes policy support, tobacco enforcement and physical 
activity. In Regeneration and Development public health support and involvement 
includes input to policy development and transport and housing issues related to 
improving health. Public health staff are supporting children's and adult services to 
embed prevention and interventions across pathways and services and improve the 
offer to our communities. 


 
3. Services to be de-commissioned during 2014-15   
 


In 2014/15 £2.5m is to be invested in provisions to improve the wider determinants of 
health in County Durham. In order to ensure the financial capacity to make this 
investment, a prioritisation exercise identified eighteen contracts that will cease and 
will no longer be commissioned by public health with a contract value of £2.296m (as 
detailed in Appendix 3).    


 
4. Services to be reshaped and re-commissioned 2015-16 and 2016-17 


to facilitate further investment in wider determinants of health 
 
4.1 Whilst some services will be terminated as set out in section 3 of this report, some 


services will be transformed and provided in a different way and at a lower contract 
value. The strategic priorities for review and re-tender, in line with the health and 
wellbeing strategy and public health service plan, are as follows: 


 
1. Transforming the health improvement model to wellbeing for life model. 
2. The strategic review of drug and alcohol treatment services and the creation of an 


integrated treatment pathway. 
3. The shifting of resources to create an integrated sexual health service.  
 
To transform these services and reduce costs, existing contracts and service models 
have been revised and will either need to be re-negotiated or re-procured in the 
external market.  This will impact on the providers currently delivering these services:  


 
4.2 Transforming the Health improvement model to wellbeing for life model 


Annual Contract Value £5m 
Revised Contract Value £3m 


 
A new wellbeing service model has been developed and market tested. It includes 
some elements of the CDDFT health improvement service (HIS) and other public 
health contracts as set out below. The new arrangement will comprise a contract for 
an adult and families service element, which will be aligned to a children and families’ 
element delivered through One Point and DCC education services. The services 
ending as a result of this new commission are: 


 
• 6 Health Improvement Services- CDDFT (Children, Young People and Families, 


Food and Health, Capacity and Health, Health Trainers, Talk about Cancer and 
Physical Activity) 


• Targeted Health Trainer Rural Areas - Durham Rural Community Company 
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• Targeted Health Trainer Rural Areas Provision- Pioneering Care Partnerships 
• Health Trainer Programme Infrastructure Support - Pioneering Care Partnerships 
• Training Accreditation - Open College Network 
• Moodle website (training resource) - EPIC Ltd 


 
This service will be procured through the open market.  The service is being 
advertised from 29 May 2014. The new contract will commence in September 2014.   


 
4.3 The strategic review of drug and alcohol treatment services and the creation of 


an integrated treatment pathway 
Annual Contract Value £10.23m 
Revised Contract Value £7.61m 


 
A strategic review is currently being undertaken and the intention is to commission 
and procure a new integrated service model by 31 December 2014. This review will 
take into account 23 contracts with providers that currently provide drugs and alcohol 
treatment services, excluding the tier 4 alcohol and drug activity based contracts. The 
impact on current providers and contracts will not be known until the review is 
complete and decisions are taken regarding procurement of the new model moving 
forward.  


 
This decision will be taken in June 2014 and if the service is to be procured in the 
open market, this will commence at the end of June 2014. 


 
4.4 The shifting of resources to create an integrated sexual health service 


Annual Contract Value £6.72m 
Revised Contract Value £4.6m 


 
Access to sexual health services is a mandated responsibility for public health and the 
local authority. The following contracts provided by CDDFT will cease on 30th 
September 2014 and funding will be used to support the creation of an integrated 
sexual health service.  This will commence on 1st October 2014. 


 
• Teenage Pregnancy 
• Contraceptive and Sexual Health (CaSH) service 
• CASH – LGBT 
• Sexual Health Improvement and Screening Team (SHIST)  
• Genito-urinary medicine (GUM) 


 
Soft market testing has taken place and there is an alternative market to deliver these 
services.   
 
CDDFT have indicated that they are unable to deliver this contract at the proposed 
value and the service will need to be advertised in the open market by the end of 
June.  The new service will commence on 1st October 2014.  


 
5. Public health grant use to tackle the social determinants of health  
 
5.1 It is important that the public health grant is used to deliver quantifiable outcomes that 


impact on health and can, wherever possible, link to the public health outcomes 
framework and indicators identified in the four domains of the framework.  These are 
attached as Appendix 4. 
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5.2 A public health agreement will be developed with each Durham County Council 
service area that is supported by the public health grant.  This will include public 
health impact assessment on policies and decisions to maximise their health 
improvement role.  A draft of the public health agreement is attached as Appendix 5.  
This agreement will provide assurance for the DPH, and if required PHE, that the ring-
fenced public health budget is appropriately aligned to activity that promotes health 
improvement.  


 
5.3 Delivery of public health activity defined within the PHAs will contribute to: 
 


• Agreed priorities within the County Durham Health and Wellbeing Strategy and 
other relevant Council strategies; 


• Targets specified within the DH Public Health Outcomes Framework; 
• Achievement of one of the 32 health outcomes defined within the County Durham 


Child Health Profile or County Durham Community Health Profile.  
 
5.4 The areas of council business that tackle the social determinants of health and will be 


supported by the public health grant are detailed in Appendix 6. 
 
5.5 The Marmot Review in 2010 has informed the decision making in relation to tackling 


the social determinants of health across council service areas.   
 
In addition, two recent publications in 2014 from the Kings Fund – “Improving the 
public’s health – a resource for local authorities” and the British Academy for the 
Humanities and Social Sciences – “If you could do one thing – nine local actions to 
reduce health inequalities” have added evidence and weight to these decision.  


 
6. Communication  
 
6.1 De-commissioned Services 
 
 If providers have not already received notification of contracts ending, they will receive 


written notice a minimum of three months prior to the end of the contract and the 
individual implications of each provider will be discussed as early as possible.  Risk 
assessments and equality impact assessments will be completed, and 
communication/transition plans developed as necessary, in line with DCC change 
management guidance. 


 
Internal service managers will receive notification letters to inform them of the end 
date of their SLAs and in some instances will be sent briefings to inform them of any 
implications.  


 
For example, DCC ICT has been notified that the library knowledge service delivered 
by CDDFT will be decommissioned, as part of this service generates income for ICT. 
The high level communication plan is attached as Appendix 7.  


 
6.2 Transformed Services 


Wellbeing for Life Service 
 
All current providers have been invited to be involved in the development of the new 
wellbeing for life service through the market engagement events and a soft market 
testing exercise.  The change to this service predominantly impacts on CDDFT and 
therefore this provider has been consistently kept updated during contract meetings.  
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The remaining providers have been informed of the dates their contracts will end. 
 
6.3 Interface with NHS partners 
 


CCGs have been informed about the public health review programme through 
meetings and reports. Further discussions will be held with CCGs regarding several 
contracts which are ending but that they may wish to consider in terms of their future 
commissioning intentions. 


 
• Children’s obesity and physical activity service – tier 3 (CDDFT)   
• Macmillan cancer service (CDDFT) 
• Health Appointments Volunteer Driver Schemes run by two voluntary sector 


providers 
• Exercise referral scheme pending the evaluations outcome (CDDFT, Leisureworks 


and DCC). 
 


Key priorities within the public health review programme have been communicated to 
management teams and key stakeholders via a series of briefings and reports, in line 
with communication plans for specific review programmes and there have also been a 
number of market engagement events.  A discussion will be held with the CCG Chief 
Officers to provide clarity in relation to contracts and commissioning decisions.  In 
addition the Chief Executives of CDDFT and TWEV will be briefed on developments.  


 
7.  Next Steps 
 
  Reviews and re-tendering will be completed for the drug and alcohol service, sexual 


health services and the wellbeing for life service throughout 2014/15 to ensure 
effective transformation and value for money. 


 
  Public health services will be decommissioned as outlined in this report. This will 


involve co-ordination between public health staff and the commissioning team to 
ensure that all decommissions are supported by risk assessments, equality impact 
assessments and communication plans. 


 
8.  Recommendations 
 
  The CCGs are requested to:  
 


a) Note the content of this report and the review programme detailed in the 
appendices. 
 


b) Note the priorities for public health commissioning and transformation in 2014/15 
and the services which will be decommissioned to allow for increased investment 
to tackle the social determinants of health. 


 


 
Contact: Sue Carty, Strategic Commissioning Manager Children’s 
Services and Public Health 
Tel:   03000 265679  
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Appendix 1:  Services de-commissioned from 31 March 2014 


 
 
 
 


Provider and Service name Start date End date Current contract Value  
2013 - 2014 


Durham Constabulary - Sexual 
Violence Co-ordinator 


01/04/2013 31/03/2014 £25,500 (inc. income of 
£4,500 from Darlington) 


Queens Road Surgery - L2 CASH 
Service 


01/04/2013 31/03/2014 £20,000 


Dr Julie Oliver -CASH Training 01/04/2013 31/03/2014 £14,000 


MIND-NE Suicide Prevention 
Programme 


01/04/2013 31/03/2014 £54,000 (prepaid) 


MIND-Suicide Prevention Training 01/04/2013 31/03/2014 £26,000 (prepaid) 


EDT Media Campaign 01/04/2013 31/03/2014 £40,000 (prepaid) + £22,740 
variation due to increase in 
promotional material rates 


PCP-Arts on Prescription 01/04/2013 31/03/2014 £237,885 


Finchale Training Support services 
for armed forces 


01/04/2013 31/03/2014 £44,949 (prepaid) 


Finchale Training College - Targeted 
Health Trainer programme veterans 


01/04/2013 31/03/2014 £35,000 (prepaid) 


C A B -General Debt Advice 01/01/2013 31/03/2014 £45,000 (prepaid) 


CLS MIND-Post Vention support 01/03/2013 31/03/2014 £20,000 (prepaid) 


LPC Building Resilience 01/04/2013 31/03/2014 £30,000 (prepaid) plus £9k 
variation 


Finchale Training College Supporting 
Service Members of Reserve forces 


01/04/2013 31/03/2014 £44,000 (prepaid) 


Easington Miners - Provision of 
Health improving activities for 
Children, young people and families. 


01/04/2013 31/03/2014 £6,000 (prepaid) 


Relax Kids Training Provider 01/04/2013 31/03/2014 £36,060 


Waddington Street Education on 
Prescription 


01/04/2013 31/03/2014 £18,000 


Dental Practices Various – Oral 
Health 


20/09/2013 31/03/2014 £52,000 


DCC Education development Service 
(CAS) (School meal subsidy) 


01/04/2013 31/03/2014 £250,000 (prepaid) 


DCC -Library for Health - Bibligraphy 
on Prescription  


01/04/2013 31/03/2014 £20,000 


CDDFT HIS Mental Health  01/04/2013 31/03/2014 £176,000 


CDDFT HIS Workplace Health 01/04/2013 31/03/2014 £169,000 


CDDFT HIS Healthy Living 
Pharmacies  


01/04/2013 31/03/2014 £55,000 
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Appendix 2: Criteria for prioritisation process 
 
Rank Benefit Definition of Benefits 


1 Must do (National/Regional 
Priority, Vital Signs, current 
contractual commitment). 


“Must-dos” outlined in national guidance (e.g. 
Operating Framework for the NHS in 
England, national strategies), delivery of the 
PCTs national performance targets or fund 
contractual agreements, outcomes 
framework, NICE guidance 
 


2 Health inequalities Equitable services, closing health gaps 
 


3 Health Improvement.  Addresses health priorities identified in the 
JSNA 
 


4 Effectiveness and cost 
effectiveness 


Evidence on effectiveness at improving health 
and reducing health inequalities, reducing 
costs, improving quality, improving outcomes 
through prevention and health promotion 
 


5 Feasibility.  Level of stakeholder support, implementation 
plan and risk analysis demonstrated, 
safeguarding. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


10 
 







 
 
Appendix 3: Services to be decommissioned during 2014/15 
 


 Service Provider Contract 
Value 


End date 


1 Library Knowledge Service CDDFT £270,998 31.8.14 
2 Obesity and Physical Activity 


-Children 
CDDFT- invested into Tier 2 £68,372 30.9.14 


3 Specialist Midwife CDDFT £60,000 30.9.14 
4 Health Improvement-


Macmillan Cancer Service 
CDDFT - incorporated into 
Wellbeing for Life £172,000 31.3.15 


5 Prevention Services for 
Older People (joint contract 
with CAS) 


Age UK 
Review underway £432,433 31.3.15 


6 Breastfeeding support 
services 


National Childbirth Trust 
Incorporated into Wellbeing for Life £30,000 31.3.15 


7 Health Appointments 
Volunteer Driver Scheme 


SRC 
Review underway £101,112 31.3.15 


8 Health Appointments 
Volunteer Driver Scheme 


RSVP 
Review underway £50,000 31.3.15 


9 Level 2 Stop Smoking Walkers Snack Food £200 31.3.15 
10 Level 2 Stop Smoking The Stroke Association £200 31.3.15 
11 Level 2 Community Weight 


Management 
Slimming World 
Incorporated into Wellbeing for Life £260,000 31.3.15 


12 Exercise Referral Leisureworks £84,535 31.3.15 
13 Exercise Referral - SLA DCC Leisure £177,000 31.3.15 
14 Weigh Less Scheme - SLA DCC Leisure – non-recurring £53,000 31.3.15 
15 Move into Sport - SLA DCC County Durham Sport – non-


recurring £250,000 31.3.15 


16 Move for Life - SLA DCC County Durham Sport – non-
recurring £164,000 31.3.15 


17 Child Independent Sexual 
Violence Advisor (ISVA)  


Contribution to DCC CAS contract 
with Durham Constabulary £2,360 31.3.15 


18 Warm and Healthy Homes  Contribution to DCC Resources 
contract with British Gas £90,000 31.3.15 


   £2,296,210  
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Appendix 4: Public Health Outcomes Framework  
 
1.  Improving the wider determinants of health 
Objective 


Improvements against wider factors that affect health and wellbeing and health inequalities 


Indicators 


• Children in poverty 
• School readiness 
• Pupil absence 
• First-time entrants to the youth justice system 
• 16-18 year olds not in education, employment or training 
• Adults with a learning disability / in contact with secondary mental health services who live in 


stable and appropriate accommodation 
• People in prison who have a mental illness or a significant mental illness 
• Employment for those with long-term health conditions including adults with a learning 


disability or who are in contact with secondary mental health services  
• Sickness absence rate 
• Killed and seriously injured casualties on England’s roads 
• Domestic abuse 
• Violent crime (including sexual violence) 
• Re-offending levels 
• The percentage of the population affected by noise 
• Statutory homelessness 
• Utilisation of green space for exercise/health reasons 
• Fuel poverty 
• Social isolation 
• Older people’s perception of community safety 
 
 
2.  Health improvement 
Objective 


People are helped to live healthy lifestyles, make healthy choices and reduce health 
inequalities 


Indicators 


• Low birth weight of term babies 
• Breastfeeding 
• Smoking status at time of delivery 
• Under 18 conceptions* 
• Child development at 2-2½ years (under development) 
• Excess weight in 4-5 and 10-11 year olds* 
• Hospital admissions caused by unintentional and deliberate injuries in children and young 


people aged 0-14 and 15-24 years  
• Emotional well-being of looked after children 
• Smoking prevalence – 15 year olds (placeholder) 
• Self-harm 
• Diet 
• Excess weight in adults 
• Proportion of physically active and inactive adults 
• Smoking prevalence – adult (over 18s) 
• Successful completion of drug treatment 
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• People entering prison with substance dependence issues who are previously not known to 
community treatment 


• Recorded diabetes 
• Alcohol-related admissions to hospital 
• Cancer diagnosed at stage 1 and 2 
• Cancer screening coverage 
• Access to non-cancer screening programmes 
• Take up of the NHS Health Check Programme – by those eligible* 
• Self-reported wellbeing 
• Falls and injuries in people aged 65 and over 
 
 


 
4.  Healthcare public health and preventing premature mortality 
Objective 


Reduced numbers of people living with preventable ill health and people dying prematurely, 
while reducing the gap between communities. 


Indicators 


• Infant mortality 
• Tooth decay in children aged 5 
• Mortality from causes considered preventable 
• Mortality from all cardiovascular diseases (including heart disease and stroke) 
• Mortality from cancer 
• Mortality from liver disease 
• Mortality from respiratory diseases 
• Mortality from communicable diseases 
• Excess under 75 mortality in adults with serious mental illness 
• Suicide rate 
• Emergency readmissions within 30 days of discharge from hospital 
• Preventable sight loss 
• Health-related quality of life for older people 
• Hip fractures in people aged 65 and over 
• Excess winter deaths 
• Estimated diagnosis rate for people with dementia 
 
 
 
 
 
 


3.  Health protection 
Objective 


The population’s health is protected from major incidents and other threats, while reducing 
health inequalities 


Indicators 


• Fraction of mortality attributable to particulate air pollution 
• Chlamydia diagnoses (15-24 year olds)* 
• Population vaccination coverage 
• People presenting with HIV at a late stage of infection 
• Treatment completion for Tuberculosis (TB) 
• Public sector organisations with board-approved sustainable development management plan 
• Comprehensive, agreed inter-agency plans for responding to health protection incidents and 


emergencies* 
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Appendix 5: Public health agreement  
 
Title   
  Care Connect Services 2014-15 


  Description 
  To ensure provision of emergency communication alarms to minimise to reduce the 


occurrence of injury, or injury escalating. Ensuring disabled / older people can remain at 
home increasing the personal wellbeing of the individual 


  Strategic priority 
    
  Contribution to Public Health Outcomes Frameworks 
    
  Contribution to reducing health inequalities 
    
  Public Health Objective 1 
  Miscellaneous Public Health Services 
  Public Health Sub - Objective 2 
  Other Public Health Services 
  Public Health Outcome 
  provide and Effective and responsive emergency contact facility 
  Investment Objectives 
  


To support disadvantaged Individuals in their own Home - increasing Mental wellbeing 
  Investment value 
  £704,000 
  Investment Period  


  2014-15 


  Measurable Performance Indicator 
  


Number of operating Emergency Contacts Facilities installed and Maintained in the County 
  Frequency of Reporting 


  Quarterly 


  Location in Ledger 
  all of 031706, 031700, 031701 
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Appendix 6: Utilisation of public health grant to tackle social determinants of health  
 


Public Health Category  Description  


3 Community Safety 4 Real Young People Alcohol Misuse  


2 General Prevention  Think Family - Family Pathfinder 


2 General Prevention Young People Engagement in health  


1 Wider Determinants of Health  Travellers Sites (Early Intervention and 
Involvement)  


2 General Prevention  Teenage Pregnancy  


3 Community Safety Domestic Violence (Early Intervention 
and Involvement)  


3 Community Safety Community Support Team - Family 
Support 


3 Community Safety Safer Communities  


2 General Prevention  One Point Service, early years 


1 Wider Determinants of Health  Road Safety  


1 Wider Determinants of Health  Wider Accident Prevention  


2 General Prevention  Indoor Sport & Physical Activity 


1 Wider Determinants of Health  Sustainability & food security  
and accessibility  


1 Wider Determinants of Health  Homelessness  


1 Wider Determinants of Health  Care Connect Services,  
older peoples support 


2 General Prevention  Welfare Rights and income maximisation 
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Appendix 7: Communication Plan 
 


 Contracts ending in 2014-15 Communication Requirements Deadline Lead 
1 Contracts ending on  


31. 8. 14  
7 CDDFT Health Improvement 
Services  and  Health Trainer 
Provision/training and 
infrastructure provided by 
Durham Rural Community 
Company,  Pioneering Care 
Partnerships, Open College 
Network, EPIC Ltd and Health 
Trainer Provision – Mental 
health – Waddington Street 


Letters will be sent to providers at 
the same time as 5 month 
contracts are issued (following 
Legal approval of Terms and 
Conditions). This will confirm that 
the contracts will end on 31.8.14. 
PH Leads have already informed 
providers of plans, and the CDDFT 
have been kept informed in letters 
and at regular contract meetings. 
 
Briefings have been sent out to 
stakeholders re the Wellbeing 
Procurement. 


30 May 
2014 


SR/TR 


2 Contracts ending on 30.9.14 
• CDDFT Specialist 


Midwife 
• CDDFT Obesity and  


Physical Activity Children  
• CDDFT Sexual Health 


Services  


The CDDFT has been sent a letter 
re the commissioning intensions for 
2014-15. 
A further reminder letter regarding 
the fact that the Specialist Midwife 
and Obesity elements will end on 
30.9.14 will be sent by the end of 
June. 
 
A report will be taken to the CCGs 
on 26 June for discussion re the 
future health commissioning of Tier 
3 Obesity Service  


End of 
June 2014 
 
 
 
 
 
 
26 June 
2014 


SC/NW 
 
 
 
 
 
 
 
DPH 


3 Contracts ending on 31.12.14 
(Drug and Alcohol Services) and 
31.3.15 (see Table 2 in Section 
3 of the report). 


Letters will be sent out to providers 
at the same time as 12 month 
contracts are issued (following 
Legal approval of Terms and 
Conditions).  
 


Notification letters sent to providers 
by the end of September will 
confirm the end date. 
 


A report will be taken to the CCGs 
on 26 June for discussion re: the 
future health commissioning of 
Health appointment volunteer 
driver schemes (provided by SRC 
and RSVP), Macmillan Cancer 
Service (CDDFT) and Exercise on 
Referral. 
 
Regular briefings are sent out to 
stakeholders re the Drug and 
Alcohol Review as set out in the 
project plan.  


30 May 
2014 
 
 
 


 
End of 
September 
2014 
 
 
End of 
June 2014 
 
 
 
 
 
 
 


SR 
 
 
 
 
 
SR 
 
 
 
 
DPH 
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Meeting Date: 9 September 2014 
 Item No: GB/14/276 


GOVERNING BODY 
 


Report Title  Update on the Francis Report 
Author and Job Title  Gill Findley, Director of Nursing 
Sponsor Director Gill Findley, Director of Nursing 
Date 11/07/14 
 
Purpose  of report  
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


In April 2013 Sir Robert Francis QC presented the second report into the 
failings at Mid Staffordshire hospital. This report concentrated on the 
agencies involved in regulation and monitoring the organisation and why 
they did not act upon the problems as they emerged. A summary of the 
report was presented to the Governing Body in May, following a public 
consultation event held at the end of April 2013. Later in 2013 two 
further reports into patient safety were published. In December 2013, the 
CCG received a joint action plan covering the following 3 reports: 
 
“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 
 
This paper is a 6 monthly update for governing body showing the 
progress made against the actions and the outstanding actions. 
 


Summary of key 
points  
 
 
 
 
 
 


• All 290 recommendations from the Francis report have been 
reviewed to determine the actions required by the CCG as many 
of the recommendations are for other agencies or require national 
policy change 


• The attached spreadsheet shows the recommendations for 
CCGs. Each recommendation has been reviewed and RAG (red 
amber green) rated for progress 


• Only 4 actions remain amber: 
    Ward managers to be supervisory 
    Implementation of a post discharge phone call 
    Adoption of the national early warning score system 
    Ensuring the views of student nurses are heard 
 


There are actions in place to address each of these areas. 
 


 
 
 







 
 


DDES approval 
route 
 


• Paper to governing Body April 2013 
• Public meeting held 30th April 2013 
• Update received by Governing Body in December 2013 
• Executive Committee 29 July 2014 


 
  
Other consultation 
routes 


 


  
Supporting 
documentation / 
Appendices 
 


• Action Plan 


 
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 Executive Committee is asked to: 
• Note the progress 
• Agree to submission to Governing Body 
 
The Governing Body is asked to: 
• Note the progress 
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Meeting Date: 9 September 2014 
 Item No: GB/14/267 


Governing Body 
 


Report Title  Better Care Fund update 
Author and Job Title  Mark Pickering, Director of Finance, and Sarah Burns, Director of 


Commissioning 
Sponsor Director Mark Pickering, Director of Finance 
Date 3 August 2014 
 
Purpose  of report  
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 


The attached report captures the latest position on the emerging 
guidance on the better care fund, and identifies the agreed position with 
Durham County Council. 
It also identifies the need for the Health and Wellbeing Board to sign off 
the latest plan on 3rd September 2014. 
This paper is an update at a point in time.  The plan is currently in 
development and delegated authority is requested from the governing 
body to finalise and submit the plan.   
A presentation will be made to the governing body on 9th September on 
the final plan. 


Summary of key 
points  
 
 
 
 
 
 


• The Better Care Fund (BCF) is a pooled budget with Durham County 
Council effective from 1st April 2015. 


• BCF Submissions have previously been made to NHS England, the 
most recent of which was made on 4th April 2014.  These have been 
reviewed against national parameters to assess levels of risk and 
ambition. 


• Additional guidance has been issued in late July 2014 which 
identifies the need to aspire to a minimum of a 3.5% reduction in 
non-elective acute admissions for the CCG, unless a credible case 
can be made to justify a lower ambition.  The CCGs across County 
Durham have a current level of ambition of 1% reduction. 


• An element of the funding within the BCF is now identified against 
this performance measure, which equates to approximately £3.398m 
for County Durham as a whole.  If this 3.5% reduction is not 
achieved, then these ‘performance funds’ may be retained by the 
CCGs to fund the additional risk associated with these unplanned 
non-elective admissions. 


• It is recognised that contracts with local acute trusts have not been 
reduced by the full 3.5% previously, and therefore both CCGs as 
commissioners are not exposed to the full 3.5% risk, but merely to 
our current ambition levels of 1%.  This equates to approximately 
£1m at 2014/15 prices.  It is expected that this reduced level of risk 
may be managed through slippage against other elements of the 
BCF. 


• The attached report has been produced by Durham County Council, 


 
 
 







following joint discussions between Finance and Commissioning 
colleagues from North Durham CCG, DDES CCG and Durham 
County Council. 


 
 


  
 
 


DDES approval 
route 
 


Formal Executive Committee (CQF&P) 26th August 2014 
 


  
Other consultation 
routes 


 
 


  
Supporting 
documentation / 
Appendices 
 


• Appendix 1 – Better Care Fund report to the Children and Adults 
Services - Service Management Team – 31 July 2014 
 
 


 
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 Executive Committee is asked to: 
• Note the latest update regarding BCF Guidance. 
• Note and discuss the changes in performance funding linked to non-


elective admissions. 
• Discuss and agree the reduced level of risk for the BCF associated 


with current ambition levels within contracts with acute providers. 
• Note sign off requirements in early September 2014 
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The Governing Body is asked to: 
• Note the latest update regarding BCF Guidance. 
• Note and discuss the changes in performance funding linked to non-


elective admissions. 
• Note the reduced level of risk for the BCF associated with current 


ambition levels within contracts with acute providers. 
• Note sign off requirements in early September 2014 
• Approve delegated authority to the Chief Clinical Officer and Chief 


Operating Officer for sign off of the final plan 
• Note that a presentation will be made to the Governing Body on the 


content of the final plan 
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Children and Adults Services  
Service Management Team 
 
31 July 2014 
 
Better Care Fund Update 
 


 


 
 


Report of Peter Appleton, Head of Planning and Service Strategy and Paul 
Darby, Head of Finance 
 
Purpose of the Report 
 
1. To provide CAS SMT with an update on the Better Care Fund (BCF) and to 


outline the implications arising from the recently received updated guidance / 
requirements to finalise the BCF plan, published by NHS England and the Local 
Government Association on 25 July 2014. Subject to comments from CAS SMT, 
this report will be presented to Health & Wellbeing Board Officer Group 14 
August 2014 and CMT on either 6 August 2014 or 20 August 2014. 
 


Background 
 
2. An initial draft of the County Durham BCF plan was submitted to the Durham 


Darlington and Tees Area Team on 14 February 2014 and following an assurance 
process a revised plan, incorporating the additional information requested, was 
resubmitted on 4 April 2014. 
 


3. These plans, which come into force in 2015/16 set out proposed investment of a 
pooled budget totalling £43.7m, funding for which came from existing funding 
streams and a top slice of CCG budgets, and were subject to an assurance 
process led by NHS Area Teams and Local Government regional peers. This 
highlighted that further work was required on some plans, particularly around the 
performance metrics and level of ambition in terms of stretched targets; the level 
of finance data, including approaches to shared risk and reward and the 
alternative arrangements should the BCF Plan not deliver the required savings; 
and in relation to provider engagement in the planning process. 


 
4. Ministers subsequently confirmed that no BCF plans would be formally signed off 


in April 2014.   Revised guidance has been awaited for a number of months now, 
with mixed messages in terms of Health and LGA statements and changed 
requirements being evident. 


 
5. A national joint Better Care Fund programme team has been established working 


across Whitehall, local government and the NHS.  Dame Barbara Hakin, National 
Director of Commissioning Operations, NHS England, has taken on overall 
responsibility for delivery of the BCF through this team.   
 


6. Andrew Ridley has been appointed as the new Better Care Fund Programme 
Director to lead the work of a joint team which includes colleagues from NHS 
England, Local Government Association, Department of Health and the 
Department for Communities and Local Government.  This team will drive forward 
progress and provide local areas with the support they need. 
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7. On 5 July 2014, it was announced that 14 authorities had been fast tracked and 


were viewed as having “exemplar” plans.  They were asked to complete revised 
BCF planning templates and were to road test the revised guidance, where after 
all local authorities would be required to revise their BCF plans in line with this 
revised guidance and updated planning templates. 


 
8. In a letter dated 11 July 2014 to Health and Wellbeing Board Chairs from the BCF 


Programme Director, it was confirmed that plans subject to the fast track process 
have not been formally approved but have been identified as ones which exhibit 
strong potential and it is envisaged that they can provide “exemplar” plans for 
other Health and Wellbeing Board areas to use to help them further develop their 
own BCF plans.   


 
9. It was also noted that refreshed guidance would provide further detail on the 


changes to risk sharing, pay for performance framework and the full range of 
performance metrics. The revised guidance and planning templates were 
subsequently published on 25 July, details as follows:: 


 
• cover letter from Andrew Ridley, Better Care Fund Programme Director, 


setting out the main changes to the Better Care Fund Programme 
• Revised BCF planning guidance 
• Revised BCF technical guidance 
• BCF planning templates, part one (narrative) and part two (metrics and 


finance) 
 
Fast track BCF plans 
 
10. NHS England and the Local Government Association have identified a small 


number of plans from Health and Wellbeing Board areas which were submitted in 
April 2014 which are closest to meeting the criteria for sign off. Fourteen plans 
have been identified nationally. 
 


11. These areas have been identified to complete revised Better Care Fund plans on 
a fast track timetable to determine whether they can be assured as “exemplar” 
BCF plans.  These fast track plans are being assured against guidance which 
outlines what a good plan looks like and using revised draft BCF templates.  
Locally, Sunderland has been identified as part of this fast track process. 


 
Performance and risk sharing – national guidance 
 
12. In June 2013, when the Government first announced it would be allocating £3.8 


billion to a “new” pooled budget to the BCF (initially called the Integration 
Transformation Fund) guidance outlined that an element of funding would be 
linked to performance and outcomes.  This element was subsequently removed at 
the end of 2013 when it was decided by ministers that it would be inappropriate to 
take money away from areas struggling to make improvements and also to 
recognise that there was often a time lag between the transformation activity / 
intervention and the release of cashable efficiencies. 
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13. However, the landscape for the BCF has significantly changed since the 
appointment of Simon Stephens as the new Chief Executive for NHS England, 
with the focus of the BCF now being firmly on the reduction of emergency 
admissions. 


 
14. In a letter dated 11 July 2014 to Health and Wellbeing Board Chairs, from Jon 


Rouse, Director General, Social Care, Local Government and Care Partnership 
and Helen Edwards, Director General, Localism for Department for Communities 
and Local Government, Health and Wellbeing Boards are being asked to propose 
their own performance “pot” based on their level of ambition for reducing 
emergency admissions with a guideline reduction requirement of at least 3.5%.  
The local share of the national £1bn performance element of the fund will be paid 
for delivery of this target, with the proportion depending on the level of ambition 
target set.  If local areas do not achieve their targets this money will be made 
available to CCG’s to pay for unbudgeted acute activity. The premise of this 
seemingly being that CCG’s will have top sliced acute budgets on the back of 
interventions and transformational activity within the BCF. 


 
15. Following publication of the revised BCF planning and technical guidance, the 


substantive change in policy is that, of the £1.9bn additional NHS contribution to 
the BCF, £1bn will remain within the BCF but will now be either commissioned by 
the NHS on out-of-hospital services or be linked to a reduction in total emergency 
(non- elective) admissions.  The intention of this policy change is to ensure that 
the risk of failure for the NHS in reducing emergency admissions is mitigated, and 
CCGs are effectively compensated for unplanned non elective activity.  


 
16. The £1bn proportion of the BCF linked to a reduction in total emergency 


admissions will replace what was originally the ‘pay for performance’ fund linked 
to the production of a plan and delivery against national and local metrics. Total 
emergency admissions replaces the original metric of avoidable emergency 
admissions.  Health and Wellbeing Boards are invited to agree a target reduction 
in total emergency admissions as outlined above. 


 
17. For the proportion of the £1bn funds linked to a reduction in total emergency 


admissions, money will be released from the CCG into the pooled budget on a 
quarterly basis, depending on performance. These payments will be made in 
arrears as follows: 


 
• May 2015 (based on Quarter 4 2014/15 performance) 
• August 2015 (based on Quarter 1 2015/16 performance) 
• November 2015 (based on Quarter 2 2015/16 performance) 
• February 2016 (based on Quarter 3 2015/16 performance) 


 
18. The remaining proportion of the £1bn will be released to the CCG upfront in 


Quarter 1 in 2015/16. 
 


19. If the locally set target is achieved then all of the funding linked to performance 
will be released to the Health and Wellbeing Board to spend on BCF activities 
from the CCG. If the target is not achieved, then the CCG can retain the money 
proportional to performance, to be spent by the CCG in consultation with the 
Health and Wellbeing Board.   
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20. The expected minimum target reduction in total emergency admissions will be 


3.5% for all Health and Wellbeing Board areas, unless an area can make a 
credible case as to why it should be lower.  All areas can set more ambitious 
targets should they wish, and the amount of funding linked to performance will 
increase accordingly. 


 
21. The local target and resulting funding linked to total emergency admissions will be 


based on the total figure for the whole Health and Wellbeing Board area, not just 
to the portion resulting from BCF schemes. 


 
22. No payment will now be linked to any other metrics, although Health and 


Wellbeing Boards will be expected to continue to set levels of ambition for these 
within their plans.   


 
23. The revised guidance also changes the baseline data to 2013/14 with targets and 


level of ambition based on this.  Durham’s current plan uses 2012/13 data at the 
baseline. 


 
24. In a press release on 8 July 2014, David Pearson, President of ADASS raised 


concerns that any reduction in funding of social care as a result of proposed 
changes to the BCF will make the situation worse by leading to further social care 
cuts. 


 
25. The revised guidance now includes that all plans will be expected to clarify the 


level of protection of social care services from the £1.9bn NHS additional 
contribution to the BCF. Within the BCF is £135m that has been identified for 
implementation of the Care Act.  This is to reflect that social services and 
changes within the Care Act not only impact on local authorities but more broadly 
on the NHS and other local partners.  Local plans should consider how the BCF 
may be used to support common areas of focus which deliver the Care Act but 
also underpin shared local priorities and the new guidance requires the BCF 
plans to clearly articulate what proportion of the funding is being allocated to Care 
Act implications.  The revised template specifically asks for the following: 


 
• Total amount from the BCF that has been allocated for the protection of 


social care services 
• The total level of resource that will be dedicated to carer-specific 


support, and the nature of that support 
• Confirmation that at least the local proportion of the £135m has been 


identified from the NHS £1.9bn funding for implication of the new Care 
Act duties on councils (including new entitlements for carers, self-
funders, national minimum eligibility threshold, advocacy, safeguarding, 
and other measures in the Care Act) 


 
26. As part of the performance reward element of the BCF and the requirements for 


pooling budgets, a clear framework for local risk sharing of activity forming part of 
the BCF will also need to be introduced.  This will not extend to Local 
Government being accountable for overspending on acute activity but CCG’s and 
the Council sharing risk and reward (including any under and overspending) for 
activity within the BCF.  
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27. To encourage provider engagement, there is now also a requirement for projected 
non-elective activity data to be shared with local acute providers, and providers 
will need to submit their commentary in response to those figures to confirm the 
extent to which they agree with the projections, and set out that those 
assumptions are built into their own two year plans. 


Care Act 
 
28. DCC finance colleagues attended a County Council’s Network meeting in July 


2014 where it was raised by Department of Health colleagues that the allocation 
of funding for additional adult social care assessments in prisons is to be included 
in the BCF.  However the funding formula as to how the allocation is distributed 
still needs to be agreed. 
 


29. There has been no clarity provided by DoH colleagues in relation to this area of 
work and there is no explicit reference to prison related costs in the newly 
published BCF guidance; however there is a requirement to include the new 
duties resulting from the Care Act, of which this is one.    


 
Current Position in County Durham – Financial and Risk Issues 
 
30. The Better Care Fund Task and Finish group has continued to meet since the 


BCF Plan was submitted in April 2014 and the Governance arrangements for 
delivering the various projects and transformational change required by the BCF 
have been developed over the last few months.  This group includes colleagues 
from the County Council and both Clinical Commissioning Groups and has 
reviewed the updated draft guidance and revised draft data collection templates 
received. Good working relationships are evident and this is a particular strength 
in terms of reacting to the changes and new requirements. 
 


31. A gap analysis has been undertaken against the “what a good plan looks like” 
guidance and Council and CCG colleagues are currently working to update 
additional information where required.  Following the publication of the revised 
BCF guidance and planning templates on 25 July 2014, this is being reviewed 
further at present. 


 
32. A meeting has taken place between DCC finance colleagues and Sunderland 


Council and CCG colleagues to discuss the updated financial assessment 
templates and risk sharing agreements included in their “exemplar” plan. 
Sunderland has agreed to share their completed BCF template with us, and we 
are currently waiting to receive this. 


 
 


33. The revised planning template now requires the provision of quarterly targets for 
2014/15 and 2015/16 for non-elective admissions (the payment for performance 
metric) and delayed transfers of care.  The remaining metrics require annual 
targets as follows: 


 
• Permanent admissions of older people (aged 65 and over) to residential 


and nursing care homes, per 100,000 population 
• Proportion of older people (65 and over) who were still at home 91 days 


after discharge from hospital into reablement/rehabilitation services 
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• Patient/Service user experience metric – The number of carers who are 
very/extremely satisfied with the support or service that they receive  


• Local metric - The number of people in receipt of Telecare per 100,000 
population) 


 
34. As outlined in paragraph 20, Health and Wellbeing Boards are being asked to 


propose their own performance pot, based on their level of ambition for reducing 
emergency admissions with a guideline reduction of at least 3.5%.  The current 
plan includes a reduction of 1%, recognising current and past performance and 
demand within the system.  CCG’s are currently considering the implications of 
this, however there will need to be very clear rationale if the Durham ambition is 
lower than the guideline reduction of 3.5% in the final submission. 


 
35. CCG’s have received some benchmarking data from the Area Team on BCF 


outcomes across the Northern Region and along with the published guidance, 
DCC and CCG colleagues are using this information to review the  ambition of 
current targets. The current plan is considered weak in terms of ambition. 


 
36. Indications are that the performance-related element of the BCF for Durham is 


£11.327m. Extrapolating national figures, assuming Durham sets a target of 3.5% 
for reducing emergency admissions, 70% of the monies included in the 
performance element of the BCF, £7.929m, would be passported to the BCF. The 
remaining £3.398m would be at risk, and would only be added to the BCF subject 
to meeting the admissions target. If part of the target was met, then a proportion 
of this element would be added to the BCF.  


 
37. Any balance not added to the BCF would be available to CCG’s to spend in 


consultation with the Health and Wellbeing Board. In effect, the implication is that 
any balance would be made available to the Foundation Trusts (FT’s) to 
compensate for additional demand pressures as a result of admissions targets 
not being met. It is assumed in these circumstances that funds would have been 
deducted from Trust contracts at a level commensurate with the reduction in 
emergency admissions targets, although this would depend upon local factors. 
The CCG’s are currently identifying the actual reduction in contract values, and 
therefore the “real” risk level for Durham, which is anticipated to be less than the 
£3.398m and reflective of the relative strong financial position of our local CCG’s 
and the relative financial stability of CDDFT. This is clearly not the case across 
the whole of the country. 


 
38. Clearly there are concerns re setting the key performance target at a prescribed 


level which is likely to be difficult to achieve with the subsequent redirection of 
BCF monies. Therefore following discussions various mitigating actions are 
suggested below. 


 
39. Pooling arrangements are due to commence from 1 April 2015, and clear risk-


sharing arrangements will be required to ensure that any BCF projects are in 
effect ring-fenced within the pool. If there is any under spend available during the 
year, this should only be used for BCF-related projects and not utilised to directly 
support, for example, any over spends relating to acute budgets. Although these 
monies can be used to support projects which will have an impact on future 
admissions targets. Clear budgetary responsibilities and transparent budget 
monitoring arrangements will need to be in place to control the pooled monies.  
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40. Volatility analysis on BCF-related projects is currently being undertaken to provide 


assurance on any potential problem areas, although there are a number of fixed 
and non-recurrent contracts / activity included in the BCF with limited financial 
risk. An overall over spend position across the pooled budget would be 
problematic for all partners, and again this will need to be addressed within the 
risk-sharing agreement. Key to preventing this will be the establishment of robust 
monitoring arrangements and a prudent approach to committing expenditure to 
non-recurrent activity. There are a number of projects within the BCF that can be 
ceased at relative short notice and some contingent sums not allocated to specific 
activity but held against “transformational activity” that were originally envisaged 
as providing cover for any unforeseen impacts of the Care Act. 


 
41. Analysis of the VAT implications of pooling funds is also being undertaken with 


the possibility of creating headroom within the BCF by the Council being able to 
reclaim additional input tax. As part of this careful consideration is being given to 
the Council’s partial exemption VAT position status to ensure that the authority is 
not financially disadvantaged as a result of the new pooling arrangements. 


 
42. Partner organisations will review all BCF planned expenditure to determine 


whether any discretionary spend, particularly in relation to FT contracts, could be 
redirected to support acute contracts, should this prove to be necessary. 


 
43. Due to the relatively late start in the short term intervention service (ISIS) project 


during 2014/15, a key component of transformational activity in the BCF with 
specific links to achievement of the non-elective admissions targets, there is likely 
to be an in-year underspend which could be used to create an earmarked reserve 
to underwrite possible BCF pressures from 2015/16.  


 
44. Separately Durham County Council currently holds £4.321m of s256 monies on 


behalf of CCG’s which could be used to supplement BCF requirements in the 
future, subject to CCG agreement. 


 
45. New responsibilities with regard to prisons continue to be a concern. As indicated 


earlier, nationally £135m of the BCF has been identified to support the 
implementation of the Care Act. For Durham, assuming a similar proportion of 
national funding as for the performance element, this would equate to £1.529m. 
Funds currently attributable to Care Act responsibilities within the BCF amount to 
£1.121m, which is clearly less than the notional amount identified above. Note 
that at the time of the initial BCF submission, new responsibilities regarding 
prisons were not specifically identified as a BCF element and therefore any 
additional costs relating to this area would be an additional financial pressure.  


 
46. The formula for allocation of funding for the new responsibilities linked to prisons 


is currently being developed nationally and it is reasonable to assume that County 
Durham will receive a higher proportion of whatever is allocated to this than is 
normally the case for other social care funding given the number of prisons in our 
area. This will presumably augment the BCF funding pot and it would be 
reasonable to allocate this to CAS to offset the new burdens linked to this activity. 
CCG colleagues acknowledge this and the BCF may need to be amended further 
as the position becomes clearer. 
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47. The Better Care Task and Finish Group has a meeting arranged for the 1 August 
2014 to review progress and identify any further work which may need to take 
place to finalise the revised plan across the summer. 


 
Agreement by the Health and Wellbeing Board 
 
48. Every Health and Wellbeing Board (including the 14 areas who have been part of 


the fast track process) are being asked to sign off and resubmit their Better Care 
Fund Plan by 19 September 2014.  Up to and after this date there will be a 
support and assurance process so that Simon Stevens, Chief Executive of NHS 
England (as the accounting officer of the BCF) and Ministers can be confident 
that the plans are affordable and deliverable in 2015/16. 


 
49. A report will be presented to the Health and Wellbeing Board at their development 


session on 3 September 2014 with a copy of the updated templates for County 
Durham’s Better Care Fund Plan, prior to submission on 19 September 2014. 
Relevant governance arrangements are in place to ensure sign-off by partner 
organisations prior to the 3 September meeting. A copy of this report will be 
presented to CCG Management Executive Team meetings in the coming week. 


 
50. It is also recommended that a request is made to the Health and Wellbeing Board 


to delegate responsibility for finalising the final technical aspects of the BCF 
template to the Corporate Director, Children and Adult Services, Durham County 
Council, the Chief Clinical Officer, DDES CCG and the Chief Operating Officer, 
ND and DDES CCG’s in consultation with the Chair of the Health and Wellbeing 
Board prior to submission on 19 September 2014.   


 
Next steps  
 
41. In a letter sent to Health and Wellbeing Board Chairs on 23 July 2014, Andrew 


Ridley, BCF Programme director outlined the national guidance in terms of an 
updated timetable for the BCF, details as follows: 
 


• 14 – 25 July - Work with fast track areas to demonstrate what good 
looks like, and refine templates and accompanying guidance 


• 23 July - Issue new timetable to areas 


• 25 July - Issue new templates, guidance and support material to 
HWBs, CCGs and LAs 


• 25 July – 19 September – 
o Work with NHS England local area teams, LGA and health 


transformation taskforce on improving local plans  
o Assurance methodology designed and validated with training 


delivered to teams doing assurance. 
o During this period there will be 3 check points conducted by 


LATS/Local government with each HWBB to assess where you 
think you need to make greatest improvement, then access 
appropriate support to address these issues (some of which will 
be provided nationally, some of which you will be best placed to 
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work on locally) and track progress as your plan develops over 
this two month period 


• 19 September (midday) - All areas to submit revised plan 


• 19 September – 3 October – Intensive two week desktop review of 
plans: All 151 plans assessed using common methodology and 
segmented into categories.  


• 6 October – 10 October - Moderation of assurance to ensure 
consistency; meta-analysis of data; production of summary reports. 


• 6 October – 10 October - Review of plans by Simon Stevens, NHS 
England Chief Executive and Sir Bob Kerslake, Department for 
Communities and Local Government Permanent Secretary 


• 13 October – 17 October - Presentation of findings to Ministers for 
approval/sign off 


 
42. Following CAS SMT consideration of this report, CCG Management Executive 


Teams will also consider this report to ensure share clarity over the interpretation 
of the guidance and strategic direction of our joint plan in advance of reporting to 
the Health and Wellbeing Board. A report similar to this one will be submitted to 
the Health & Wellbeing Board Officer Group 14 August 2014. This won’t include 
the updated BCF planning templates at that stage. A report will then be presented 
to the Health and Wellbeing Board development session on 3 September 2014 
with a copy of the updated templates. 
 
 


Recommendations: 
 
43. CAS SMT are recommended to: 


• Note the current position, progress and next steps in relation to the 
development of the BCF in line with the new guidance and provide any 
comments 


• Agree whether a report should be presented to CMT on 6 August 2014 
(ie prior to the Officer Health and Wellbeing Group) or on 20 August 
2014 (ie after the Officer Health and Wellbeing Group). 


• Not that a report will be presented to the Officer Health and Wellbeing 
Group on 14 August 2014 


• Note that the County Durham BCF plan will be presented to the Health 
and Wellbeing Board for agreement on 3 September 2014, with sign off 
of any amendments made to the plan after this date being delegated to 
the Corporate Director, Children and Adult Services, Durham County 
Council, the Chief Clinical Officer, DDES CCG and the Chief Operating 
Officer, ND and DDES CCG’s in consultation with the Chair of the 
Health and Wellbeing Board prior to submission on 19 September 
2014.   


 
Contacts:  
Andrea Petty, Strategic Manager – Policy, Planning & Partnerships Tel: 
03000 267312 
Julie Bradbrook, Partnership Manager  Tel: 03000 267325 
Andrew Gilmore, finance Manager  Tel: 03000 263497  
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Background Papers 
 


• BCF HWB report, 21 January 2014  
• BCF HWB report 3 March 2014 
• Letter dated 11 July 2014 to Health and Wellbeing Board Chairs, from Jon 


Rouse, Director General, Social Care, Local Government and Care 
Partnership and Helen Edwards, Director General, Localism for Department 
for Communities and Local Government 


• Letter dated 11 July 2014 to Health and Wellbeing Board Chairs from Andrew 
Ridley, BCF Programme Director 


• Letter dated 23 July 2014 to Health and Wellbeing Board Chairs, from Andrew 
Ridley, BCF Programme Director  


• Cover letter for BCF guidance 
• BCF planning guidance 
• BCF technical guidance 
• Revised templates (part 1 and 2) 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appendix 1:  Implications 
 
Finance – The Fund provides for £3.8 billion worth of funding in 2015/16 to be spent 
locally on health and care to drive closer integration and improve outcomes for 
patients and service users and carers. 
 
The June 2014 Spending Round set out the following:- 


• 2014/15: A further £200m transfer from the NHS to adult social care, in 
addition to the £900m transfer already planned 
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• 2015/16: £3.8bn to be deployed locally on health and social care through 
pooled budget arrangements 


 
In 2015/16 the Fund will be created from £1.9bn of additional NHS funding based on 
existing funding in 2014/15 that is allocated across the health and wider care system 
as follows: 


• £130m Carers’ Break funding 
• £300m CCG reablement funding 
• £354m capital funding (including £220m Disabled Facilities Grant) 
• £1.1bn existing transfer from health to adult social care. 


 
The £3.8bn Fund therefore includes £130m of NHS funding for carers’ breaks. 
Local plans should set out the level of resource that will be dedicated to carer specific 
support, including carers’ breaks, and identify how the chosen methods for 
supporting carers will help to meet key outcomes (e.g. reducing delayed 
transfers of care).  The Fund also includes £300m of NHS funding for reablement 
services. Local plans will therefore need to demonstrate a continued focus on 
reablement. 
 
The Disabled Facilities Grant has been included in the Fund so that the provision 
of adaptations can be incorporated in the strategic consideration and planning of 
investment to improve outcomes for service users.  DFG will be paid to upper-tier 
authorities in 2015/16. However, the statutory duty on local housing authorities to 
provide DFG to those who qualify for it will remain. Therefore each area will have 
to allocate this funding to their respective housing authorities from the pooled budget 
to enable them to continue to meet their statutory duty to provide adaptations to the 
homes of disabled people, including in relation to young people aged 17 and under. 
 
DH Adult Social Care capital grants (£134m) will also reach local areas as part of 
the Fund. Relevant conditions will be attached to these grants so that they are 
used in pooled budgets for the purposes of the Fund. 
 
In addition, it was announced as part of the Spending Round that the Better Care 
Fund would include £135m of revenue funding for costs to councils resulting from 
the Care Act in 2015/16.  This revenue funding will be identified from the £1.9bn 
of NHS funding, and will cover a range of new duties on councils relating to the 
Care Act, (including new entitlements for carers, national minimum eligibility 
threshold, advocacy, safeguarding and other measures in the Care Act) 
 
Indications are that the performance-related element of the BCF for Durham is 
£11.327m. Extrapolating national figures, assuming Durham sets a target of 3.5% for 
reducing emergency admissions, 70% of the monies included in the performance 
element of the BCF, £7.929m, would be passported to the BCF. The remaining 
£3.398m would be at risk, and would only be added to the BCF subject to meeting 
the admissions target. If part of the target was met, then a proportion of this element 
would be added to the BCF. 
 
Any balance not added to the BCF would be available to CCG’s to spend in 
consultation with the Health and Wellbeing Board. In effect, the implication is that any 
balance would be made available to the Foundation Trusts (FT’s) to compensate for 
additional demand pressures as a result of admissions targets not being met. It is 
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assumed in these circumstances that funds would have been deducted from Trust 
contracts at a level commensurate with the reduction in emergency admissions 
targets, although this would depend upon local factors. The CCG’s are currently 
identifying the actual reduction in contract values, and therefore the “real” risk level 
for Durham, which is anticipated to be less than the £3.398m and reflective of the 
relative strong financial position of our local CCG’s and the relative financial stability 
of CDDFT. This is clearly not the case across the whole of the country 
 
Staffing - Workforce capacity and capability has been highlighted as an issue across 
the health and care system when the BCF plans are implemented. 
 
Risk - The Health and Wellbeing Board need to jointly agree a local BCF proposal for 
County Durham, which sets out how the pooled funding will be used and the ways in 
which the national and local targets attached to the £1bn proportion of the BCF linked 
to a reduction in total emergency admissions  
 
For the proportion of the £1bn funds linked to a reduction in total emergency 
admissions, money will be released from the CCG into the pooled budget on a 
quarterly basis, depending on performance on achievement of agreed performance 
targets. 
 
As part of the performance reward element of the BCF and the requirements for 
pooling budgets, a clear framework for local risk sharing of activity forming part of the 
BCF will also need to be introduced.  This will not extend to Local Government being 
accountable for overspending on acute activity but CCG’s and the Council sharing 
risk and reward (including any under and overspending) for activity within the BCF. 
 
Equality and Diversity / Public Sector Equality Duty – No implications 
 
Accommodation - No implications. 
 
Crime and Disorder - No implications. 
 
Human Rights - No implications. 
 
Consultation - There is now also a requirement for projected non-elective activity 
data to be shared with local acute providers, and providers will need to submit their 
commentary in response to those figures to confirm the extent to which they agree 
with the projections, and set out that those assumptions are built into their own two 
year plans. 
 
Procurement - No implications at this stage. 
 
Disability Issues - No implications at this stage 
 
Legal Implications - The report sets out the requirement to establish a plan for how 
the Better Care Fund (BCF) will be deployed in County Durham in order to meet the 
Governments requirements. 
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GOVERNING BODY 
8 July 2014 


1.00pm – 4.00pm 
The Hub, Barnard Castle 


 
UNCONFIRMED MINUTES 


 
 
Present:  Annie Dolphin  Lay Chair  
   David Taylor-Gooby  Lay Member, Patient and Public Engagement 
   Dr Stewart Findlay  Chief Clinical Officer 
   Nicola Bailey   Interim Chief Operating Officer 
   Gillian Findley  Director of Nursing 


Joseph Chandy Director of Primary Care, Partnerships and 
Engagement 


Mark Pickering  Interim Chief Finance Officer 
Dr John McGuire  Sessional GP Representative  
Ian Spencer   Secondary Care Clinician  


   Dr Jonathan Smith  Locality Lead, Easington 
   Dr Dilys Waller (part) Locality Lead, Durham Dales 
   Dr Winny Jose (part) Locality Lead, Sedgefield 
      
In Attendance: Sarah Burns   Head of Planning and Contracting  


Lesley Jeavons (part) Head of Adult Social Care, Durham County Council 
Mike Lavender  Public Health Consultant (for Anna Lynch) 
Sue Humpish (Minutes) Executive Assistant 
   


Apologies:   Keith Tallintire  Lay Member, Audit and Risk  
Anna Lynch   Director of Public Health, Durham County Council 
Dr James Carlton  Locality Lead, Durham Dales 
Dr Helen Moore  Locality Lead, Sedgefield 


 
Item No 


 
 Action 


GB/14/239 Apologies for Absence 
 
AD welcomed everybody to the Governing Body meeting in public.  It was 
explained that members of the Governing Body would be available for the 
public to talk to during the break and afterwards, but questions would not 
be taken during the meeting. 
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At 3pm Sharon Pickering of TEWV would arrive to give a showcase 
presentation on the TEWV Business Plan. 
 
A particular welcome was extended to ML who was representing Anna 
Lynch and apologies were noted. 
 


GB/14/240 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. 
 
In particular, all colleagues aligned to an Area Action Partnership needed 
to review their declarations. 
 
ACTION: All colleagues newly aligned to an Area Action Partnership 
to review their declarations of interest in light of this. 
 
The GP practice members declared an interest in item GB/14/247 about 
the Primary Care Strategy because of the direct impact any decisions 
may have on their practices. 
 
MP declared an interest in item GB/14/255, the TEWV Business Plan 
showcase because of family connections to TEWV. 
 


 
 
 
 
 
 
 
 
 
AAP 
reps 


GB/14/241 Minutes of the meeting held on 13 May 2014 
 
The minutes were accepted as a true record. 
 


 
 


GB/14/242 Matters arising from the meeting held on 13 May 2014 
 
There were no matters arising that were not included on the action log. 
 


 
 


GB/14/243 Minutes of the Extraordinary meeting held on 3 June 2014 
 
An Extraordinary Governing Body meeting had been arranged specifically 
to agree the accounts and Annual report for the CCG 2013/14.   
 
The minutes were accepted as a true record. 
 


 


GB/14/244 Matters arising from the Extraordinary meeting held on 3 June 2014 
 
MP confirmed that submission of DDES CCG’s accounts electronically 
and in hard copy had been made within the required timescales. 
 
There were no other matters arising. 
 
NB joined the meeting 
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GB/14/245 Review of Action Log 
 
The Action Log was reviewed and amended. 
 
GB/14/234 Clinical Quality Update: February 2014 
GF was preparing an update for September on discharge issues and it 
was noted that there was some Patient Reference Group interest in this.   
 
GF was pleased to report that there had been an improvement in this 
area within County Durham and Darlington Foundation Trust (CDDFT) 
and JS added that within City Hospitals Sunderland Foundation Trust 
(CHS), a template had been worked on to be circulated electronically, so 
the process should be slicker in the future. 
 
GB/14/210 Patient and Public Engagement Showcase 
This item was noted as complete in terms of nominating an officer from 
the CCG to work with the local authority to more effectively engage with 
the public (Tara Case, Head of Service for Primary Care).  In response to 
a request for further detail from AD, JC indicated that a group had indeed 
been formed to work on the Engagement Strategy for the next two years 
and that useful feedback had been received from Patient Reference 
Groups at a recent workshop.  The Strategy would be brought to the 
September meeting. 
 
ACTION: JC to bring the Engagement Strategy to the September 
Governing Body meeting. 
 
GB/14/211 Weekend Opening, Winter 2014/15 
This item was noted as complete on the Action Log, but AD asked that 
the GB receive a further update.  SB explained that a detailed report had 
been submitted to the Executive Committee and agreed to write a 
summary report for the September Governing Body meeting. 
 
ACTION: SB to write a summary report about Winter Weekend 
Opening for the September Governing Body meeting. 
 
GB/14/234 Clinical Quality Update: February 14 
This item was noted as complete on the Action Log, but AD asked GF for 
a further update on how to ensure more timely reporting.  GF replied that 
delays were due to national reporting systems.  Work was being done to 
ensure more timely reporting, but there would always be a delay. 
 
In terms of mortality, it was noted that this was looked at in-depth on a 
regular basis at the CHS QRG meeting and that a special meeting was 
planned to look specifically at mortality on 29 August.  Assurance was 
given that there was no requirement to monitor this through the Governing 
Body. 
 


  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
JC 
 
 
 
 
 
 
 
 
 
SB 
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GB/14/228 Equality Objectives Action Plan 
At the last meeting, further to comments made by IS, JC had agreed to 
change the wording to ensure that the Action Plan was written in Plain 
English with specific information on how objectives would be measured 
and what communication approaches would be used to ensure feedback 
and consultation was effective.  This was noted in the Action Log as 
complete, but AD wanted to ensure that IS was assured that this was 
complete.  JC indicated that he would share the revised document with 
IS. 
 
ACTION:  JC to share the revised Equality Objectives Action Plan 
with IS so that he could be assured that his 
suggestions/amendments had been taken into account. 
 
For the assurance of the Governing Body, AD went through all of the 
completed actions to confirm they had been satisfactorily completed. 
 


 
 
 
 
 
 
 
 
 
 
 
JC 


GB/14/246 Terms of Reference 
Nicola Bailey, Interim Chief Operating Officer 
 
NB spoke to the report which presented draft Terms of Reference for 
DDES CCG’s governance meetings which reflected new governance 
arrangements and proposed constitutional changes.  These included: 
 
Executive Committee; 
Remuneration Committee; 
Audit and Assurance Committee; 
Research and Innovation Working Group; 
DDES-wide Management Meeting. 
 
The Council of Members Terms of Reference were provided for 
information.  The Clinical Champions Terms of Reference would be 
brought to the September meeting. 
 
ACTION: James Carlton / NB to bring a report to the September 
Governing Body to share the draft Terms of Reference for the 
Clinical Champions meeting. 
 
NB noted that the Terms of Reference sat outside the constitution so they 
could be amended as and when required.   
 
NB asked that any proofing issues be passed to her outside the meeting, 
and asked for feedback on any fundamental issues. 
 
DTG indicated that he had attended the R&I Working Group in the past 
because of activity on shared decision making.  He asked whether he 
should still be involved.  NB pointed out that he was probably invited to 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


JCa/ 
NB 
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take part because of that particular task, but that he was not part of the 
membership of the group, so this would not impact on the Terms of 
Reference which had not been changed in terms of membership. 
 
AD indicated that in the Remuneration Committee meeting held earlier in 
the day some amendments to the Terms of Reference had been 
proposed that would need to be reflected.  
 
ACTION: All colleagues would share any feedback on TORs with NB. 
 
ACTION: NB would take in suggested amendments provided by the 
Remuneration Committee. 
 
The Governing Body: 
• Agreed that subject to the conditions outlined, the Terms of Reference 


would be adopted for the Executive Committee, Remuneration 
Committee, Audit and Assurance Committee, Research and 
Innovation Working Group and DDES-Wide Management Group; 


• Noted the Council of Members Terms of Reference. 
 


 
 
 
 
 
 
 
 


All 
 
 


NB 
 
 


GB/14/247 Draft Primary Care Strategy for Consultation 
Joseph Chandy, Director of Primary Care, Partnerships and Engagement 
 
JC spoke to the report which explained the background behind the draft 
Strategy and set out the engagement work that had been undertaken.  He 
noted that some elements of the strategy were already moving forward 
because of national policy drivers e.g. support for Federations, Weekend 
Opening and Enhanced Services.  The consultation period would finish at 
the end of July. 
 
IS observed that the document was called a Strategy, though he felt that it 
was more a list of aspirations because it did not include timescales or 
funding requirements.  JC responded that once the consultation was 
finished, the delivery plan could be written and would set out how the 
CCG intended to achieve the aspirations in the Strategy over the next two 
years along with timescales.  Everything would be carefully checked with 
MP to ensure that actions were affordable. 
 
AD commented that the Health and Wellbeing Board papers included the 
North Durham CCG Strategy which included some patient scenarios 
which she felt brought the strategy to life.  NB replied that although they 
were very different, both the North Durham and DDES Strategies had 
been very well received by the Health and Wellbeing Board. 
 
SF pointed out that any decisions about implementation of the Strategy 
along with funding considerations would be taken through the Executive 
Committee and actioned as quickly as possible. 
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The Governing Body: 
• Agreed the Strategy proposed by the Executive Committee; 
• Noted the extensive engagement that had taken place; 
• Supported development of a delivery plan and financial plan for this 


strategy. 
 


GB/14/248 Clinical Quality Update: March/April 2014 
Gill Findley, Director of Nursing 
 
GF spoke to the report which provided the regular briefing on the headline 
issues relating to clinical quality and provided assurance that actions were 
being undertaken with providers where necessary.   
 
Particular attention was drawn to the outcome of the National Survey of 
Bereaved People (VOICES) which assessed the experiences of care in 
the last three months of life for adults who die in England.  The CCG had 
now identified End of Life as one of its key areas of focus and this survey 
would be used to inform activity. 
 
The report included for the first time a diagrammatic performance 
summary which presented information in a more visual way to the 
Governing Body. 
 
It had been agreed with the NHS England Area Team that they would 
share changes in NICE guidance with the CCG and work was being done 
on how to best share this within primary care, in what form, and how this 
would be resourced. 
 
AD indicated that she would welcome more information on the different 
discussions and activities taking place as the Governing Body was not 
always aware of what was happening with providers.  GF responded that 
the CCG was always striving to strike a balance between useful detail and 
providing assurance to the Governing Body that activity was taking place.  
She assured AD that the Quality Review Groups were following up all 
issues at their meetings. AD suggested that with the data, perhaps a line 
or two of narrative giving assurance about what activity was taking place 
to handle issues could be provided. 
 
ACTION: GF to ensure that a brief narrative was provided against 
performance data in future reports.  
 
JS pointed out that there had been a change in the safeguarding reporting 
SIRMS computer system recently which included an extra step which he 
considered created a barrier i.e. there was now a requirement to obtain 
patient permission to pursue a safeguarding issue which could just be to 
clarify an issue around inaccurate data.  GF responded that this could be 
because this requirement was embedded into the complaints process and 
agreed to check the process.   


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


GF 
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ACTION: GF to check the SIRMS process to see if there was a 
requirement to obtain patient permission to follow up all issues. 
 
The Governing Body: 
• Noted the content of the summary report; 
• Supported the actions being taken forward through the CQRG to 


improve quality and experience for patients. 
 


 
GF 


GB/14/249 Contract and Performance Update 
Gill Findley, Director of Nursing 
 
GF spoke to the report, drawing particular attention to the Executive 
Summary where she spoke to some of the headline issues. 
 
In the first quarter of the year, CDDFT had made significant improvement 
in A&E performance and four hour waits and had achieved 95%.  This 
was good news and was a result of a senior focus on the issues, putting 
in place arrangements for patients to be triaged quickly on arrival and 
improvements in handover times. 
 
The Executive Committee recently received a presentation on Cancer 62 
days and it was noted that there was an issue about late referrals from 
secondary to tertiary centres and work was being done to make the 
process slicker.  GF looked forward to seeing improved results in future. 
 
Regarding Mental Health performance, the Executive Committee (CQF&P 
theme) had received a detailed presentation.  Against a nationally set 
indicator of 12% for people accessing the IAPT service, DDES was 
performing at 8.23%.  An action plan was now in place and it was noted 
that there had been delays in being able to recruit staff to posts.  Now that 
this recruitment was complete improvements were already being seen.  
The CQF&P group had been surprised that there was only a requirement 
for 50% of those entering therapy to complete.  DDES was performing at 
45.7% and would like to push for an internal stretch target. 
 
In answer to a question from AF, GF confirmed that she had no concerns 
about patient safety. 
 
MP commented on the financial aspects of the report noting that the data 
has been extended to include community and mental health services.  As 
a result the Governing Body were provided with a more rounded analysis 
of activity against contracts. 
 
AD asked whether there was a need to review the outpatient workstream. 
Colleagues responded that this was about looking at best practice and 
ensuring that patients received the best, appropriate treatment and not 
locked into a system of ‘ongoing reviews’.  SB added that work was 
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starting to look at what needed to be done face to face, where phone calls 
could be used, if hospital was required or whether a patient could be 
treated closer to home.  Primary and secondary clinical engagement 
would be part of this work. 
 
IS asked about increased payments to BMI Woodlands.  MP responded 
that demand had increased towards the end of the year and this had not 
been captured in the financial planning.  For this year plans had been 
made to reflect that this higher use would continue because of patient 
choice.  The price per case remained the same. 
 
IS raised the strategy around continuing packages of care and asked 
whether, if the CCG was successful in its stated goals of avoiding early 
death and extended life, did it have to plan to increase funding?  MP 
responded that in the five year plan, there was recognition for the need to 
increase funding and the CCG would constantly review how to provide the 
most appropriate packages of care. 
 
IS noted that DDES CCG was not putting in as much money into some 
non-NHS community services as he would have expected e.g. around 
care for the elderly.  He wondered wither this might mean that the CCG 
would fail some groups of people clinically.  MP responded that the CCG 
was in the first year of using a new financial system and there were some 
differences in headings and counting.  He advised an element of caution 
in reviewing the categories and noted that benchmarking was being done 
with other CCGs to see if DDES was paying more or less than its peers in 
particular areas. 
 
The Governing Body: 
• Received and discussed the current performance report; 
• Noted the progress of performance management processes. 
 


GB/14/250 Finance Update: Month 2  
Mark Pickering, Interim Chief Finance Officer 
 
MP spoke to a report which provided an update on DDES CCG’s financial 
position as at the end of May 2014 and highlighted that, because some 
information was not yet available at this early stage in the year, some 
assumptions had been made. 
 
Attention was drawn to key performance areas such as capital 
expenditure, income and expenditure, QIPP, better payment practice 
code and target surplus, which were all on track. 
 
Some higher than expected spend was noted in some community 
services areas, particularly around continence services which was 
expected to continue and would be kept under review. 
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In terms of Continuing Health Care, spend was currently less than 
forecast.  In the previous year, DDES CCG had been part of a risk share 
with other CCGs which had now lapsed.  DDES was currently seeing a 
benefit of this in reduced costs. 
 
MP spoke to a new slide in the presentation focussing on QIPP 
performance and added that a future Governing Body Development 
session would spend some time focussing on QIPP in detail. 
 
MP answered a number of questions about which areas made or enabled 
QIPP savings, whether NHS England had QIPP targets and how the CCG 
would continue to look for opportunities to deliver QIPP savings.  In 
answer to a question from IS about prescribing costs, MP pointed out that 
the CCG was working with practices to monitor spend and look for areas 
to make savings, whilst noting that prices could go up. 
 
A budget had been transferred to CDDFT for continence products for 
patients and since then costs had gone up by 500% with some patients 
saying they still were not getting the products and service that they 
wanted.  There was a particular issue around patients with disabilities or 
mental health problems.  Although there was often a difference in patient 
expectation and the service that was allowed, the CCG was monitoring 
this area closely. 
 
Spending plans had been put in place for Continuing Health Care 
restitution cases and there had been a surge in cases at the end of 
2012/13 and 2013/14.  DDES CCG was working through a backlog of 
cases along with other CCGs. 
 
The Governing Body: 
• Noted the financial position of the CCG as at 31 May 2014. 
 


GB/14/251 Annual Audit Report 
Keith Tallintire, Lay Member, Audit and Assurance 
Mark Pickering, Interim Chief Finance Officer 
 
In KT’s absence, MP spoke to the report which captured the work of the 
Audit and Assurance Committee during the financial year 2013/14. 
 
As Vice Chair of the Audit and Assurance Committee, DTG noted the 
challenging and interesting discussions over the year and was happy to 
submit the report. 
 
AD noted the further development of the Assurance Framework and NB 
added that a meeting had been set up to take this forward with Audit 
North. 
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The Governing Body: 
• Received and considered the content of the Audit and Assurance 


Committee report. 
 


GB/14/252 Chief Clinical Officer Update 
Stewart Findlay, Chief Clinical Officer 
 
SF spoke to the report which provided an update on issues affecting the 
CCG since the last meeting and drew attention to some key issues 
including Co-Commissioning of Primary Care, bariatric services, staffing, 
patient transport services etc.  
 
The CCG was endeavouring to put in place a CQUIN with the North East 
Ambulance Service (NEAS) around rewarding achievements against 
targets for A&E waits and handover delay, though so far NEAS had not 
agreed to this.  However, there had been a recent dramatic improvement 
in performance. 
 
Contracts were in place with all of the main providers except CDDFT 
where a binding mediation process including CQUIN was now to start. 
 
The Urgent Care Working Group had now been changed to the System 
Resilience Group and would need to reassure itself that winter monies 
would be used to improve performance in A&E and urgent care.  
Schemes needed to be signed off by the end of July which did not give 
providers long to draw up evidence-based proposals.  Money was 
allocated on a population basis and needed to be shared amongst a wide 
variety of organisations not just the local trusts. 
 
Conflicting advice had been received on how to move forward with the 
Midwifery Led Unit (MLU) which had been closed for six months and this 
was briefly discussed.  Latest guidance suggested that the CCG would 
commence a consultation which would take a minimum of 16 weeks to 
complete. 
 
A brief update was included in the report on Talking Therapies and this 
led to a discussion about counselling services and CBT in general.  SF 
noted that a review of all counselling in primary care was being done and 
would ensure that all services were counted fully against targets. 
 
The report included an update on the Quality Premium where DDES 
achieved at 31%, receiving £442,016 out of a possible £1,414,450. 
 
 
ACTION: SF/SB to bring a detailed report on Quality Premiums to the 
November Governing Body meeting.  
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The Governing Body: 
• Received the report and noted progress to date. 
 
WJ, SP and JD joined the meeting 
 


GB/14/255 Tees Esk and Wear Valleys Business Plan Showcase Presentation 
Sharon Pickering, Director of Planning, Business Development & Performance, and 
Jo Dawson, Head of Service AHM (Durham and Darlington), TEWV 
 
Sharon Pickering and Jo Dawson of Tees, Esk and Wear Valleys 
Foundation Trust (TEWV) attended the meeting and delivered a 
presentation, with key points covered including:  
 
• Who are TEWV? 
• The area we cover; 
• Mission and vision; 
• Strategic goals; 
• Key drivers (Business plan and priorities); 
• Strategy for business development; 
• Business plan key themes (including links to DDES key priorities); 
• Enablers;  
• Performance Management Framework (measurement, reporting, 


validation and improvement); 
• Nationally mandated indicators; 
• Locally agreed indicators. 
 
NB noted that a number of patients were being repatriated to NTW for 
services and asked whether it was possible for TEWV to provide some 
guidance on what it could and could not provide.  SP recognised that 
there would be a wide variety of reasons for this and agreed that it would 
be useful to do some joint work with the CCG about it. 
 
ACTION:  NB and SP to work together to gain understanding about 
repatriation of patients and cost-effectiveness of services. 


 
DTG drew attention to an article published in The Guardian that day 
about mental health.  He asked SP whether SP thought that the money 
given to the voluntary and community sector for projects was useful.  SP 
replied that they were useful.  As with any condition, patients requiring 
mental health services had a broad range of needs.  This funding helped 
those at the less severe level to access the community infrastructure 
where they may not otherwise be able.  JD added that the funding also 
provided support to carers and families which was a valuable service. 


 
DW left the meeting 
 
SF raised a query that had arisen at the Northern CCG Forum where 
doctors and dentists had requested a specific counselling service for their 
profession.  SF asked for SP’s view as to whether this was appropriate 
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and what other provision was in place for specific hard to reach groups.  
SP and JD responded that the only specific services were for the deaf 
and veterans.  For all others, adjustments would be made in terms of 
individual needs such as language and privacy, though separate services 
created divisions which would be contrary to the efforts being made to 
integrate services.  Consideration was being given to whether better links 
could be forged with Occupational Health.  As far as doctors and dentists 
were concerned, TEWV tried to ensure that they received their service in 
a different area to where they worked and practiced. 
 
LJ pointed out that Parity of Esteem for people with learning disabilities 
was a key area in the local authority at present, especially around 
improving experience and access to services.  She asked whether any 
similar work was happening in Mental Health.  SP and JD replied that 
TEWV was doing more on a practical than strategic level around 
improving physical health and welcomed LJ’s suggestion for collaboration 
between TEWV and the local authority. 
 
JS indicated that in Easington there were patients that had been seen by 
NTW for years who had now been switched to TEWV with no choice 
given and were not particularly happy with the change.  SP indicated that 
from 1 April, it was national policy that all Mental Health patients would 
have a choice. 
 
AD thanked SP and JD for a very interesting and useful presentation.  
She found it helpful that TEWV’s work was put into the commissioning 
context. 
 
SP, JD and LJ left the meeting 
 


GB/14/253 Review of the Children, Young People and Families Plan 2014-17 
Sarah Burns, Head of Planning and Contracting 
 
SB spoke briefly to the report which presented the Governing Body with 
the Children, Young People and Families Plan 2014-17. 
 
The Governing Body: 
• Noted the key messages relating to children and young people in the 


Joint Strategic Needs Assessment; 
• Received and endorsed the Children, Young People and Families 


Plan 2014-17. 
 


 


GB/14/254 Public Health Annual Report 2012/13 
Mike Lavender, Public Health Consultant 
 
ML spoke to the report which shared the first Annual Report of the 
Director of Public Health since the transfer to local government.  Attention 
was drawn to the key themes and short, medium and long-term actions. 
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MP noted that the report related to 2012/13 and asked about the timing of 
the publication as the CCG had already completed its 2013/14 report.  ML 
recognised the delay, but noted that this was done at the same time as 
the transfer into the Council which took a significant amount of time and 
resource. 
 
DTG asked an unrelated question about Public Health budgets.  He noted 
that there had originally been a transfer of budgets ringfenced for a period 
of time.  He asked ML whether he could comment on the impact on the 
Public Health budget and whether the ringfencing would continue.  ML 
replied that there was no indication that the ringfence arrangement would 
change.  In line with all public sector organisations in light of the 
forthcoming general election, Public Health had not received an indication 
of funding for the next 2-3 years.  
 
AD asked how Public Health and primary care was working together.  ML 
referred to activity around the Primary Care Strategy as well as other 
long-standing community-orientated primary care services.  He 
recognised that primary care was struggling to meet demand and would 
need an increase in capacity to continue to make improvements.  He 
welcomed the co-commissioning model for working together in the future.  
SF added that GPs had been increasingly involved in the health 
improvement agenda over the years, including working with the local 
authority on issues such as fuel poverty / winter warmth. 
 
JS noted the need for funding to help GPs to deliver in deprived areas 
where there was the most need for GPs, though the most difficulty in 
recruiting.  SF added that more GPs retired last year than ever before and 
there were vacancies on GP training schemes and partner vacancies in 
practices across the country.  Deprived areas had to work harder to 
attract GPs than in the more popular places.  ML felt that the practice 
federations model would be an attractive model and provide opportunities. 
 
The Governing Body: 
• Received the Public Health Annual report 2012/13 
 
JS left the meeting 
 


GB/14/256 Amendments to DDES CCG’s Constitution: June 2014 
Nicola Bailey, Interim Chief Operating Officer 
 
NB spoke to the report which provided information on the updates made 
to the DDES CCG Constitution.  These changes were agreed by the 
Council of Members. 
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The Governing Body: 
• Noted the proposed changes to the DDES CCG constitution; 
• Agreed to receive an update on this when NHS England responded to 


the proposals received. 
 
ACTION: NB to provide an update report for the Governing Body 
when NHS England had responded to the proposals. 
 
DTG left the meeting 
 


 
 
 
 
 
 


NB 


GB/14/257 DDES CCG practice participation with the Quality Improvement 
Scheme 2013/14 
Gillian Findley, Director of Nursing 
 
GF shared the report which provided an overview on practice participation 
with the Quality Improvement Scheme audits 2013/14. 
 
The Governing Body: 
• Received the paper for information. 
 


 


GB/14/258 Minutes to receive 
 
The following confirmed minutes were received and noted: 


• Formal Executive Committee, 15 April, 6 May and 3 June 2014 
• Executive Committee (CQF&P Theme), 22 April 2014 


 
The minutes of the Health and Wellbeing Board of Health and Wellbeing 
Board on 5 March 2014 were tabled and received as these had been 
approved last week. 
 


 


 Any Other Business 
 
There was no other business. 
 


 


 Next meeting 
 
9 September 2014 at 1pm at Horden Social Welfare, Horden, Peterlee, 
SR8 4LX 
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1. Introduction 
 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group (DDES CCG) is 


the NHS group responsible for planning and paying for most health services in the 


Durham Dales, Easington and Sedgefield areas. 


 


We believe that patients, carers and members of the general public must be central to 


everything we do as an organisation. Listening to what local people tell us will help us to 


deliver a better standard of healthcare and improve the overall health of our population. 


 


We will make sure that we engage, involve and communicate with a wide cross-section of 


our local population. This will include: 


• Patients 


• People and groups who represent patients 


• Carers 


• Members of the public 


• Health interest groups 


• Other interested communities. 


 


We will make sure that the views of local people are a central part of the planning, 


implementation and delivery of local health services. 


 


2. The role of a clinical commissioning group (CCG) 
 


Clinical commissioning groups (CCGs) are NHS organisations, led by local GPs, which 


bring together a range of healthcare professionals and managers. With the GPs and other 


healthcare professionals at the heart of the group, CCGs aim to: 


• Offer patients greater choice and control of their own care 


• Support and develop plans and campaigns to promote health and prevent illness 


• Provide a greater focus on making sure health services are safe, of high quality 
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and meet the health needs and priorities of local people 


• Give frontline healthcare professionals more input into the development of local 


services and help them to develop strong leadership roles. 


  


NHS Durham Dales, Easington and Sedgefield Clinical Commissioning Group has a 


membership of 40 GP practices and serves a population  of 272,000  people across an 


area that is very varied in its needs and geography. 


 


3. The services we develop and buy (commission) 
 


DDES CCG plans and buys (commissioning) a number of different services to support 


local people to stay healthy and to provide support and treatment when they are ill. These 


services include planned and emergency hospital care, community and mental health 


services and learning disabilities services.  


 


4. Our vision for engaging local people 
 
DDES CCG’s vision is to engage and involve local people and to work in partnership with 


them to identify and meet local health needs and priorities. This partnership work will 


contribute significantly to developing appropriate local support and services to meet local 


health needs and priorities as well as recognising and overcoming barriers and 


challenges that may stand in our way. We commit to this vision, including threading it 


through the work we do throughout the organisation in such a way that represents a shift 


in thinking and culture within the organisation, so that engagement is at the heart of what 


we do. It is recognised that this cultural shift will likely take years to fully be realised. 


Furthermore we commit to an ongoing approach of honesty and transparency in 


engagement activities with the public. 
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5. The challenges we share (Call to Action) 
 


In England, continuing with the current model of care will result in the NHS facing a 


funding gap  between projected spending requirements and resources available of around 


£30billion between 2013/14 and 2020/21 (approximately 22% of projected costs in 


2020/21). This represents a challenge of £127million for DDES. This estimate is before 


taking into account any productivity improvements and assumes that the health budget 


will remain protected in real terms. 


 


Therefore, a call to action was a programme of public centred consultation that took place 


nationally through 2013. This was transparent in letting the public know the dilemma the 


NHS faces and how the public see the future of the NHS with these challenges. DDES 


CCG has already identified a number of challenges faced by people living in local 


communities. 


 


The NHS Durham Dales, Easington and Sedgefield CCG Clear and Credible Plan 


(http://www.durhamdaleseasingtonsedgefieldccg.nhs.uk/key-documents/publications/) 


sets out how we will achieve our aims in relation to these challenges and, in doing so, 


how we will address the challenges we face. The specific initiatives within the plan are 


summarised on one page (http://www.durhamdaleseasingtonsedgefieldccg.nhs.uk/key-


documents/publications/). 


 


This is not about unnecessary structural change; it is about finding ways of doing things 


differently: harnessing technology to fundamentally improve productivity; putting people in 


charge of their own health and care; integrating more heath and care services; and much 


more besides.  


 


Locally other challenges are to do with the varied characteristics and health issues of our 


population. In the area covered by DDES CCG, there is an ageing population. This 


creates an increased demand on healthcare, particularly from patients with long term 


conditions. This cannot be sustained given the funding pressures. We know that an 
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ageing population will result in an increase in cancers, cardiovascular disease, strokes 


and dementia, with cardiovascular disease and cancer already accounting for the majority 


of early deaths. 


 


We also have variation in the quality and access to services provided to some patients in 


hospital, community and mental health settings and the proportion of services provided in 


community settings, closer to patients’ homes has not advanced as anticipated. 


 


All of this means that there will be changes in the way that some services are delivered to 


patients.  


 


In considering the future health needs in our area, we have already done some work with 


local people, partners and stakeholders to develop the following healthcare priorities:  


• Improving the health of populations in Durham Dales, Easington and Sedgefield 


• Making sure our children and young people have a better start in life 


• Tackling the challenges of an ageing and growing population 


• Making services more accessible and responsive to the needs of our communities 


• Managing our resources effectively and responsibly.  


 


6. Development of this engagement strategy 
 


While developing and writing this this strategy we have taken into account national 


guidance and policy documents that we thought would strengthen our approach. The 


Locality PRGs have also been invaluable in the development of this strategy (Appendices 


1 and 2). The evaluation undertaken and presented to the DDES Governing Body in 


March 2014 (Appendix 5), and its recommendations, also influenced this strategy and the 


delivery plan. 


 


Following the Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, 


chaired by Robert Francis QC (February 2013) and review into the quality of care and 
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treatment provided by 14 hospital trusts in England by Professor Sir Bruce Keogh KBE 


(July 2013), there has been a change in thinking nationally about increasing transparency 


in the NHS and improving services for patients. 


 


New guidance has been published by NHS England on patient participation, including 


‘Transforming participation in health and care – the NHS belongs to us all’ 
(September 2013) which makes expectations very clear that public, patient and carer 


voices must be at the centre of healthcare services, from planning stages through to 


delivery.  


 


In ‘Transforming participation in health and care’, it says: 


 


 


 


 


 


 


We recognise that to meet the principles of good engagement we must work closely with 


our partner organisations. These include: 


• Durham County Council 


• Members of Parliament 


• Health & Wellbeing Board 


• Healthwatch 


• Community and voluntary sector. 


 


We must also ensure that participants in our involvement activities are representative of 


the local communities across Durham Dales, Easington and Sedgefield.  This means 


involving all people from our diverse communities, including those such as: 


• Travellers 


• People with disabilities 


• Black and Minority Ethnic (BME) communities 


‘NHS England will ensure that the public, patient and carer voices are at the 
centre of our healthcare services, from planning to delivery. Every level of our 
commissioning system will be informed by insightful methods of listening to 
those who use and care about our services.’ 
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• People of different faiths 


• Older and younger people 


• Lesbian, gay, bisexual and transgender (LGBT) people.   


 


The terms ‘easy to overlook’, ‘hard to reach’ or ‘seldom heard’ are often used to describe 


some groups of people or communities. These groups and communities are sometimes 


thought of as being difficult to engage.  While some groups of people are well serviced by 


local networks and voluntary sector groups, some individuals and groups find it difficult (or 


are unable) to take advantage of available opportunities to get involved.   


 


“Hard to reach” individuals or groups may include: 


• Homeless people 


• People who use drugs 


• Refugees 


• Asylum seekers 


• Gypsies and travellers 


• People with disabilities 


• People with mental health problems 


• Minority ethnic groups 


• Young people 


• People who live in relative rural isolation 


• People who work full time 


• People who have caring or childcare responsibilities. 


 


Our aim is to target these groups directly and to overcome barriers that prevent, or make 


difficult, engagement or involvement. We will use a number of different approaches to 


help us make this happen. For example, one of the ways we will do this is by developing 


better links with community leaders and community and voluntary sector groups that 


specialise engaging people from specific groups and communities. 
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Other approaches that will help us to engage people from “hard to reach” groups and 


communities include the use of: 


• Interpreters 


• Visual aids 


• Adapting facilities and information for people with disabilities 


• Providing care for dependents 


• Being flexible over timing, location and transport 


• Using ‘neutral’ or safe buildings within the community wherever possible.  


 


We will ensure that we use the right channels and materials to engage with different 


groups such as public facing versions of documents, information formats such as easy 


read, other languages, Braille or audio, and face to face contact with groups where 


preferred. Digital communications will comply with the Equality Act 2010. 


 


7. Legal Requirements 
 
Duties to inform and consult 
 


Involving patients and the public in the planning, monitoring and development of health 


services is not only good practice but is also a legal duty for all NHS organisations.    


 


The NHS Constitution (https://www.gov.uk/government/publications/the-nhs-constitution-


for-england) sets out clear requirements for NHS bodies in relation to involving patients, 


the public and staff, to working with partners and to public accountability generally. 


 


Sections 242 and 244 of the NHS Act 2006 (formerly Section 11 Health and Social Care 


Act 2011), which came into force in November 2008, and were amended in the Health 


and Social Care Act 2012, strengthened the statutory duty on all NHS organisations to 


make arrangements to consult and involve patients and the public in: 


• the planning and provision of services the CCG commission 
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• the development and consideration of proposals for changes in the way those 


services are provided 


• decisions made by us that affect the operation of those services. 


 


Under Section 244 there is a specific requirement to consult the local authority overview 


and scrutiny committee over any proposed development which could result in a 


substantial variation to the way in which a specific service is provided. For substantial 


variations there would usually be a requirement to conduct a formal process of public 


consultation, lasting a minimum of 12 weeks. We recognise the value of regular 


engagement and communication with the overview and scrutiny committee to enable 


constructive discussions about developments and proposals for service change. 


 


In addition, the operating framework for the NHS in England 2010/11 included four tests 


which must be met by NHS organisations before any service reconfiguration can take 


place. These are: 


• support from GP commissioners 


• strengthened public and patient engagement (including local authorities) 


• clarity on the clinical evidence base 


• consistency with current and prospective patient choice 


 
Promoting equality and diversity 
 
The Equality Act 2010 provides a legislative framework to: 


• protect the rights of individuals and advance equality of opportunity for all  


• update, simplify and strengthen the previous legislation; and  


• deliver a simple, modern and accessible framework of discrimination law which 


protects individuals from unfair treatment and promotes a fair and more equal 


society.  
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It requires commissioners  to take equality and human rights into account in everything 


they do, whether that is commissioning services, employing people, developing policies, 


communicating, consulting or involving people in our work. 


 


In our Equality Strategy 2012-17 


(http://www.durhamdaleseasingtonsedgefieldccg.nhs.uk/key-documents/publications/) we 


set out how we will meet these requirements. 


 


8. Our Objectives 
 


The Patient Reference Groups nominated representatives to review the workshop outputs 


in Appendix 1 and create over-arching objectives. This process is documented in 


Appendix 2. The following key objectives were agreed. These form the overarching 


objectives for all engagement activity in DDES CCG. 


 


1. To further develop engagement mechanisms and activities that ensure on-
going and effective involvement of DDES residents in DDES CCG activities 


2. To develop clear communication between DDES CCG and members of the 
public 


3. To ensure that members of the public have greater influence on DDES CCG 
strategies and commissioning activity by developing mechanisms to link 
engagement activity directly to these areas 


4. To develop engagement activities that will effectively involve a wider DDES 
community in the commissioning activities of the CCG including hard to 
reach groups. 
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Actions to achieve the above objectives along with Internal Audit recommendations will 


form the delivery plan which will be approved by Executive. Progress against the action 


plan will form part of the annual evaluation and assurance at Governing body. 


 


9. Our stakeholders and partners 
 


There are a number of key stakeholder groups which DDES CCG will communicate and 


engage with.  A stakeholder can be defined as “an individual or group with an interest or 


involvement in a programme/project or who are affected by its activities or outcomes.”  


 


It is important to shape engagement activities in response to the stakeholder groups 


being targeted, as each group will have different needs. We know from CCG Population 


Profiles, part of the Joint Strategic Needs Assessment (JSNA), that well over one third of 


DDES populations are aged over 50 with some of the most deprived communities in 


England. 


 


In the Durham Dales, over half of some smaller rural communities are aged over 50. We 


will continue to use the JSNA and associated local geographical and demographical data 


to understand our communities, constantly evolve and update our stakeholder maps and 


strengthen our engagement and communications mechanisms accordingly. 


 


10. Commissioning Intentions and what we will 
engage on this year 


 


The CCG is embarking on an ambitious programme of commissioning. This is set out in 


the CCG 2 year and 5 year plan and summarised on the plan on a page. This means that 


we will need to engage with the residents of DDES to receive feedback on our proposals 


or changes in order that they may influence our proposals or support the monitoring of 
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any changes that we make for the benefit of DDES. In 2014/15 the key services around 


which our engagement will focus in 2014/15 are listed below: 


Service / Strategy Who Leads Partner Organisation 


Primary Care Strategy  CCG GP Practices 


Ambulance CCG (with 
Ambulance Patient 
Reference Group 


NEAS 


Midwifery-Led Unit CCG CDDFT 


Urgent Care and Walk-In 
Centres 


CCG CDDFT 


Diabetes CCG Acute Trusts 


Community Nursing CCG CDDFT 


Mulberry House CCG TWEV 


Intrahealth Wingate Area Team CCG 


Jupiter House Area Team CCG 


Intrahealth Easington 
registered list 


Area Team CCG 


Wheel Chair review CCG CDDFT 


Dementia Strategy NECS  On behalf of County Durham 
CCGs  


Commissioning Intentions  CCG NECS 


 


11. Monitoring and evaluation  
 
Measures and milestones are included in our localised implementation plan and will be 


monitored and evaluated through the DDES CCG Executive with an Annual Report to the 


Governing Body.   
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In accordance with the agreed Internal Audit Annual Plan for the financial year 2013/14, 


we have completed an internal audit of controls over the management of Patient and 


Public Engagement. This report (Appendix 6) summarises our findings and 


recommendations, and incorporates management’s responses together with details of 


agreed actions. These actions will be monitored through the delivery plan. 


 


The aim of this internal audit assignment is to review the robustness and adequacy of 


arrangements in place to obtain patient and public views in line with the CCG’s 


responsibilities, as well as how their views are incorporated into and influence the CCG’s 


business. 


 


DDES CCG Public and Patient Engagement and Involvement Annual Review 2014 
 


This review was presented to the Governing Body on 11 March 2014.  This strategy 


meets recommendation 1 for a strategy refresh.  Recommendations 2 and 3 will be 


monitored through the delivery plan. 
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Appendix 1 
 


Involving Locality Patient Reference Groups in developing the Strategy 
 


New guidance has been published by NHS England on patient participation, including 


‘Transforming participation in health and care – the NHS belongs to us all’ 
(September 2013) 


 


The document goes on to describe an approach which focuses on local communities, 


working in co-production with patients, families and carers and working together to 


improve health and provide healthcare services that effectively meet the needs of local 


people. 


 


NHS England said that commissioners should: 


• Make arrangements for and promote individual participation in care and treatment 


through commissioning activity. Further guidance will be provided by NHS England 


to support GPs and health professionals during 2014. 


• Make arrangements for the public to be engaged in governance arrangements by 


ensuring that the CCG Governing Body includes at least two lay people. 


• Listen and act upon patient and carer feedback at all stages of the commissioning 


cycle – from needs assessment to contract management. 


• Publish evidence of what ‘patient and public voice’ activity has been conducted, its 


impact and the difference it has made. 


• Engage with patients, carers and the public when redesigning or reconfiguring 


healthcare services, demonstrating how this has informed decisions. 


• Publish the feedback they receive from local Healthwatch about health and care 


services in their locality. 


 


On 29 May and 16 July the CCG embarked held two events to seek the views of the 


PRGs on how effectively it has undertaken these responsibilities and whether the existing 
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PRG framework allows for effective involvement in commissioning. The feedback is 


attached below: 


 


Patient, Carer and Public Engagement and Involvement Strategy 2014-2016 


 
Notes from discussion at the Patient Reference Group meeting on Thursday 29 May 
2014 
 


Background 


As part of the development of its 2014-2016 engagement and involvement strategy, NHS 
Durham Dales, Easington and Sedgefield Clinical Commissioning Group (CCG) invited 
representatives from the three Patient Reference Groups, which meet within the three 
DDES CCG localities, to a special meeting. 


The aim of this meeting was to give members of the Patient Reference Groups the 
opportunity to tell the CCG what they thought it was important to include in the strategy in 
relation to the following three questions: 


1. What are the objectives that you wish to see delivered in our engagement and 
involvement strategy? 


2. What is the function of a Patient Reference Group? 
3. How should DDES CCG involve the wider community in its commissioning 


activities? 


These questions had been formulated following previous discussion within the Patient 
Reference Groups, the aim being to broadly capture the three priorities that had come 
from the groups. 


Having made an initial contribution, the Patient Reference Groups were invited to 
continue to work with the CCG to develop and implement the strategy. It was agreed that 
a representative from each locality would be nominated to undertake this role, providing a 
link between each Patient Reference Group and the strategy development and 
implementation work. 


Feedback from discussion follows on the next page. This is copied directly from the notes 
made on flip chart paper during group discussion. Everybody attending the meeting took 
part in discussion surrounding all three questions. 
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Feedback from questions 


1. What are the objectives that you wish to see delivered in our engagement 
and involvement strategy? 


• Maximise public involvement 
• Ensure staff attend meetings 
• Lack of response from people who come and talk 
• Do not act on questions 
• Involved in discussions on commissioning intentions 
• Need better liaison with Acute trusts 
• Need to know what is being delivered by Foundation Trusts 
• Trusts not providing services across the board 
• Integrate with other Patient Reference Groups 
• Good patient service 
• Promote good health and healthy living 
• Involvement in formulating strategy – e.g. urgent care 
• Policy makers should consult Patient Reference Groups 
• CCG staff should talk to Patient Reference Groups 
• Beneficial for Patient Reference Groups to meet up 
• Look at issues surrounding transport – e.g. car share 
• Assistance to attend pathway groups 
• Ensure that all surgeries are involved 
• Dales has all GP surgeries. Virtual one useful as an adjunct 
• Widening participation newsletters 
• Genuine debate and contributions 
• Cohesion between three localities – joint meetings twice yearly 
• Working parties to be included in planning 
• Response from comments 
• Chase up on queries 
• Better communication with Foundation Trust 


 
2. What is the function of a Patient Reference Group? 
• Function: 


o Practice patient representatives 
o Influence commissioning 
o Information dissemination 
o Advise and inform 
o Act as a critical friend 
o Involve 
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o Soft intelligence 
o Bring information / intelligence from all GP practice patient groups 
o Cascade and disseminate information 


• What can we improve: 
o Feedback is poor 
o Action logs need to be completed 
o Officer links / representation at operational level 
o Administration support 
o Acoustics at CCG Governing Body are always poor 
o Define purpose 
o Officer attendance 
o Role 
o Liaison 
o Use of patient experts in pathway development – e.g. what involvement was 


there in ISIS? 
o Sharing of locality meeting minutes 
o Terms of reference strengthened 
o Only 1 practice patient rep to be voting 
o Non-practice patient reps only co-opted 
o Every member to sign a confidentiality agreement 
o Bi-annual PRG-wide meetings 


• What works: 
o Guest speakers 
o Frequency of discussion 
o Dales Terms of Reference are a good example 
o A register of patient interests 
o Separate locality Patient Reference Group meetings 


• Interfaces: 
o Improved links with Trust Governors 
o Links to AAPs and Health Networks 
o Hospitals 
o TEWV 


 
3. How should DDES CCG involve the wider community in its commissioning 


activities? 
• Open public forums – can’t ask questions or hear what discussed at CCG 


Governing Body meetings 
• Public meetings where the public can discuss issues and then feed into the CCG 


Governing Body 
• Soft intelligence 
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• People from CCG update (attend) Patient Reference Groups regularly 
• Better understanding of Patient Reference Groups and links to the CCG 
• More information / make topics interesting 
• People in wider community don’t understand soft intelligence – communicate to 


wider community what it means, the mechanism to capture, information in places 
like GP surgeries and libraries 


• Proactive PR – local radio, press, Local Authority magazine goes to all households 
• Advertise opportunities to get involved in public places 
• Patient Reference Groups promote opportunities in their local communities 
• Attach information to prescription forms etc. 
• Notices in workplaces and community groups 
• Have meetings at times when more people can attend 
• Distribute newsletters from GP patient practice groups to wider community, 


including places like pharmacies, dentists, supermarkets and libraries 
• Talk to older people 
• Produce information in easy read format 
• Be proactive – e.g. go to lunch clubs 
• Put information in places like pubs and clubs 
• Tailor different approaches to different people and different areas 
• Information to farmers through vets in rural areas 
• Locality public meetings feeding into Governing Body but need definite agendas 


and rotating locations 
• Pay expenses – people are out of pocket and some people can’t afford to get 


involved in the first place 
• Give people opportunities to take part without having to travel long distances 
• Virtual discussions and blogs for people who work 
• Use more social media / text messaging / Skype etc. 
• Attend community groups in the evenings and weekends 
• Link with Housing Associations, residents forums etc. 
• Put information into hospital and GP waiting rooms 
• Address current issues with Patient Reference Groups before trying to involve the 


wider community 
• More publicity 
• Healthwatch 
• Have a budget for engagement 
• Better communication and having people available from the CCG to answer 


questions 
• People should get actively involved and not just be there to say that they are part 


of something 
• It is the personal responsibility of patients to be actively involved 
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Appendix 2 
Involvement of Locality PRG Representatives in defining the objectives 


Feedback from the PRG chairs meeting (16 July) on the DDES CCG Patient, Carer 
and Public Engagement and Involvement Strategy 


In the 16 July meeting we spent the majority of the time reviewing the 29 May 2014 
Patient Reference Group (PRG) meeting discussion results of the above plan in order to 
identify themes that we felt were a priority to include in the strategy. This discussion 
yielded 3 themes from each of the questions asked at that meeting, as follows: 


Question 1: What are the objectives that you wish to see delivered in our 
engagement and involvement strategy? 


a) Genuine involvement of DDES residents in engagement activities 
b) Good, effective communications between CCG and public 
c) Ability for public to influence CCG policies and strategies 


Question 2: What is the function of a Patient Reference Group? 


a) A critical friend that does not simply accept what they are told but, at times, 
challenges 


b) Sharing of issues and providing feedback from GP surgery PRGs 
c) Suggest improvements to CCG 


Question 3: how should DDES CCG involve the wider community in its 
commissioning activities? 


a) Use of a variety of routes, including technology-based approaches: social media, 
website, and My NHS database 


b) Proactive public relations, use of the media (e.g., newspapers, radio, TV) and 
effective communications (e.g., practice newsletters). 


c) CCG (and their representatives at NECS) staff out at community and public events 
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Appendix 3  
Engaging Stakeholders 
 


The following issues will be considered when assessing how to communicate with each 


stakeholder group: 


• What will this group want to know? 


• What is important to them? 


• Are there any associated risks that need to be managed as a result of this 


communication / engagement? 


• Are there any language/format issues that need to be considered? 


• Who are the groups/people most affected? 


 


Our dialogue with stakeholders has developed into close working partnerships. They are 


listed below along with the link CCG representative:  


 


Stakeholders 
 
Area Action Partnerships (AAP’s): 
 
Teesdale – CCG Representative – Annie Dolphin 
3 Towns – CCG Representative - Alison Ayres 
Great Aycliffe & Middridge – CCG Representative – Kim Lawther 
4 Together – CCG Representative – Lyndsay Jones-George 
Weardale – CCG Representative – David Taylor-Gooby 
Spennymoor – CCG Representative – Tara Case 
Bishop Auckland & Shildon – CCG Representative – Mark Booth 
East Durham Rural Corridor - CCG Representative – Clair White 
East Durham – CCG Representative – Keith Tallintire 
 
East Durham Health Network – East Durham Trust –CCG Representative - Kim Lawther 
Durham Dales Health Network – 2 D – CCG Representative - Mark Booth 
Sedgefield Health Network – Pioneering Care Partnership –CCG Representative - Clair 
White 
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Appendix 4 


Our current model of engagement 
The table below shows engagement mechanisms currently linked to stages of the commissioning process. 


Stage of Commissioning Process Engagement Mechanisms 


Informing commissioning intentions 


Establishing priorities 


• Discussion with GP practice patient groups and locality patient reference 


groups  


• Discussions/meetings with key stakeholders including Healthwatch 


• On-going review of patient experience data 


• Insights from patients gained through GP / clinical consultations 


• Public events 


• My NHS 
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Service review and quality 


improvement 
• Patient-reported soft intelligence from patient reference groups 


• PALS / complaints data 


• Targeted activities to gather insight from public/service users 


• Existing patient surveys and data 


• Insights gathered from GP / clinical consultations 


• Healthwatch 


Service development and design • Discussions with GP practice patient groups and locality patient reference 


groups as appropriate 


• Targeted engagement activity with service users 


• Activity with community and voluntary sector organisations 


• Healthwatch 


• GP patient reference group members involved in pathway / project groups 
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The key engagement and involvement mechanisms currently used by the CCG are explained in more detail below: 


 


Engagement Mechanism Detail 


GP Practice Patient Participation Groups 
(PPGs) 


 


Every member GP practice in the DDES CCG localities has been 
encouraged to develop a practice patient group.  Groups meet regularly or 
have a virtual format.     


While groups have been set up for the purpose of supporting practice 
improvements, the CCG is also able to bring items to the agenda relating to 
commissioning.  In addition, representatives from each practice patient 
group are invited to attend locality patient reference groups. 


The CCG would like to strengthen its links with practice patient groups by 
developing a ‘commissioning calendar’ of items for discussion and feedback.  
It also provides support, for example training and development, where 
required. 


Locality Patient Reference Groups (PRGs) Three locality patient reference groups (PRGs) have been established 
covering the areas of Durham Dales, Easington and Sedgefield. PRGs meet 
monthly and membership is drawn from practice patient groups.   To ensure 
there is a strong link between practice populations and the CCG, a senior 
CCG staff member regularly attends. A combined PRG meeting has started, 
on a trial basis. 


The Groups are designed to encourage patients, carers and members of the 
public to contribute to the identification of local healthcare priorities and the 
commissioning of local health services.   Members of locality patient 
reference groups are also represented on the CCG’s commissioning 
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pathways.    


A formal ‘issues log’, which can be used by groups to highlight concerns or 
compliments to the CCG is being established. 


The CCG would like to establish further links with Foundation Trusts to 
develop a soft intelligence approach. 


The CCG will audit information to demonstrate that it is listening to issues 
identified by PRGs. 


Three-monthly meetings of PRG Chairs will continue, with the effectiveness 
of meetings being evaluated next year. 


PRG representatives from each locality will sit on CCG clinical groups. 


Ambulance Patient Reference Group (APRG) In acknowledgment of the rural nature of parts of the CCG’s local area, we 
have established an ambulance patient reference group.  The group brings 
patient representatives from all three localities together to consider local 
ambulance services and inform future commissioning intentions. 


Commissioning Pathways The CCG involves patients in its commissioning decisions through pathway 
groups.   


The CCG is further developing mechanisms to obtain and share feedback 
from commissioning pathways. A central log of pathway engagement will be 
developed. 


Healthwatch County Durham The CCG has started to build a meaningful relationship with Healthwatch 
County Durham.  This has included generating support from the organisation 
in relation to formal consultation activity. We will continue to work with the 
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organisation and further develop our links. 


In particular the CCG will establish a clear mechanism to enable 
Healthwatch to share concerns and suggestions. 


Judith Mashiter, Co-Chair of Healthwatch County Durham is now the person 
linking from Healthwatch to DDES CCG. 


Health Networks Health Networks are referenced in Appendix 3 


The CCG has developed a memorandum of understanding with Health 
Networks in Durham Dales, Easington and Sedgefield.  Amongst other 
things the memorandum encourages the parties to work collaboratively 
together for the mutual benefit of all, involve the voluntary sector and other 
community organisations in the planning and developing of both new and 
existing health care services and support the community and voluntary 
sector to take control of health issues. 


Area Action Partnerships (AAPs) The local authority attaches great importance to the AAPs (Area Action 
Partnerships) which are bodies bringing together local councillors, 
stakeholders and members of the public. The CCG has developed a good 
working relationship with the nine local Area Action Partnerships and this 
ensures an effective link with partner organisations as well as with the wider 
general public. CCG staff attend board meetings, which are held at least six 
times a year.  Last year the CCG invested in a range of third sector projects 
with the help and support of the AAPs. The CCG intends to deepen its 
involvement with the AAPs by working collaboratively with them on initiatives 
such as the “Health Express” which is being rolled out across the DDES 
area. 
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My NHS MY NHS is an online resource designed to encourage local people to take 
an interest and get involved in local commissioning decisions. In particular, it 
has been developed to encourage participation by those who may find it 
difficult to get involve in more traditional ways, for example via meetings or 
groups. This might include young people, those in full-time employment, or 
people with family or other commitments. 


Resembling a membership scheme, MY NHS provides people who ‘join’ with 
quarterly updates about the work of the CCG, as well as opportunities to 
take part in decision making through surveys, by attending events or joining 
task and finish groups. Over the past year, the CCG has focused efforts on 
building a strong membership base. There will be a continued drive to recruit 
individuals and local organisations to join MY NHS which we see as a crucial 
part of our communications and engagement strategy. The CCG will also 
work to align MY NHS membership with the demography of its localities and 
DDES CCG objectives 


Going forward, the CCG will develop a plan detailing a range of 
opportunities for involvement of MY NHS members. 


Patient Opinion Patient Opinion is a national website that gives service users a forum to 
raise concerns or issues about hospital services.  The CCG promotes 
Patient Opinion via its website and uses this valuable on-line tool to monitor 
patient views and feedback about local Foundation Trust services.  


The CCG will consider further developing its use of Patient Opinion, along 
with further feedback options for those unable to access the internet. 


Public Events Public events provide a valuable mechanism for meeting and engaging with 
local populations.  As part of its plan to engage its wider communities in on-
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going dialogues, the CCG will establish a regular series of public events 
across its three localities. These events will link to the CCG commissioning 
cycle and will actively involve the wider population in the decision-making 
process. 


Patient Insight, Views and Experience The CCG has established mechanisms that allow it to continually monitor a 
full range of patient, carer and public insight, views and experiences. These 
include the following: 


• Hospital Patient Advice and Liaison Service (PALS) 


• Complaints 


• Soft intelligence from Patient Reference Groups 


• Reports presented and discussed at locality clinical quality working 
groups and DDES-wide clinical quality working groups. 


The CCG is developing further mechanisms to gather and make best use of 
soft intelligence. 


Working in Partnership The CCG will continue to work with local partners through the County 
Durham Health and Wellbeing Board and with the Adults, Wellbeing and 
Health Scrutiny Committee. 


It will further develop work with the Local Authority and community and 
voluntary sector partners around engaging the wider community, and 
specifically “hard-to-reach” groups.  


The CCG will commission the Health Networks to undertake outreach work 
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to engage hard to reach groups within its localities.  


General Engagement Activity The CCG will produce a poster that will be displayed across its localities, 
specifically within GP practice. The poster will contain information about My 
NHS, Healthwatch, the NHS Choices website, Patient Opinion and Practice 
Patient Groups. 


The CCG will link its engagement activities to guidance provided by NHS 
England in its publication “Transforming Participation in Health and Care.” A 
Transforming Participation grid has been developed to enable the CCG to 
plan and evidence this. 


The CCG will also further develop robust feedback mechanisms, to ensure 
that those engaged and involved in its activities remain informed, and can 
see the impact 


You Said, We Did We will publish details of how patients, public and stakeholder engagement 
has influenced the CCG’s decision making process.  This will be included in 
our operational plan (link) and strategic plan.  We will also publish 
information on our website. 
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Effective Communication Communications and marketing include awareness raising, reputation 
management, media relations, internal communications, website and social 
media presence and the promotion of services, as well as campaigns which 
influence behaviour and lifestyle.   


Effective, high quality, consistent communications work alongside and 
support the strategic engagement framework and play a significant role in 
helping to develop local understanding of the CCG, its work, priorities and 
achievements. 


It is important to be able to demonstrate how stakeholder views have been 
taken account of in both strategic plans and service planning.  This will 
include producing public facing versions of key CCG documents and sharing 
information through regular bulletins, events, patient groups and so on.   We 
will ensure that public facing documents and patient information is in plain 
English and in line with legal requirements and best practice in terms of 
accessibility. 


Key elements of our communications framework include: 


Website and social media 


Our website will act as a major communication channel, providing 
information about our work, acting as a repository for publications and 
documents, and a focus for a range of engagement and involvement 
activities.  We will continue to develop and improve the site to make sure it is 
accessible to the widest possible audience, including the use of proactive 
mechanisms and opportunities for local people to “have their say.”  The 
CCG already has a presence on Facebook and we are exploring other social 
media opportunities to increase our visibility.     
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Media relations 
We will work closely with the news media in our locality to raise awareness 
of our vision, commissioning priorities, plans and activities.   And to ensure 
that information about changes to services and opportunities to get involved 
are communicated to the widest possible audience. 
    
Health campaigns 
We will raise awareness of local health services through a range of 
promotional campaigns either developed specifically for our locality or 
delivered in collaboration with NHS and other partner organisations.  This 
will include annual campaigns highlighting the appropriate use of services 
and the importance of the flu vaccination. 
 
Prospectus 
The CCG will continue to refresh and publish a patient prospectus. This is a 
document that contains information about the CCGs Vision, Aims, 
Challenges and Commissioning Intentions.  
  
Effective internal communications 
DDES CCG is a membership organisation comprising 40 GP practices.   
The CCG’s constitution sets out the way in which practices are involved and 
engaged in the decision-making process 
(http://www.durhamdaleseasingtonsedgefieldccg.nhs.uk/key-
documents/publications/). 
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Appendix 5 


Evaluation of Engagement  


Governing Body Report - Patient and Public Engagement and 
Involvement Annual Review: February 2014 


1. Background 
 


Patient, carer and public engagement and involvement remains an important and integral 
part of the commissioning process. Since its formation as a statutory body in April 2013, 
Durham Dales, Easington and Sedgefield Clinical Commissioning Group (DDES CCG) 
has increasingly recognised the importance of listening to the views of local people, 
communities and the voluntary sector across its three localities. 


 


Active engagement and involvement is a fundamental part of the process that enables 
DDES CCG to identify the health priorities and service needs of people living in Durham 
Dales, Easington and Sedgefield. It helps ensure that the CCG is able to commission 
high quality services that meet the needs of local people and provide the best possible 
quality of care. At the same time this helps to optimise effective spending of public 
money and maintain the good reputation of the CCG. 


 


Patient, carer and public engagement and involvement is also a statutory requirement for 
clinical commissioning groups. Section 242 of the NHS Act 2006 strengthened the 
statutory duty to consult and involve patients, carers and members of the public. The 
NHS Act 2012 reinforced these requirements, and requires CCGs to seek outcomes that 
deliver a positive patient experience. 


 


In addition, the introduction of the four tests for proposals for service reconfiguration, 
introduced as part of the revised operating framework for the NHS in England in 
2010/11, requires strengthened and robust patient, carer and public involvement. 


 


To meet both its moral and statutory commitments to actively involving local people in 
prioritising local health needs and commissioning local health services, North of England 
Commissioning Support (NECS) produced a comprehensive communications and 


34 
 







 
 
 


engagement strategy for DDES CCG. This initial strategy covered the period from 2012 
to 2014. 


 


In October 2012, DDES Sub-Committee/Governing Body considered, and approved, a 
paper outlining the approach to be taken to engagement and involvement and a proposal 
to review stakeholder engagement across the CCG.  In January 2013, a subsequent 
paper was approved detailing proposals for locality development in relation to patient, 
carer and public engagement and involvement, and stakeholder group development, 
based on the existing Health Networks in each locality.  


 


A year after the approval of the locality development proposals, the purpose of this report 
is to establish the progress of the implementation of the development proposals, and to 
consider how patient, carer and public engagement and involvement should now be 
further developed through the provision of a revised engagement and involvement 
strategy, to be developed and implemented by the CCG, with the support of the NECS 
Senior Involvement Officer, and the wider NECS Communications and Engagement 
Team. 


 


2.    Approach to Patient and Public Engagement and Locality Development 
Proposals 


 


The following gives an overview of the original approach to patient and public 
involvement and engagement and the locality development proposals that were 
proposed and approved by DDES Governing Body and sub-committee in 2012/13. 


 


2.1 “DDES CCG’s Approach to Patient and Public Engagement: An Overview” 


      (October 2012) 


 


• The development of Practice Patient Groups across DDES CCG member GP 
practices 


• A Locality Patient Reference Group in each of the Durham Dales, Easington and 
Sedgefield localities. These locality groups were to be attended by 
representatives of Patient Reference Groups from the member GP practices 


• A review of Stakeholder involvement in each of the three localities and across the 
CCG which was agreed in January 2013 
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• The development of a process to capture soft intelligence from patients, carers 


and members of the public 
• The appointment of lay representatives on clinical quality and project groups 
• The development of a pilot for experience-led commissioning co-design 


The aim of the above was to ensure that local people and communities could contribute 
to identification of health priorities and the development of DDES CCG commissioning 
intentions. They also provided a focus to identify quality assurance issues from the 
perspective of those using services and also in relation to approaches to patient, carer 
and public engagement and involvement. 


 


2.1.1  DDES CCG Practice Patient Groups 


 


Every member GP practice in the DDES CCG localities would have a Practice Patient 
Group. These would meet regularly or be virtual and representatives from each Practice 
Patient Group would attend monthly Locality Patient Reference Groups to represent the 
views of their GP Practice and its surrounding community. 


 


2.1.2 DDES CCG Patient Reference Group  


These were to provide an interface to enable patients, carers and members of the public 
to contribute to the identification of local healthcare priorities and the commissioning of 
local health services. These groups would also provide an accountability mechanism, 
linking DDES CCG practices and their local populations. 


 


Objectives were to: 


 


• Conduct an audit of all practice groups to ascertain current levels of activity 
• PRG members / lay members to visit newly established / re-established practice 


groups to explain new structure and aims of DDES CCG 
• Ensure representation from PRGs on clinical groups in all localities 
• Encourage the involvement of patient groups and PRG members in pathway 


groups and organisations dealing with specific condition 
• Establish feedback to and from Governing Body / Executive and establish a 


regular cycle of meetings between Chairs of PRGs and Governing Body lay 
members 


• Establish a development programme for patient group / PRG members 
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The above would ensure that patient and public views and experience are reflected in 
the development of DDES wide and locality work and improvement programmes. The 
Durham Dales PRG Terms of Reference are included in Appendix 2 as an example. 
Although Terms of Reference differ slightly across the DDES localities, these are broadly 
the same for all three. 


 


The following would create links between Patient Reference Groups and DDES CCG 
Decision Makers: 


 


• Patient members sitting on quality and project groups 
• Soft intelligence collected via individual Practices 
• A Direct link with DDES CCG Governing Body through lay members aligned to the 


locality Patient Reference Groups. These were identified as: 
- Annie Dolphin, Durham Dales 
- David Taylor-Gooby, Sedgefield 
- Keith Tallintire, Easington   


It was also proposed to form an informal patient, carer and public engagement and 
involvement steering group to discuss issues and feed them into the CCG. This was to 
consist of the three governing body lay members and the Chair from each locality Patient 
Reference Group. The PRG Chairs’ meeting has taken place quarterly since March 2013 
and now also includes the Director responsible for Engagement. 


 


2.1.2  Patient Insight, Views and Experience 


 


DDES CCG aimed to continually obtain a full range of patient, carer and public insight, 
views and experiences. This would then be reviewed and acted upon as appropriate. 
Targeted engagement aimed to evaluate patient experience of specific services to 
support the review and redesign of patient pathways. Examples have included stroke 
and end of life pathways. 


 


The following mechanisms were to be used to gather patient insights, views and 
experiences: 


 


• Hospital Patient Advice and Liaison Service (PALS) and complaints processes 
contributing to DDES CCG quality processes 
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• Soft intelligence from Patient Reference Groups 
• Reports presented and discussed at locality clinical quality working groups and 


DDES-wide clinical quality working groups. 


Specific systems and processes were proposed to ensure the above fed into DDES 
decision-making processes: 


 


These are described in the following table, taken from the original overview report. 


 


Stage of Commissioning Process Engagement Mechanisms 


Informing commissioning intentions 


Establishing priorities 


• Discussion with locality Patient 
Reference Groups and practice 
groups 


• Stakeholder events relating to 
specific commissioning intentions 


• On-going review of patient 
experience data 


• Insights from patients gained 
through GP / clinical consultations 


Service review and quality improvement • Patient-reported soft intelligence 
from Patient Reference Groups 


• PALS / complaints data 


• Targeted public activities to gather 
insight 


• Insights gathered from GP / clinical 
consultations 


Service development and design • Targeted engagement activity with 
users of specific service pathways 


• Patient Reference Group members 
part of pathway / project groups 
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2.2 “DDES CCG Patient and Public Engagement Locality Development Proposal” 


 (January 2013) 


 


The Locality Development Proposal considered the need to develop two specific aspects 
of patient, carer and public engagement and involvement. These were improved 
engagement and involvement of: 


 


• Individual service users 
• Stakeholder and voluntary sector / community groups 


Objectives for development were identified and progress towards this is detailed in 
Appendix 4. 


 


2.3 Current position in relation to these documents 


 


It is now a year since the above involvement and engagement approach and 
development objectives were approved by Governing Body and Sub-Committee. The 
following section gives an overview of recent examples of engagement and involvement 
in relation to the implementation and achievement of the above. There is further 
information in Appendix 4. 


 


3.    Examples of Engagement and Involvement 


 


The following illustrates examples of recent engagement and involvement that have 
taken place within DDES CCG localities and across DDES CCG as a whole. 


 


3.1  DDES CCG Localities  


 


Within DDES CCG localities, there has been a general focus on the development of 
Practice Patient Groups, and the development of links and relationships with smaller 
voluntary sector and community groups. 
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3.2 PRG reimbursement policy 


 


DDES CCG recognises that being involved in its activities has a cost to those patients, 
carers and members of the public involved. The CCG wanted to ensure that actual 
expenses incurred were reimbursed. As a commitment to this, DDES CCG developed 
the ‘Expense Reimbursement Policy for Patient, Carer and Public Involvement in 
Engagement Activity’ that was adopted across the CCG in August 2013. 


 


3.3  DDES-Wide 


 


HealthWatch: 


 


HealthWatch is a member of the health and wellbeing board. There has been one 
meeting with HealthWatch, and another meeting is planned. In addition, Durham Dales 
and Sedgefield have Healthwatch Governing Body members as members of their Patient 
Reference Groups. 


 


Area Action Partnerships (AAPs): 


 


A member of DDES CCG attends all nine of the Area Action Partnership Boards. The 
relationship between DDES CCG and the AAPs acts as an effective and essential link 
with partners and the wider public. This is vital in reaching the “grass roots” public and 
understanding their needs, including the challenges they face that impact on their health.  
In 2013/14 the CCG successfully invested £200,000 in 3rd sector health groups through 
the Area Action Partnerships. Please see Appendix 3 for details of DDES CCG 
representation at AAPs. 


 


Francis Report: 


 


In April 2013, the CCG undertook a consultation exercise with the public on the Francis 
report that fed into the formal CCG response. 


 
MY NHS: 
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The Durham Dales, Easington Sedgefield My NHS scheme was launched in November 
2013. The scheme will establish a body of interested individuals who, through their on-
going involvement in the work of the CCG, will contribute to the achievement of the 
organisation’s statutory duties and support service change, improvement and 
development. 


 


An initial recruitment activity was undertaken between 7 – 11 October 2013.   This 
involved visiting a number of local venues and inviting members of the public to sign up 
to the scheme. The scheme was also promoted at a number of local CCG and partner 
events, through the website and via the media, newspaper supplement and Local 
Authority magazine.    


 


DDES CCG is now embarking on a second phase of recruitment which will begin in 
February 2014.  This will involve sending membership forms and promotional material to 
GP surgeries and other outlets, working with Area Action Partnerships, and promoting 
the scheme in practices via the Life Channel. The CCG will also be looking at how 
community and voluntary sector organisations could support recruitment.   


 


The CCG currently has around 300 members against an initial target of 1,000. 


 


Members have received an introductory letter, CCG e-bulletin and an invitation to the 
recent ‘A Call to Action’ event. 


 


A Call to Action: 


 


The national ‘A Call to Action Case for Change’ (NHS England, July, 2013) broadly set 
out the national strategic drivers underpinning the need for new thinking to safeguard the 
NHS for the future. These include an aging population, more people with multiple 
morbidities, anticipated flat funding and limited productivity gains, amounting to a 
projected £30billion funding gap in the next ten years. 


 


NHS England encouraged CCGs to utilise the messages developed as part of ‘A Call to 
Action’ to support local planning for the 2014/15 commissioning intentions as well as for 
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their longer term strategic plans. To support this, a specific communications and 
engagement plan was development and implemented. 


 


In summary the plan involved: 


 


• The development of ‘A call to Action’ information packs and feedback forms 
which were widely circulated to community and voluntary sector 
organisations, partners and members of the MY NHS scheme 


• Use of the website to promote ‘A Call to Action’ including the development of 
an online survey 


• Discussions at and feedback from locality group meetings. 
• Preparation and circulation of a discussion pack to patient participation 


groups. 
• Printed information circulated to GP practices and other outlets. 
• The organisation of a public meeting to discuss key themes and generate 


feedback. 
• Press releases and supplement in Northern Echo. 


 


Feedback from the above has been collated and developed into a separate report that 
has been used to inform future plans. Information has also been provided to the Area 
Team. 


 


Public Event: 


 


A public event was held on 13 December 2013 at Spennymoor Town Hall  


 


The public event was promoted to local people and organisations listed on the CCG’s 
stakeholder database.  Information including a flyer was sent to all local stakeholders, 
community, voluntary and partner organisations, including HealthWatch.  Information 
was also sent to all GP practices with a request to place information in surgeries to raise 
awareness amongst patients 


 


 


Advertisements were placed in the Northern Echo, Teesdale Mercury, Advertiser Series 
and on the CCG’s own website. Press releases were issued. 


42 
 







 
 
 


 


The event was in a conference style.  Presentations took place at the start of the event 
followed by round table discussions regarding CCG priority issues: 


 


• Preventing people from dying prematurely 
• Enhancing quality of life for people with long-term conditions 
• Helping people recover from ill health following injury 
• Ensuring that people have a positive experience of care 
• Frail elderly / urgent care 
• Outpatients and treatments in hospital/monitoring in GP practice 


 
There were 21 attendees at the event at Spennymoor Town Hall.  Those present 
included an MP, representatives of patient reference groups, council representatives, 
representatives of local charities and community organisations. 


 


A full report of all the feedback received under each of the above headings has been 
produced. 


 


Locality Patient Reference Group Events: 


 


Throughout January each of the locality PRGs hosted a Call to Action presentation and 
discussion. A Director and Project Manager was in attendance supported by NECS staff. 
The presentation was the same as the DDES public event, but the feedback was more 
specific and included Primary Care development. 


 


Stakeholder Engagement – Health Networks: 


 


A review of stakeholder engagement across the CCG took place following the position 
paper agreed by the Governing Body/Sub Committee in October 2012.  This review 
recommended that a partnership with the 3 Health Networks that already operated 
across the 3 localities should be explored.  This was with a view to the Health Network in 
each locality functioning and developing as the CCG locality stakeholder group, 
particularly focusing on community and voluntary organisations and hard to reach and 
minority groups. 
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Following several meetings to identify areas of mutual benefit, a Memorandum of 
Understanding was agreed with each umbrella organisation and these were signed and 
publicised in October 2013 (See Appendix 2).  Since then the CCG has involved Health 
Networks in a Call to Action and is covering planning and the Better Care Fund in its 
March 2014 meetings. 


 


The Health Network Chairs also worked with the CCG on a Mental Health and Wellbeing 
Innovation Fund that was launched in December and has seen £136k funding directed at 
grass-roots voluntary and community organisations for innovative projects aimed at the 
elderly, vulnerable and hard to reach groups. 


 


The CCG lay member for engagement and involvement visits, and develops links and 
relationships with, voluntary sector groups across its localities. For example, he is about 
to visit a local autism group. In addition, in a private capacity, the lay member for 
engagement and involvement also writes a weekly column in the Peterlee Star. 


 


 


Ambulance Patient Reference Group: 


 


The Ambulance Patient Reference Group was set up in March 2013 and, building on the 
success of the Dales Ambulance Group, brings patient representatives from all DDES 
localities together to consider the service across DDES and inform future commissioning 
intentions. 


 


Governing Body Meetings: 


 


The DDES CCG Governing Body has met on 6 occasions in public during 2013/14, twice 
in each locality. On each occasion the Governing Body has showcased an item of 
specific interest to the public e.g. young carers, Spennymoor Youth Forum, and the 
social prescribing pilot.   
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4. Knowledge and skills 


 


The following have a specific responsibility for involvement and engagement within 
DDES CCG, specifically in relation to its effectiveness and continued evaluation and 
development: 


 


• Lay Chair 
• Lay Member for PPE 
• Director of Primary Care Development and Engagement 
• Director of Nursing 
• NECS Senior Involvement Officer 
• Wider NECS Communications and Engagement Team 
• Corporate Team 


However, all DDES staff and member practices are also committed to effective 
involvement and engagement and to further development within DDES CCG to achieve 
this. 


 


 


5. Tools and techniques  


 


DDES CCG has developed a full range of engagement tools with NECS and Experience 
Led Commissioning (ELC). Engagement tools include a patient, carer and public 
engagement toolkit, engagement plans, project outline forms and engagement 
checklists. 


 


ELC is an innovative approach to creating person-centred care and commissioning. ELC 
can help the CCG to become more person centred in the way it manages health 
businesses and care systems. 


 


DDES CCG believes that ELC can make a big difference to the way we do things in the 
NHS. ELC is already changing the conversations commissioners have with local people, 
the conversations they have with providers and the conversations around the 
commissioning table. 
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ELC is also changing the way providers design services and talk to their customers and 
the NHS. It is helping to support a move towards a world where people's experience of 
care matters deeply, and CCGs can all walk in the shoes of the people who use our 
services more easily. 


 


6.    Conclusions 


 


A great deal of work and development has taken place across DDES CCG since its initial 
establishment and subsequent authorisation as a statutory commissioning organisation. 
As can be seen from the above examples of involvement and engagement, local people, 
voluntary and community organisations are regularly and systematically involved and 
engaged in the work of DDES CCG, and have a central role in identifying health priorities 
and commissioning local health services. 


 


However, there have been many changes over this period and, coming into 2014/15, 
there is now the opportunity to further develop, and maximise the potential of, 
involvement and engagement of local people within DDES CCG localities. 


 


 


7.    Recommendations 


 


Having considered the current position within DDES CCG in relation to patient, carer and 
public engagement and involvement, this paper makes the following recommendations: 


 


1. To refresh and further develop the existing DDES communications and 
engagement strategy for 2014-2016 for submission to the May Governing Body. 
The formation of an engagement and involvement strategy group to take this work 
forward. 


2. To further develop direct involvement of local people and communities in DDES 
CCG activities. This could include, for example, new initiatives to engage and 
involve people currently registered with MY NHS, and to establish regular public 
events to develop relationships with local communities and engage them in on-
going dialogues e.g. Frances 


3. Work to further develop the engagement and involvement of “hard to reach” 
groups in the DDES CCG localities e.g. our work through the Health Networks 
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These recommendations will ensure that DDES CCG continues to effectively meet the 
needs of its populations, offer value for money and continue to commission high quality 
services. 
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Meeting date: 9 September 2014 
Item No: GB/14/268 


Governing Body 
 


Report Title  Engagement Strategy 
Author and Job Title  Andrew Robinson, Senior Involvement Officer, NECS 
Sponsor Director Joseph Chandy, Director of Primary Care Development & Engagement 
Date 19 August 2014 
 
Purpose  of report  
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


This paper is the Durham Dales, Easington and Sedgefield Clinical 
Commissioning Group Engagement Strategy for 2014-2016. The paper 
is a refresh and further development of the original engagement strategy 
covering the period of 2012-2014.  
 
This strategy was developed with input from locality PRG members, with 
final input from PRG representatives to follow in late August. 
 
The purpose of this paper is to provide an overview of the patient and 
public engagement strategy. 


Summary of key 
points  
 
 
 
 
 
 


Key objectives of strategy: 
• To further develop engagement mechanisms and activities that 


ensure on-going and effective involvement of DDES residents in 
DDES CCG activities 


• To develop clear communication between DDES CCG and members 
of the public 


• To ensure that members of the public have greater influence on 
DDES CCG strategies and commissioning activity by developing 
mechanisms to link engagement activity directly to these areas 


• To develop engagement activities that will effectively involve a wider 
DDES community in the commissioning activities of the CCG 
including hard to reach groups 


• This strategy meets recommendation 1 from the DDES Internal Audit 
for Patient and Public Engagement (brought to Formal Executive on 
5 August 2014). Recommendations 2 and 3 from the Internal Audit 
will be monitored through the forthcoming Engagement delivery plan. 


 
 


DDES approval 
route 
 


• Formal Executive Committee (CQF&P) – 26 August 2014 
• Governing Body – 9 September 2014 


  
Other consultation 
routes 


• PRG representatives engagement strategy meeting – 27 August 2014 
 


  
Supporting • Engagement Strategy with Appendices 


 
 
 







documentation / 
Appendices 
 


 
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 CQF&P are asked to: 
• Agree the Strategy and objectives for engagement in DDES for 2014-


16 
• Actions to achieve the strategy’s objectives (including Internal Audit 


recommendations) will form the delivery plan which will be brought to 
Executive for approval. 


• Progress against the action plan will form part of the annual evaluation 
and assurance at Governing body. 


 
The Governing Body are asked to: 
• Agree the Strategy and objectives for engagement in DDES for 2014-


16 
• Actions to achieve the strategy’s objectives (including Internal Audit 


recommendations) will form the delivery plan which will be brought to 
Executive for approval. 


• Progress against the action plan will form part of the annual evaluation 
and assurance at Governing body. 
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Meeting Date: 9 September 2014 
 Item No: GB/14/273 


 
GOVERNING BODY 


 
Report Title  Clinical Quality Summary Report - May & June 2014   
Author and Job Title  Kirstie Hesketh,  Senior Clinical Quality Manager, North of 


England Commissioning Support (NECS) 
Sponsor Director Gill Findley, Director of Nursing / Nurse Advisor 
Date 08/07/14 
 
Purpose  of report (select) 
Information sharing            Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


The purpose of this paper is to provide Durham Dales, Easington 
and Sedgefield Clinical Commissioning Group (DDES CCG) with a 
bi-monthly briefing of the headline issues relating to clinical quality 
and assurance that actions are being undertaken with providers 
where necessary. This report covers information and issues 
received in May & June 2014. 
 
The report is structured following the clinical quality themes; 
patient safety, patient experience and clinical effectiveness.  Each 
of the CCGs main providers and primary care are reported against 
using these headings.         


Summary of key points  
 
 
 
 
 
 


The primary areas of interest, concern or risk for DDES CCG are 
as follows: 
 
Primary Care/ CCG    
 


• 158 incidents were reported by GP Practices across DDES 
during May and June.  


 
• In response to the rise in the number of incidents reported 


over recent months where GP’s were unable to admit to a 
ward this was raised with CDDFT via the contracts meeting.  
As a result the teams in provider management and finance 
are currently in the process of examining CDDFT’s coding 
data to determine if there has been double-counting of 
patients and practices have been charged inappropriately 
for both A&E attendance and ward admission.   


 
Commissioned Services: 
 


• County Durham and Darlington NHS Foundation Trust 
(CDDFT) provided an update on ophthalmology at the 
CQRG in June. Concerns were raised about capability, 
capacity and care pathways and pressures in paediatric 


 
 
 







 
 


ophthalmology.  A never event (wrong implant) was 
reported in June and the usual contractual penalties will 
apply.  The Royal College of Ophthalmologists is 
undertaking a review of the department in September. A 
commissioning review is also being undertaken, led by 
North Durham CCG. The CQRG will continue to monitor 
this. 


•  
• On 7 July 2014 the government announced legislation 


which introduces ‘Fundamental Standards’ for health and 
social care providers.  Subject to parliamentary approval 
these standards will become law in April 2015.  The new 
measures are being introduced as part of the government’s 
response to the Francis Inquiry’s recommendations and are 
intended to help improve the quality of care and 
transparency of providers by insuring that those responsible 
for poor care can be held to account. As part of the 
fundamental standards, a new duty of candour and fit and 
proper persons requirement for directors will be introduced 
for NHS providers from October 2014 and will be extended 
to all providers by April 2015, subject to parliamentary 
approval. This will be discussed at a future CQRG. 


•  
• Hospital Safety Website – since June 2014 NHS Choices is 


providing key hospital-level patient safety data in one place.  
This means that the public can see how hospitals compare 
in terms of safety across seven key indicators (CQC 
national standards, open and honest reporting, infection 
control and cleanliness, patients assessed for blood clots, 
responding to patient safety alerts, recommended by staff 
to their relatives and friends and nursing and midwifery 
staffing levels).  All the staffing levels for the main providers 
were within acceptable limits and the results for the other 
indicators are in this report. 


•  
• At the NHS Innovations - Bright Ideas in Health Awards 


2014 (North Region) CDDFT won first place in the service 
improvement category for using digital health to monitor 
patients prescribed oral nutritional supplements. City 
Hospitals Sunderland NHS Foundation Trust (CHSFT) won 
second place in the same category for specialised macular 
treatments in the community as well as first prize in the 
Innovation technology or device for a nebuliser mask 
regulator. North Tees and Hartlepool NHS Foundation trust 
(NTHFT) achieved third prize for developing a community 
nursing kit bag.    


Independents   
• A serious case review commissioned by West Sussex Adult 


Safeguarding Board following an inquest into the deaths of 
19 people at the home published its findings on 9th June 
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2014. The report makes more than 30 recommendations 
and the safeguarding adult lead for the CCGs is reviewing 
the report to determine the implications to CCGs.    


 
  


Summary Position  


 


CC
G 


CD
DF


T 


CH
SF


T 


N
TH


FT
 


N
EA


S 


TE
W


V 


  Areas of Concern        
Regulators               


  Concerns raised /flagged by CQC Jun-14       
  Concerns raised /flagged by Monitor? Jun-14       
  Clinical effectiveness         
  Has any provider been identified as a 'negative outlier' for Mortality (SHMI/HSMR)? Jun-14       
  Patient experience         
  Does feedback from the Friends and Family test (or any other patient feedback) indicate any causes for 


concern for any provider?  May-14       
  Safety         
  Does any provider currently have any  72 day reports outstanding ?  Jun-14       
  Does any provider currently have any  45 day reports outstanding ?  Jun-14       
  Does any provider currently have any 60 days reports outstanding?  Jun-14       
  Has any provider experienced any 'Never Events' during the last month? Jun-14       
  Quality Assurance          
  Survey results  Jun-14       
  Workforce  Jun-14       
  Primary Care          
  GP PTG referrals  Jun-14       
  CCG complaints  Jun-14       


 
●Concerns    ● No Concerns   ●Data not available  ●Not applicable                


 


 
Approval route 
 


• Formal Executive Committee – 22nd July 2014 


  
Supporting 
documentation / 
Appendices 


• No supporting appendices  


 
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 
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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 the content of this summary report. 
• Support the actions being taken forward through the CQRG to 


improve quality and experience for patients 


 


4 
 







 
 


Durham Dales, Easington and Sedgefield CCG  
Clinical Quality Summary Report - May & June 2014 


 
1 Introduction  
 
The purpose of this report is to provide Durham Dales, Easington and Sedgefield CCG 
(DDES CCG) with a monthly update of issues relating to the quality of services and their 
impact on patient experience; where possible the data has been broken down into the 
DDES CCG area and its localities. It also includes information relating to compliance 
against national and local standards and matters raised about professional performance. 
Where key issues, risks and areas of concern are identified these are challenged through 
the respective Clinical Quality Groups (CQRGs). A summary of the discussions which 
have taken place at the CQRG’s is also included within the report to provide assurance of 
the actions being taken forward. 
 
2 CCG & Primary Care 
 
The information provided about primary care relates to information received by NHS North 
of England Commissioning Support (NECS) clinical quality team, via the Safeguard 
Incident & Risk Management System (SIRMS). The CCG is still yet to receive a regular 
information flow relating to serious incidents, complaints, NICE compliance, CAS alerts or 
professional performance concerns within primary care.  The CCG received assurance at 
the primary care quality surveillance group (QSG) from the Area Team this will be in place 
shortly. 
 
2.1   Clinical Effectiveness 
 
2.1.1 CAS (Central Alert System) 
 
In forthcoming months it is hoped that NHS England Area Team will share information 
regarding the central alert system which can be included in this report.   
 
2.1.2  Clinical Audit 
 
No new audits were undertaken or reported in May and June 2014.   
 
2.1.3  NICE Guidance  
 
Responsibility for NICE in primary care remains the responsibility of the Local Area Team. 
 
For information the following NICE guidance was published in May and June 2014. 
 
No Title Type 


IPG495 Radiofrequency tissue reduction for turbinate hypertrophy Interventional 
procedures  


IPG494 Endoscopic saphenous vein harvest for coronary artery bypass grafting   Interventional 
procedures 


IPG493 Arthroscopic radiofrequency chondroplasty for discrete chondral defects of 
the knee   


Interventional 
procedures  
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TA315 Canagliflozin in combination therapy for treating type 2 diabetes Technology 
appraisal  


MTG19 The geko device for reducing the risk of venous thromoembolism Medical 
technologies 


CG180 Atrial fibrillation: the management of atrial fibrillation   NICE 
guideline 


MTG18 The MAGEC system for spinal lengthening in children with scoliosis  Medical 
technologies 


TA314 Implantable cardioverter defibrillators and cardiac resynchronisation therapy 
for arrhythmias and heart failure  


Technology 
appraisals 


QS62 Constipation in children and young people Quality 
standards 


 
2.2 Patient Experience  
  
2.2.1 Complaints Activity 
 
No new formal complaints were received from DDES residents during this period. 
 
2.3 Patient Safety  
 
2.3.1   Serious Incidents (SIs) 
 
It appears that no serious incidents have been reported to the Area Team by DDES 
practices for the month of May & June.  
 
2.3.2 Primary Care Incident Reporting  
 
During this period 190 incidents were reported via the Safeguard Incident Reporting 
Management System (SIRMS), of this number 158 were reported by GP Practices across 
DDES. This indicates a 5% reduction in incident reporting.    
 
32 incidents were reported by other organisations such as County Durham & Darlington 
FT, North Tees & Hartlepool FT, and the NECS Medicines Optimisation Team. The 
incidents related to issues such as community pharmacy dispensing errors/controlled 
drugs discrepancies; tissue viability wounds; and nursing home/care home concerns. 
These were forwarded by NECS to the appropriate teams/organisations for example to the 
Safeguarding Adults Team or to the NHS England Area Team for action as necessary. As 
this report relates to GP practice incident reporting only these incidents have therefore 
been excluded from the charts and tables within this report.  
 
DDES 
Locality 
Incidents  


Aug 2013 Sept 
2013 


Oct 
2013 


Nov 
2013 


Dec 
2013 


Jan 
2014 


Feb 
2014 


March 
&April 


May 
&June 


Durham Dales 39 31 33 32 24 13 20 57 43 
Easington  62 62 29 30 28 38 26 35 35 
Sedgefield  33 51 34 16 13 43 36 74 80 
Total 134 144 96 78 65 94 82 166 158 
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The following graphs provide analysis of reporting across the DDES localities during May 
and June 2014. The GP quality leads continue to monitor the reporting trend in their 
localities and keep the clinical quality locality groups updated on activity.   


 
Reporting by Locality: The graph indicates an increase in reporting across Sedgefield 
locality, a decrease was observed across Durham Dales and reporting remained static in 
Easington.  
   


 
 
Reporting by locality is as follows:     
 
Durham Dales Locality: reporting on SIRMS decreased during May and June 2014 with 
43 incidents being reported by the practices. During the previous two month period the 
practices had reported 57 incidents. 
 


 
 
Easington Locality: reporting on SIRMS remained the exactly the same during May and 
June 2014 with 35 incidents being reported by the practices. During the previous two 
month period the practices had reported 35 incidents. 
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Sedgefield Locality:  9 of the 11 GP practices reported incidents on SIRMS during May 
and June 2014.  This is a decrease on the 10 of 11 that reported in the previous two month 
period. The chart below captures the numbers reported by each practice. The number of 
incidents reported increased slightly from 74 in the previous two month period, to 80 in 
May and June. 
 


 
 
The following table shows the total number of incidents reported by type in comparison to 
previous months.  The table highlights that the majority of incidents relate to 
documentation, access, admission and discharge issues, clinical assessment, medication 
and implementation of care. These findings are being used to inform the CQRG 
discussions and commissioner assurance visits. 
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Incident reporting by Type  
 


 


Access/Admission/ 
Discharge Issue


34 82 55 20 47 20 13 15 13 44 57


Contracting/ 
Commissioning Issues


0 5 7 8 8 3 0 2 1 4 2


Medication 18 16 12 13 19 47 14 18 11 27 10
Consent/Communication
/Confidentiality


8 4 10 6 5 8 1 4 5 6 13


Documentation 52 64 38 48 40 55 15 35 24 42 33


Clinical Assessment / 
Implementation of Care 5 10 7 17 34 21 13 10 7 9 13


Information Governance 1 3 3 4 5 4 0 0 4 4 0
Suspected suicide 3 0 0 0 1 4 4 2 2 0 0
Other 0 0 0 0 0 2 1 10 1 0 3
Death 1 1 0 1 0 1 0 3 2 0 0
Child protection 0 0 0 1 0 1 0 0 0 1 2
Patient accident 0 0 0 0 0 1 0 0 0 0 0
Patient Experience 1 3 8 3 2 5 5 2 1 8 7
Medical Device 0 0 0 0 0 0 1 0 1 2 0
Safeguarding Adults 0 0 1 1 3 6 1 0 0 0 1
Self-Harm 16 20 20 4 16 27 8 9 14 13 15
Infrastructure / IT 1 0 4 2 2 6 0 3 1 2 0
Tissue Viability 4 0 0 0 12 43 6 4 3 0 0
Clinical Quality 2 0 0 1 1 0 0 1 0 0 1
Performance 2 3 0 1 0 0 0 0 0 1 1
Screening 1 0 2 1 1 0 0 0 0 1 0
Soft Intelligence 6 0 0 0 0 0 0 1 2 0 0
Infection Control 1 0 1 2 2 0 3 0 0 0 0
Violence and 
Aggression 


0 1 0 0 1 0 0 0 0 1 0


Staff Accident 0 1 1 0 0 0 0 2 0 1 0
TOTAL 146 212 150 134 196 254 85 111 82 166 158


Oct& 
NovJun-13 Jul-13Incident types Jan-14 Feb-14 Mar & 


Apr 14 SparklineMay & 
June 14 Aug-13 DecMay-13 Sep


 
 
The table below highlights the subject organisations involved in the incidents. As with 
previous months the majority of incidents across DDES occurring in hospital settings relate 
to County Durham and Darlington NHS Foundation trust or have occurred within General 
Practice.  
 


Organisation Where Incident Occurred Number of 
Incidents 


County Durham & Darlington NHS Foundation Trust 85 
GP Practice 33 
City Hospitals Of Sunderland NHS Foundation Trust 12 


North Tees & Hartlepool NHS Foundation Trust 7 
North East Ambulance Service 5 
Tees, Esk And Wear Valley NHS Foundation Trust 5 
Independent Contractor – Other 4 


Non NHS 2 
NHS DDES CCG 2 
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Out Of Area NHS Provider 1 
Newcastle Upon Tyne Hospitals NHS Foundation Trust 1 


South Tees Hospitals NHS Foundation Trust 1 
Grand Total 158 


 
The following main themes were identified: 
 
Access, Admission, Transfer & Discharge: 57 incidents were reported in this category 
and 15 of these related to discharge notifications being sent to the wrong GP practice, 20 
incidents related to issues with Choose & Book appointments cancelled due to no 
available slots. Other issues concerned clinical letters/discharge notifications being late or 
incorrect. 4 incidents related to delayed or late response from NEAS. All these incidents 
have been raised with the relevant trusts for consideration by their safety committees. 
 
Documentation: This was one of the main cause groups with 33 reported incidents 
involving issues such as clinical letters and test results being delayed or sent by providers 
to the wrong GP practice. County Durham and Darlington NHS FT was cited in 19 of these 
incidents and these have all been raised with the Trust’s Safety Committee for action. 2 
incidents related to City Hospitals Sunderland NHS FT and ongoing issues with 
incorrect/delayed clinical letters and discharge notifications.  
 
Self-Harm: A high number of incidents continue to be reported relating to patient self-harm 
(15 incidents) and, where relevant, referrals to mental health services have been made 
and/or follow up appointments with GPs.  As part of the Durham County Council’s public 
mental health strategy a multi-agency self-harm task group is in place with the objective of 
reducing the suicide and self-harm rate locally and the incidents reported on SIRMS by the 
GP practices help inform the work of this group. 
 
Clinical Assessment / Implementation of care: There were 13 incidents but no clear 
trend is to be identified. The incidents range from one ex-member of staff contacting a 
Practice manager to speed up the faxing of medical records to another country, through a 
GP waiting 50 minutes at a Hospital switchboard, to concerns about over medication for a 
very young child. 
 
Medication: The majority of the incidents related to secondary care prescribing issues 
such as medication given to patient on discharge, mismatching between patient and 
medication, no shared care agreement/monitoring arrangements in place which have been 
raised with the relevant providers. Incidents concerning community pharmacies and 
dispensing errors are passed to NHS England for awareness and action as required.  
 
Soft Intelligence: There were two soft intelligence concerns raised though SIRMS during 
May and June. One incident occurred with automatic doors at a surgery which restricted 
the access of a double buggy, an internal resolution has been found. The other was a 
patient who was “delighted” with their care at Darlington Memorial Hospital. 
 
2.3.4 Key Actions 
 
• Incidents involving community pharmacies have been shared with NHS England as 


the commissioner of these services.  


10 
 







 
 
• All care home incidents are shared with the Adult Safeguarding Team for advice and 


action as appropriate.  These incidents are also discussed at the information sharing 
meeting with the Local Authority. 


 
2.3.5 GP Performance Triage Group 
 
During May and June one referral was made by the GP PTG to the Area Team, NHS 
England.    
 
3. Provider Services   
 
This report provides, where known, the quality intelligence for CDDFT and CHSFT. It is 
pertinent to highlight that the providers only provide quality reports on a quarterly basis, 
therefore the bi- monthly reports focus on the information owned and monitored by NECS.     
 
3.1 County Durham and Darlington Foundation Trust (CDDFT) 
 
3.1.1 Clinical Effectiveness 
 
No exceptions to highlight. 
 
3.1.2 Patient Experience 
 
FFT Results: The following graphs summarise the FFT response rates and score across 
both inpatient, A&E and maternity services for CDDFT and show how these compare to 
previous months, the England average and overall performance of Trust’s within their Area 
Team.   
 
Accident & Emergency (A&E) results 
 


  
 
Response rates - in May UHND saw a decrease from 35.5% to 24.9% and DHM rate saw 
a significant increase from 10.6% to 27.61% and both hospitals are above the England 
average and national target. 
 
Score - both DMH and UHND scored 40 which is a decrease on the previous month and 
both hospitals continue to remain significantly below the national average of 54. 
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In Patient  
 


  
 
Response rates - UHND saw a decrease to 23.89% in May from 28.9% the previous 
month and remains below the England average of 35.86%. Both BAH and DMH rates are 
above the England average. 
  
Score - BAH remains well above the England average of 74. UHND saw an increase this 
month taking it above the England average however DMH continues to remain below this. 
 
Maternity 
 
 


 


Antenatal care (Q1) – The overall score decreased 
from the previous month but remains above the 
England average of 67. 
Birth (Q2) – The overall score saw a slight 
increase this month and remains above the 
England average of 77. 
Postnatal care - ward (Q3) – The score saw a 
decrease but remains above the England average 
of 65. 
Postnatal care, community (Q4) – The score 
increased this month and remains well above the 
England average score of 77. 
 


  


Key Issues:   


 
 


In 2014/15 the FFT national target response rates have increased (A&E 20%, inpatient 
30%) to be achieved by the end of Q4 and these have been included in this year’s CQUIN 
Scheme.   
 
During 2013/14 the inpatient response rates for DMH and BAH were mainly above 30% 
but UHND frequently fell below this (7 out of 12 months).  However, overall the combined 
inpatient scores for CDDFT were generally above 30%. CDDFT combined A&E response 
rates were below 20% for 6 out of 12 months and although progress was made during 
2013/14 sustained improvement is required to ensure both hospital sites achieve the A&E 
target. The FFT will continue to be monitored via the CQRG and CQUIN meetings. 
 
3.1.3 Patient Safety  
 
Serious Incidents (SIs) 
 
In May & June 2014, CDDFT reported 26 SIs. All of which are reviewed against a standard 
root cause analysis process. The incidents related to: 
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Incident Type April May June Trend 
Sparkline


Ambulance delay 4 7 1
Slips/Trips/Falls 4 3 7
Delayed diagnosis 1 0 0
Maternity services – maternal death 0 1 0
Other 1 0 0
Sub-optimal care of deteriorating patient 0 1 0
Pressure ulcer grade 3/4 0 1 4
Surgical error 0 0 1
Total 10 13 13  


 
In June there was 1 Never Event reported under the category of wrong implant which 
related to the Ophthalmology Service (wrong lens implant) and the usual contractual 
penalties will apply. 
 
Out of the 26 incidents reported, 11 involved DDES residents (2 Ambulance delay, 6 
slips/trips/falls, 2 Pressure Ulcer grade 3 and 1 sub optimal care of deteriorating patient). 
 
Key issues: 
 
Patient falls - In June there was an increase the number of SI’s where patients have 
suffered significant harm as a result of a fall. Safety Thermometer data indicates that the 
Trust continues to be a negative outlier on falls with harm and this is the most reported 
incident category to the National Reporting Learning System.  Reducing falls with harm 
has been identified in the quality accounts and nationally as part of Safety Express Work.  
CDDFT’s falls group continues to monitor issues and report these to Safety Committee.  
There has been no improvement in the rate of serious incidents (38 reported 2012/13 and 
39 in 2013/14) and this has been noted by the CQRG who is continuing to monitor this. 
 
Ambulance handover delays - CDDFT is continuing to report all 2 hour delays in 
ambulance handovers, 7 cases were reported in May and 1 incident in June.  These are 
reported as collective incidents over a period of time and overall there were 13 patients 
where ambulance crews were unable to handover to A&E staff at Darlington Memorial 
Hospital (DMH) or University Hospital of North Durham UHND). This is a decrease on the 
number reported in previous months.  CDDFT has an action plan in place and this is being 
monitored via the programme board and contract management groups.   


The continuation of reporting handover delays is being questioned by CDDFT, as it does 
not fit with the national reporting guidance for serious incidents.  Advice is being sort from 
the area team as they initiated the request for providers to report such incidents.    
  
Serious Incident Performance: The performance against SI’s continues to be monitored 
via the SI panel and the CQRG.  In May & June CDDFT’s SI performance was as follows: 
 
• In June 46% of SI’s were reported within the required 2 working days, compared to 


May when 62% were reported.  
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• 91% of the cases had the required 72 hour report submitted; which is an improvement 


on May when 83% were submitted.  The 24 hour report required for the Never Event 
was also submitted within timescale. 


• The number of reports submitted within the 45/60 day requirements remains low, with 
only 5 out of 9 (56%) submitted in June and 8 out of 16 in May.   


 
A financial penalty has been included in the 2014/15 contract for late submission of reports 
should the CCG wish to impose this.   
 
Patient Safety Incidents: During May and June 2014, a total of 165 incidents were 
reported about CDDFT across all three CCGs areas in County Durham and Darlington, 
which were RAG rated by NECS clinical quality team.   
 
Of the 165 incidents reported, 144 (87%) of the incidents were classed as ‘No Harm/Near 
Miss’ and were sent in a thematic report to the Patient Safety team at CDDFT for 
discussion at the Trust’s Safety Committee.  16 (10%) of the incidents required a more 
considered investigation and were sent to the Patient Safety team at CDDFT for review. 
The Trust’s formal response will be shared with reporters when this becomes available.  
 
During May and June the main themes and trends from the incidents reported about 
CDDFT were as follows: 
 
1. Choose & Book - 22 incidents were reported, 5 of which related to services or named 


consultants not on C&B. The remaining 18 incidents related to C&B appointments being 
cancelled off the system due to no available slots (some incidents were about multiple 
patients).   


 
2. Discharge notifications/Clinical letters/Documentation - 57 incidents were reported 


all of which related to clinical letter or discharge summary being incorrect or delay in 
being received. 28 of these related to correspondence being sent to the wrong GP 
Practice.    


 
3. Delay/Failure to access hospital - 5 incidents were reported about a delay or failure to 


access hospital, 4 related to patients having to be admitted to A&E due to no bed 
availability (3 UHND 1 DMH).  1 incident related to a delay in allocation of appointment 
at DMH wheelchair clinic.  This is a slight increase on the previous month when 4 
incidents were reported under this category. 


 
There were no other main themes identified however a number of incidents were reported 
under various cause groups by GP’s. One GP was concerned about a 2 week referral 
which he had to follow up with Histology in which the biopsies had highlighted 
inflammation however no further action was being taken. Another GP wanted to refer a 
patient to Neurology but was unable to do this and the referral was returned to him due to 
capacity issue however this is a block contract. A GP also expressed concern about 
excessive prescribing for a young child with eczema by the Urgent Care Centre.  
 
3.1.4 Other Quality Assurance Measures 
 
NHS England - North Region Quality Dashboard Report (June 2014): This report was 
published in June 2014 and provides an assessment across the outcome domains of 
where Trusts are deemed an outlier (statistically different) or where results are below what 
is expected. The table below shows that CDDFT is an outlier across two areas.    
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Preventing People from dying prematurely Score/Result 
RTT 52+ week waiters 
Reporting period YTD (April 2014) 


1 case (CDDFT) reported 
against a trajectory of 0 


Treating and caring for people in a safe environment/ protecting them from avoidable harm 
MRSA actual is above trajectory.  
Reporting period April 2014 


1 case against a trajectory of 0 


 
The above exceptions will be discussed at the respective CQRG and Contract 
management group.  
 
Fundamental standards: improving quality and transparency in care: On 7 July 2014 
the government announced legislation which introduces fundamental standards for health 
and social care providers.  Subject to parliamentary approval these standards will become 
law in April 2015.  The new measures are being introduced as part of the government’s 
response to the Francis Inquiry’s recommendations and are intended to help improve the 
quality of care and transparency of providers by insuring that those responsible for poor 
care can be held to account. 


The fundamental standards are:  


• care and treatment must be appropriate and reflect service users’ needs and 
preferences 


• service users must be treated with dignity and respect 
• care and treatment must only be provided with consent 
• care and treatment must be provided in a safe way 
• service users must be protected from abuse 
• service users’ nutritional and hydration needs must be met 
• all premises and equipment used must be clean, secure, suitable and used properly 
• complaints must be appropriately investigated and appropriate action taken in 


response 
• sufficient numbers of suitably qualified, competent, skilled and experienced staff must 


be deployed 
• persons employed must be of good character, have the necessary qualifications, skills 


and experience, and be able to perform the work for which they are employed 
• registered persons must be open and transparent with service users about their care 


and treatment (the duty of candour) 


How the fundamental standards will work in practice: 


• they will define the basic standards of safety and quality that should always be met, 
and introduce criminal penalties for failing to meet some of them.  


• the standards will be used as part of the CQC’s regulation and inspection of care 
providers. The CQC will be able to hold providers to account if they are not being met, 
including through the courts where appropriate. Registration with the CQC will also be 
dependent on compliance. 


• the duty of candour will require NHS bodies to be open and transparent with service 
users about their care and treatment, including when it goes wrong. 


• the fit and proper person’s requirement means that all directors of NHS bodies must 
pass a test proving they are fit and proper persons. The CQC will be able to insist on 
the removal of directors that fail. 
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As part of the fundamental standards, a new duty of candour and fit and proper persons 
requirement for directors will be introduced for NHS providers from October 2014 and will 
be extended to all providers by April 2015, subject to parliamentary approval.  


This will be discussed at a future CQRG and any arising action plans will be monitored by 
the group.  NECS clinical quality team will also review the tools used during the 
commissioner visit programme to ensure that these are reflective of the standards. 


Department of Health (DoH) and NHS investigations into matters relating to Jimmy 
Savile: The reports of all 28 NHS Trusts asked to investigate links/visits by Jimmy Savile 
within their organisations were published in June on the Department of Health website. A 
further report is expected in September on the wider lessons to be learnt by Kate Lampard 
a barrister who asked to oversee the whole process.  NHS England has asked that 
organisations including CCGs review the 28 reports and act on the recommendations that 
arise. 
 
Locally CDDFT was one of 28 Trusts requested by the DoH to commission investigations 
into information passed on by the Metropolitan Police concerning the late Jimmy Savile. 
The information suggested a possible connection between Jimmy Savile and Dryburn 
Hospital and the scope of the investigation was widened, on the DoH advice, to cover 
Jimmy Savile’s visit to the children’s ward at Shotley Bridge Hospital in 1981.  
The investigation has found no evidence of any connection between Jimmy Savile and 
Dryburn Hospital and no evidence of any untoward incidents taking place during the visit to 
Shotley Bridge Hospital. A small number of potential improvements have been identified in 
relation to the trusts procedures which are currently being actioned by the Trust and will be 
monitored by the CCG.  
 
The Trust has published the full report on their website and is available via the link below: 
http://www.cddft.nhs.uk/news-events/latest-news/savile-report-publication.aspx  
 
The Designated Nurse and the Safeguarding Adults Manager are to meet on 21/08/14 to 
consider the recommendations from the published reports.  The findings from the report 
will also be discussed at the next CQRG. 
 
NHS Innovations North Awards - Bright Ideas in Health Awards 2014 : The Bright 
Ideas in Health Awards is a competition organised by NHS Innovations North in 
conjunction with the Academic Health Science Network for the North East & North 
Cumbria (AHSN NENC), inviting entries from all NHS and Clinical Commissioning Group 
staff who have a bright idea in the North East Region. 
 
The Awards celebrate the achievements of NHS employees throughout all sectors of the 
service in the North East who have risen to the challenge of telling us how, and where, 
they believe that improvements to the service provided to patients can be improved, either 
through a technical innovation or through better service delivery.  
 
At the recent awards CDDFT won first prize in the Service improvement category for using 
digital health to monitor patients prescribed oral nutritional supplements. Research has 
shown that under nutrition costs lives and money. Under nutrition can be treated with oral 
nutrition support through the prescribing of oral nutritional supplements. However, there 
are concerns that these can sometimes be prescribed inappropriately as a result of limited 
monitoring of patient compliance. To overcome this, a Health Call Under Nutrition Service 
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has been established using automated telephone technology to monitor patients identified 
as being at risk of under nutrition. 
 
Safer Staffing Programme: In November 2013, the Government published ‘Hard Truths: 
the journey to putting patients first’, in full and final response to the Francis report 
which explicitly stated that poor staffing levels at Mid Staffordshire led to poor quality care. 
Whilst the government concedes that adequate staffing levels are essential in providing 
proper care, they will not introduce mandatory staffing levels.  
 
The National Institute for Health and Care Excellence (NICE) is currently in the process of 
developing guidance to the NHS on setting safe staffing levels.  NICE will publish 
guidance for adult in-patient wards in July 2014 and from August for A&E, maternity units, 
acute in-patient paediatric/neonatal wards, mental health in-patient settings, learning 
disability in-patient units, mental health community units, learning disabilities in the 
community and community nursing care teams. 
 
NHS organisations will be required to publish details of staffing levels on each of their 
wards every month, as well as the percentage of shifts meeting safe staffing guidelines. 
Trusts will then review the evidence for their staffing numbers in public at least once every 
six month.  The results will be published on NHS choices website to allow members of the 
public to access more detailed information regarding staffing levels within Trusts.   
 
CDDFT has published their data which is reflected in the section below and does not 
highlight any concerns.    


NHS Choices - Hospital Safety Website: From 27 June 2014 NHS Choices is providing 
key hospital-level patient safety data in one place. This means that the public can see how 
hospitals compare in terms of safety across seven key indicators (CQC national standards, 
open and honest reporting, infection control and cleanliness, patients assessed for blood 
clots, responding to patient safety alerts, recommended by staff to their relatives and 
friends and nursing and midwifery staffing levels).  This is to ensure hospitals are more 
transparent and each indicator will be risk rated (red/amber/green) which will allow the 
public to compare hospital safety data. 


The following table shows CDDFT published results by hospital site.  The table highlights 
that the Trust is among the worst for being recommended by staff (data obtained from 
NHS Staff Survey 2013) and the CQC inspection at UHND where it was found the record 
keeping standard was not being met.  Across all sites the staffing levels were more than 
100% of the planned levels and this can occur where there are a lot of patients on wards 
who need extra care due to their physical or mental health condition. All other key 
indicators were as met or as expected. 


Site HCAI CQC Safe staffing Recommended by 
staff 


Patients 
assessed 
for blood 
clots 


NHS 
England 
Patient 
Safety 
Notices 


Honest and 
Open 
Reporting 


UHND 
 
 
 


 
 
 


As 
expected 


Some 
standards not 


met 


104% of 
planned level 


 
 
 


Among the worst 
with a value of 


95% of 
patients 


assessed 


Good – all 
alerts signed 


off 


As expected 
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DMH 
 
 
 Among the 


best 


 
All standards 


met 


104% of 
planned level 


56.88% 
 
 
 


   


BAH 
 
 
 


 
 
 


As 
expected  


All standards 
met 


119% of 
planned level 


SBCH Data not 
available 


Data not 
available 


114% of 
planned level 


 


Chester le street 
Community 
Hospital 


Data not 
available 


All standards 
met 


126% of 
planned level 


Weardale 
Community 
Hospital 


Data not 
available 


All standards 
met  


119% of 
planned level 


Richardson 
Hospital 


Data not 
available 


Data not 
available 


105% of 
planned level 


 


Clinical Quality Review Group Update: CDDFT CQRG is held on a 6 weekly basis and 
the most recent meeting took place on 13 June 2014. The following points are a summary 
of the key issues discussed: 
 
Consultant Outcome data - the Trust presented a report on consultant outcomes data for a 
variety of different specialities (Bariatric, Endocrine & Thyroid, Orthopaedic, Vascular and 
Colorectal Surgeons).  The report provided a degree of assurance about performance of 
individual surgeons as the data indicates that mortality within this cohort of procedures, 
were all within the expected rates based on the complexity of the cases and comparison 
with the national average. The Trust has shared this information with the clinical teams 
with the aim to support an understanding of the service and support consultant 
performance review and re-validation.  
 
Clinical Audit Forward Plan 2014/15 - the Trust shared copies of their forward plan by care 
group with the CQRG on 13/06/14. Further discussion between the Trust and NECS is to 
take place to identify risk areas which need to go on the forward plan.  
 
Central Alert System (CAS) - the Trust presented their annual report outlining their 
compliance against alerts. The care groups/departments have been reviewing processes 
throughout the year and inclusion of all alerts onto one system (SIRMS) has streamlined 
this.  The group noted that there have been some alerts that have not been met by the 
deadlines and the care groups/departments are aware of this and have identified leads so 
that the process can be tightened further.  The Trust advised that there is one patient 
safety alert which remains outstanding but this was a national problems due to the 
equipment (pumps) being unavailable.  
 
CQUIN Q4 2013/14 - Evidence has not been submitted against some indicators and a 
deadline of 27 June 2014 was given for submission of additional evidence. It was agreed 
that the end Q4 position would be discussed at the next CQRG. 
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CQUIN 2014/15 - the group noted that significant progress has been made however there 
remains one outstanding indicator still to be agreed regarding ambulance handovers and 
this has gone to the chief officer for discussion in order to move this forward. 
 
Friends and Family Test (FFT) - The Trust advised that there are still some areas 
underperforming and it was noted that the response rated for A&E at UHND is below the 
national average.  The Trust explained their website will be upgraded during 2014/15 
which will allow for the data captured internally to be uploaded and displayed.  A roll out of 
FFT to outpatients and community services is planned. 
 
Inpatient Survey Report (2013) - the Trust presented the finding of the survey and it was 
noted by the group that the results were positive. The Trust advised that care group 
thematic action plans will be developed to include the issues identified within the survey 
where further action is required.  Care Group governance leads will monitor areas in need 
of improvement and provide evidence of actions taken to improve practice. 
 
Raising Concerns at Work (whistleblowing) Report - The Trust presented a report to 
update and assure the CCGs on the progress, use, effectiveness and further actions being 
undertaken in respect of their whistleblowing policy.  The HR case management system 
will facilitate the reviewing and tracking of future whistleblowing cases. A further report will 
be presented to the CQRG in October 2014. 
 
Healthcare Acquired Infections (HCAI) - this report was presented.  The group noted the 
two MRSA cases against a zero trajectory.  The Trust advised that these two cases were 
unavoidable and the CCG infection control lead advised that they were pleased with how 
the Trust had handled these cases.  
 
Mortality - the Trust provided an update and advised that they have established a quarterly 
review committee looking at overall performance and has also established a monthly sub-
committee. Since April 2014 deaths are reviewed on a weekly basis and a report will be 
out next week focusing on high risk groups.  Discussion around the hosting of a proposed 
event took place regarding the proposal of a collaborative event and it is essential that 
GPs are included in the event. 
 
High Mortality Rates for gastrointestinal haemorrhage - the Trust advised that they have 
submitted their final findings of the extended mortality review to the CQC in response to 
the data held by the Imperial College which indicated significantly high mortality rates. The 
CQC has reviewed the information provided by the Trust including the action plan from the 
review and the service’s assessment against NICE guidance.  The CQC concluded that 
additional enquiries are not required at time and the regional team will follow up the 
progress with CDDFT in implementing the action plan.  This will continue to be monitored 
via the CQRG. 
 
Radiology - the Trust advised that there are significant issues with workforce and this is a 
national problem which has an impact on work times.  In response to this CDDFT 
commissioned outsourcing and they have held regular reviews with the company looking 
at governance and how they respond and work with the Trust to make sure that they get 
good quality reports.  The company has advised that they are being asked for too many 
reports so CDDFT is looking for more outsourcing.  The Trust is looking at staffing and is 
trying to attract radiologists; action plan has been developed to take this forward.  The 
Trust confirmed that they will maintain the 6 week waiting time for diagnostics and this will 
continue to be monitored via the CQRG. 
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Ophthalmology - the Trust provided an update and concerns were raised about capability, 
capacity and care pathways and pressures in paediatric ophthalmology.   A never event 
(wrong implant) has been reported in June.  The Royal College is undertaking a review in 
September. A commissioning review is also underway being led by North Durham CCG.  
The CQRG will continue to monitor this. 
 
Safeguarding Children/Adults Report - the Trust presented a report which showed there 
has been an improvement in the number of staff trained.  The Trust discussed their 
response to the Supreme Court ruling regarding deprivation of liberty safeguards (DOLS) 
and advised that a staff bulletin has been sent out and they are implementing a 
programme of ward visits to help staff through this process. The group discussed the 
process of sharing information with TEWVFT and the local authorities and some issues 
have been identified especially in regard to children. This issue was acknowledged by the 
group and it was agreed further discussion with the local authorities is required. 
 
Safeguarding Children re-structure - The Trust advised that the structure is due to be 
completed in July and the report will be presented at a future CQRG meeting. 
 
Hard Truths Publishing of Staffing Data - the group discussed the workforce information 
report and it was emphasised that the data needs to be open and transparent.  The Trust 
confirmed the planned staff/actual staff figures will be published the NHS Choices website 
later in the month. 
 
Trauma Audit and Research Network (TARN) - the CCG expressed concern that they still 
had not had sight of the action plan.  The Trust provided verbal assurance that staff are 
being trained and South Tees Trust is providing peer support. The CCG advised the Trust 
to submit their current action plan as soon as possible and provide an update following the 
re-visit in July. 
 
End of Life - the Trust advised that the palliative steering group committee meets regularly.  
The Trust advised that they will also be issuing some corporate guidance which will 
include primary care. 
 
3.2 City Hospital Sunderland NHS Foundation Trust (CHSFT) 
 
3.2.1 Clinical Effectiveness 
 
Mortality: The Trusts Hospital Standardised Mortality Ratio (HSMR) reported on the North 
of England Quality Dashboard June 2014, indicates for the period March 2013 to February 
2014 that CHSFTs overall HSMR rate is statistically worse than other trusts in England 
with a ratio of 117.2. 
 
A number of actions have been taken by the Trust to improve the reported rates for HSMR 
such as peer reviews and coding. The Trust have now appointed a chair to their newly 
established mortality panel which will commence July. The CQC are happy with progress 
and mortality panel reports will be shared with the CQRG from August.       
 
 3.2.2 Patient Experience 
 
FFT Results: FFT Results 
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The following graphs summarise the FFT response rates and score across both inpatient 
and A&E services for CHSFT and how these compare the England average.  The 
Maternity Services score has also been included.   
  
A&E Results  
 


 
 


 
A&E response rates - Sunderland Eye Infirmary (SEI) saw an improvement and are 
above the national target and the England average.  The rate for CHS saw a slight 
improvement this month from 14.66 to 14.83 but remains below the national target of 15%.   
 
A&E scores - Both CHS and the SEI continue to attain scores above the England 
average. 
 
Inpatient Results 


  


Inpatient response rates - CHS and SEI response rates remain above the national target 
and England average.   
 
Inpatient scores - SEI and CHS scores are both above the England average, 
  
Maternity Results 
 


 


Antenatal care (Q1) – The score saw a decrease 
this month but remains above the England average. 
Birth (Q2) – The score saw slight decrease but 
remains above the England average.  
Postnatal care - ward (Q3) – The score saw an 
increase this month and remains above the England 
average. 
Postnatal care, community (Q4) – The score 
remains static this month but is above the England 
average. 
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Key Issues:  In 2014/15 the FFT national target response rates have increased (A&E 
20%, inpatient 30%) to be achieved by the end of Q4 and these have been included in this 
year’s CQUIN Scheme.  During 2013/14 the inpatient response rates for CHS and SEI 
were generally above 30%.  However the A&E response rate was frequently below 15% 
resulting in the Trust being flagged as an outlier on the NHS England Quality Dashboard.  
Therefore sustained improvement in required by CHSFT to ensure the A&E target is 
achieved by the end of Q4.  The FFT will continue to be monitored via the CQRG and 
CQUIN meetings. 
 
3.2.3     Patient Safety  
 
Serious Incidents  


 
In May and June, CHSFT reported 6 SIs. All of which are reviewed against a standard root 
cause analysis (RCA) process and the major learning points are considered at the CQRG.  
No never events were reported.  The following table shows the number of SIs reported by 
type since April 2014:   
 


Incident Type April May June Trend 
Sparkline


Pressure Ulcer Grade 3/4 2 0 3
Ambulance delay 2 0 0
Slips/Trips/Falls 1 1 1
Other 1 0 1
Total 6 1 5  


 
The incident categorised as ‘other’ involved three children who were given a higher dose 
of radiation (still within limits) but as they were children the Trust is required to report this. 
None of the SI’s reported related to DDES residents and are included in this report for 
information only.   
 
Serious Incident Performance: There is a financial penalty in the 2014/15 contract for 
late submission of reports should the CCG wish to impose this.  The performance against 
SI’s will continue to be monitored via the SI panel and the CQRG.  In May and June 
CHSFT SI performance was as follows: 
 
• During June 20% of the SI’s were reported within 2 working days and the 1 reported 


case in May was not reported within 2 working days the reason for this will be discussed 
at the SI panel. Further improvement is required.  


• There were 6 45/60 day reports submitted out of a possible 12 cases, a deterioration on 
previous months. 


 
Primary Care Incidents: The main themes reported in relation to CHSFT were: 


• Discharge - relating to delays or failures in receiving discharge communications and 
failure to inform GP of medication changes. One practice reported a pattern in 
CHSFT failing to share changes in INR dosage and monitoring needs, resulting in 
delays in delivery of care.   


• Delays in referrals - A small number of incidents relate to a failure of CHSFT to 
action inter department referrals, resulting in unnecessary delays in accessing 
services. .  
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The incidents have been shared with the Trust and feedback is awaited.   


3.2.4 Other Quality Assurance Measures 
 
NHS Innovations North Awards - Bright Ideas in Health Awards 2014 : At the recent 
awards CHSFT won first place in Innovative Technology or Device for the Nebuliser Mask 
Regulator.  Currently available Venturi masks require the correct oxygen flow rate to be set 
for any given mask. This is necessary as the valve within the mask is only set to give 
predictable gas delivery for a set flow rate. Current masks have the flow rate branded onto 
the mask; however this is often difficult to read.  If the flow rate is not set correctly then the 
patient will receive incorrect oxygen concentrations. The nebuliser mask regulator is a 
device which makes it easy for clinicians to ensure that the patient is receiving the correct 
oxygen flow rates. 
 
The Trust also won second place in Service Improvement for Specialised Macular 
Treatments in the community.  There has been a leap into an era of vision improvement 
treatment regimens which prevent blindness, reduce the social burden and improve quality 
of life as a result of a recent revolutionary change in how retinal pathologies are managed.  
This said there are often difficulties in the administration of intraocular injection services 
given the distance some patients have to travel and as a result of the increased demand 
for such a service.  This idea aims to ultimately reduce patient episodes, alleviating staffing 
challenges and effectively utilising existing services within the community. 
 
NHS Choices - Hospital Safety Website: The following table shows CHSFT’s published 
results by hospital site.  The table highlights that the Trust is among the worst for honest 
and open reporting (data obtained from a variety of sources including NRLS and staff 
survey) which could indicate a culture of under reporting within the Trust. The staffing 
levels published are within an acceptable range and all other indicators key indicators 
were as met or were as expected. 


Site HCAI CQC Safe 
staffing 


Recommended 
by staff 


Patients 
assessed 
for blood 


clots 


NHS England 
Patient Safety 


Notices 


Honest and 
Open 


Reporting 


CHS 
 
 
 


 
 
 


As 
expected 


 
All 


standards 
met 


91% of 
planned 


level 


 
 
 


Okay within 
expected range 


59.26 
 
 
 
 


95.6% of 
patients 


assessed 
 


Good – all 
alerts signed 


off 
 


 
 


Among the 
worst 


 
 


 
SEI 
 
 


 
 
 


As 
expected 


 
 


All 
standards 


met 


95.6% of 
planned 


level 


 
 
NHS England - North Region Quality Dashboard Report (June 2014): The following 
table shows the areas where CHSFT is showing as an outlier (marked amber) or are 
below the expected level.   
  
Preventing People from dying prematurely Score/Result 
Hospital Standardised Mortality Ratio (HSMR) 
Reporting period Feb 2013 to Feb 2014.   


117.2%   


Cancer 31 day waits (diagnosis to Treatment) 
Reporting period March 14 (provisional)  


95.6 (expected is 96)  
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Cancer 62 day wait (urgent GP referrals) 
Reporting period March 14 (provisional) 


79.1% (expected is 85%) 


Helping people to recover from episodes of ill health or following injury 
A&E 4 hour waits 
Reporting period w/ending 01.06.14 


94.7% (expected is 95%) 


Treating and caring for people in a safe environment and protecting them from avoidable 
harm 
MRSA actual is above trajectory.  
Reporting period April 2014 


1 case against a trajectory of 0 


NRLS – proportion of reported incidents which are harmful.  
Reporting period April – September 2013 


59.6% 


 
Key Actions - the above exceptions will continue to be challenged via the CQRG.  
 
Clinical Quality Review Group Update:  A representative from DDES CCG is in regular 
attendance at the CQRG, which is held on a monthly basis.  The most recent meetings 
were held on the 16/04/14 and 20/06/14 and the following points are a summary of the key 
issues discussed: 
 
Hospital Falls Group update - the Trust gave a presentation which was a comprehensive 
overview on the strategy undertaken by the Trust to manage the prevention of falls. This 
includes a review of the tool being used, random audits of the assessment, and a Trust 
wide event “everyone’s concern” to promote best practice. This event is planned to be ran 
again in September 2014 to ensure all staff are updated. The Trust advised that they will 
be giving regular updates going forward and all falls are taken seriously. (NECS produced 
a benchmark report to identify what is a good level of reporting of SIs within 2 working 
days and it was noted the CHSFT are in the middle range of achievement against this 
target. The Trust is employing additional staff to lead RCA investigations which will ensure 
they are provided in a timely manner).  
 
Safeguarding Update - the Trust advised the group that they will hear if the business case 
for safeguarding adults was approved at the end of June, as this was when the decision 
will be made at the Board meeting. There is 2 homicide serious case reviews (SCRs) 
ongoing where collaborative work is ongoing which is positive.  There is some other 
excellent collaborative work taking place with Sunderland and Durham in relation to SCRs. 
Work is taking place to prepare staff for the implementation of new guidance for DOL 
assessments. 
 
Quality, Risk & Assurance Report (March) - the report was presented.  The CCG asked 
about the performance in relation to the complaints response time and the Trust advised 
that the narrative is included within the Board Report. The CCG advised it would be helpful 
to see the narrative at future CQRG meetings. The Trust will forward the Board Report to 
the CCG to establish whether this will be helpful to have as a standing agenda item at the 
CQRG.  
 
SIs and Never Events - a verbal update was given and the Trust advised that the NRLS 
data is starting to show a shift in reporting, there is a growth in low harm reporting and 
near misses. The Trust expects that the next NRLS report will show a significant 
improvement.  The quality and risk facilitators will be in post September/October to support 
reporting of incidents, complaints in clinical areas and help with rapid learning. The Trust 
advised that there are actions in place in relation to theatre incident (aligned to NHS 
England document on surgical never events).  A Never Event Roadshow is being held for 
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staff in August.  The Area Team is planning a series of workshops in relation to specialised 
commissioning. 
 
Pertussis vaccine for pregnant women - the NHS England and Public Health Seasonal 
Influenza Vaccination Report 2013/14 was presented. The CCG pointed out that the 
vaccination is recommended for all pregnant women, irrespective of their stage of 
pregnancy and highlighted the importance CHSFT improving the whole uptake of the 
vaccine.   The CCG asked the Trust is they had undertaken an internal review on the 
uptake of the vaccine. The Trust agreed to look into this and will update the group at a 
forthcoming CQRG. 
 
HCAI Update - a verbal update was given and the Trust advised that the HCAI 
improvement group is having a positive impact, engagement is high and this model is 
being shared across the region. The Trust advised there have been 2 MRSA post infection 
reviews with the Urology Service and the CCG has discussed if there were any common 
issues with the Trust’s Head of Infection Control.  The Trust is meeting weekly to discuss 
urology.  A urology deep dive has taken place and the learning from this will be presented 
to a future CQRG and HCAI improvement group for assurance. 
 
Patient Safety walk rounds issues raised/actions taken - the group were advised that 
Sunderland CCG staff are taking part in CHSFT weekly unannounced workarounds with 
the Trust’s director of nursing and non-executive directors. Actions plans are put in place 
for any wards/areas that flag with any issues. 
 
CQUIN 2013/14 (Q4) - a verbal update was provided and all evidence has now been 
received from CHSFT however there needs to be an internal discussion at Sunderland 
CCG regarding the problems the Trust experienced with Meditech. 
 
CQUIN 2014/15 - the Trust advised that there are no IT issues expected and they are on 
track. 
 
FFT - a paper was presented and it was highlighted that the A&E response rate was 21%, 
and the inpatient response rate was 51% for May.   The Trust is piloting the FFT in 
rheumatology and urology outpatients. The CCG received some monies for CHSFT FFT 
results and announced that they would be reinvesting this in Trust as they had decided 
that this was the best course of action. 
 
Monitor/A&E 4 hour wait - the Trust advised that the Chief Executive has received a letter 
from Monitor and a meeting is being held in July.  CHSFT has completed a geographical 
review of A&E patients (GP practice level) which includes DDES patients.  The report will 
be discussed in the Urgent Care Board and contracting meetings and will also be shared 
with the CQRG. The report will be shared with the CCG before the meeting with Monitor.  
 
CHSFT Q3 Aggregated Risk Report - the report was presented.  The CCG noted the 
increase in incident reporting and how positive this was. The Clwyd and Hart actions are 
included within this report, however there are no timescales. The CCG reminded the Trust 
that it was agreed at a previous meeting that timescales for completion needed to be 
added to the action plan.  A deep dive relating to medication on discharge issues has been 
undertaken and the CCG highlighted the complaint from a family that a doctor allegedly 
overdosed a patient with insulin, pointing out ‘the wrong dose had been prescribed based 
on an incorrect GP letter and had been given as prescribed’. The CCG asked how this 
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issue had been followed up and actioned and if any feedback had been given to the GP 
involved.  The Trust will look into this and feedback at the CQRG in June/July.  
 
Mortality NHS England Quality Report - the report was presented. NHS England needs 
evidence of robust dialogue and assurance between the CCG and CHSFT with regard to 
this issue. Sunderland CCG advised an update was provided at the QSG around the work 
the Trust has undertaken to provide assurance in relation to mortality. NHS England North 
are holding an extra-ordinary CQRG purely focussed on mortality which will provide an 
opportunity for CHSFT to showcase the work they have undertaken to provide assurance 
to their Board and commissioners regarding the areas they have been described as an 
‘outlier’. The QRG members will be kept updated with any further 
discussions/developments.  
 
NHS Choices, patient safety metrics - the Trust advised that will be flagged as red for open 
and honest reporting.  They are implementing innovative methods to improve the reporting 
of low and no harm incidents. The Trust is expecting incident reporting to be revised in the 
next CQC Intelligent monitoring report which should impact on this. They stated that the 
publishing of safe staffing levels data has presented them with challenges, and they have 
found it open to interpretation, but they have uploaded their results and ensured the 
honest and open boards are on the wards and staff have been briefed to ensure they have 
a full understanding of their meaning. The Trust and SCCG agreed to have a joint 
communications strategy on the process.  
 
Update on Mortality - the Trust advised that they have appointed a chair for the mortality 
panel and this will be up and running in July.  The Trust is requesting GP input and 
Sunderland CCG will look to the Sunderland area for this.  The monthly mortality panel 
report will come to CQRG from August. It was reported that the CQC are satisfied with the 
reports they have submitted. 
 
CQC visit - the Trust announced that they have been informed that they will be having a 
planned CQC visit on 16 September 2014 using the new process.  
 
3.3 North Tees and Hartlepool NHS Foundation Trust (NTHFT) 
 
3.3.1 Clinical Effectiveness 
 
Mortality: Published data (June 2014, NHS England Quality dashboard) indicates that the 
Trust remains an outlier for SHMI (109.6, February 2013 - January 2014).  
 
NTHFTs overall HSMR rate is statistically worse than other trusts in England with a ratio of 
116.0. 
 
Assurances have been received at the CQRG that the Trust are confident their 
organisational action plan will be successful in reducing SHMI.  A paper has   been to 
Board focusing on patient safety, quality of care, the management of pneumonia and 
sepsis and the inclusion of a timeline with an anticipated reduction within a six month 
period. The outcome of the Board will be discussed at the next CQRG. 
 
Work is also being undertaken to look at any statistical changes, for example ambulatory 
care, which is currently recorded as outpatient activity and impacts on the ratios. 
 
3.3.2 Patient Experience 
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Friends and Family Test (FFT): A&E response rates remain below the England average.  
              


 
  


 


 


Inpatients: response rate at University Hospital of Hartlepool site achieved 33.07% which 
is below the England average of 35.86%. The inpatient score at the University Hospital of 
Tees site scored just below the England average of 74 with a score of 72. 
 


 
 


Maternity: The scores for the FFT with  the exception of Birth exceed the national 
average, the score for Birth just fell slihglty below the national average with a score of 70 
against an average of 77. The response rates for ante natal and post natal community 
provision are below national average.     
 


 
 
 
3.3.3     Patient Safety  
 
15 SIS were reported in May and June 2014.  
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Incident Type April May June Trend 
Sparkline


Pressure Ulcer Grade 3/4 10 5 3


Confidential info leak 2 2 0


Drug Incident 0 1 0


Unexpected death 0 0 1


Delayed diagnosis 1 0 0


Slips/Trips/Falls 1 1 1


Fire 0 1 0


Total 14 10 5
 


 
There were no Never Events were reported in May and June 2014. 1 SI involved a DDES 
resident and related to a drug incident.   
 
Serious Incident Performance: The performance against SI’s will continue to be 
monitored via the Hartlepool and Stockton CCG SI panel and the CQRG.  In May and 
June NTHFT SI performance was as follows: 
 
• During May and June only 1 SI was reported within 2 working days. 
• Only 1 report was submitted out of a possible 27 cases which is a deterioration on 


previous months. 
 
Primary Care Incidents: During May and June 2014 there were 19 incidents reported by 
GP practices in County Durham which related to North Tees and Hartlepool NHS 
Foundation Trust.  All incidents have been risk rated by the Clinical Quality team at NHS 
North of England Commissioning Support (NECS) and 18 have been classed as 
‘Negligible/No Harm/Near Miss’ and shared with the FT analysed as themes only.  
 
11 incidents (10 North Tees, 1 Hartlepool, 1 Site not stated) related to Clinical letters and 
incorrect discharge notifications. These incidents occurred across a variety of 
departments/specialities and included 6 discharges without appointments being made at 
various departments that the patients thought had been made. 2 discharge letters had 
incorrect dose or medication detailed on them. 1 notice of death was received outside of 
the two day rule. 1 discharge notification was for the wrong person and 1 contained the 
wrong diagnosis. 
 
Feedback is awaited from the provider.   
 
3.3.4 Other Quality Assurance Measures 
 
NHS Choices - Hospital Safety Website:  The following table shows NTHFT’s published 
results by hospital site. The table highlights that the Trust is among the worst for staff 
recommendation. The staffing levels published are within an acceptable range and all 
other indicators key indicators were as met or were as expected. Infection control ratings 
at the university hospital of Tees site are among the best nationally.  


Site HCAI CQC Safe Recommended Patients NHS England Honest and 
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staffing by staff assessed 
for blood 


clots 


Patient Safety 
Notices 


Open 
Reporting 


UHH 
 
 
 


 
 
 


As 
expected 


 
All 


standards 
met 


95% of 
planned 


level 


 
 
 


Among the 
Worst 


 
 
 
 


96% of 
patients 


assessed 
 


Good – all 
alerts signed 


off 
 


 
 
 
 


As expected 
 


 
UHT 
 
 


 
 
 


Among the 
best  


 
 


All 
standards 


met 


96% of 
planned 


level 


 
 
 
 
 
 
NHS England - North Region Quality Dashboard Report (June 2014): The following 
table shows the areas where NTHFT is showing as an outlier (marked amber) or are below 
the expected level.   
  
Preventing People from dying prematurely Score/Result 
Summary Hospital-level Mortality Indicator (SHMI) 
 


109.6 
 


Hospital Standardised Mortality Ratio (HSMR) 
 


116.0 
 


 
Key Actions - the above exceptions will continue to be challenged via the CQRG.  
 
NHS Innovations North Awards - Bright Ideas in Health Awards 2014: At the recent 
awards NTHFT achieved third place in Innovative Technology or Device for a community 
nursing kit bag. After holding a series of idea generating workshops it was identified that 
there is no standard set of equipment for nursing staff in community services. Using staff 
feedback, the ideal bag contents were identified and with the help of a local manufacturer, 
a specialized kitbag was designed, prototyped, piloted and then rolled out across the 
Trust. The bag has a focus on infection control principles being easy to keep clean and 
discouraging over stocking. 
 
4. Mental Health  
 
4.1. Clinical Effectiveness  
 
No concerns identified. 
 
4.2 Patient Experience 
 
No concerns identified.   
 
4.3 Patient Safety  
 
Serious Incidents (SIs) 
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In May and June 2014, 10 SIs were reported, 2 related to DDES residents and concerned 
unexpected deaths. All of which are reviewed against a standard root cause analysis 
process and the major learning points are considered at the CQRG. There were no never 
events reported.   
 
The following table shows the number of SIs reported by type since April 2014: 
  


Incident Type April May June Trend 
Sparkline


Unexpected death of community 
patient


4 2 6


Unexpected death of inpatient 0 1 0
Serious Incident by Outpatient 0 0 1
Total 4 3 7  


 
Serious Incident Performance: There is a financial penalty in the 2014/15 contract for 
late submission of reports should the CCG wish to impose this.  The performance against 
SI’s will continue to be monitored via the SI panel and the CQRG.  In May and June 
TEWVFT SI performance was as follows: 
 
• None of the SI’s were reported within the required 2 working days in June , this is a 


significant decline from the previous month when 33% were reported within the 
timescale.  


• None of the required 72 hour reports were submitted within required timescale 
compared to 66% in May.  


• There were no 45/60 day reports submitted out of a possible 8 cases.   
 
4.4 Other Quality Assurance Measures 


NHS Choices - Hospital Safety Website:  The following table shows TEWVFT’s 
published results by hospital site.  Please note some of the seven indicators are not 
relevant to mental health (eg HCAI, patients assessed for blood clots) or the data is not yet 
available.  The data shows the percentage of planned staffing levels all of which are within 
an acceptable range and all other indicators key indicators were as met. 


Site CQC Safe staffing NHS England 
Patient Safety 


Notices 


Honest and Open 
Reporting 


Lanchester Road Hospital 
 
 
 


 
All standards met 


91% of planned 
level 


Good – all alerts 
signed off 


 


 
Data not available 


 
 
 


 
West Park Hospital 
 
 


 
All standards met 


95.6% of 
planned level 


Auckland Park Hospital 
  


All standards met 


110% of 
planned level 


 
Clinical Quality Review Group Update: The Clinical Quality Review Group (CQRG) for 
TEWVFT takes place on a bi-monthly basis.  The group met on 10 June 2014 and a 
summary of the key issues discussed are below: 
 
Clywd/Hart Report Trust Response/Complaints Process - the Trust advised that a meeting 
had taken place and a new process was agreed for the reporting of any level 5 complaints 
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or complaints linked to an SI (even if they are not a Level 5).  The Trust explained that the 
terms of reference for the complaints process had also been discussed to make the 
process more robust and timely for patients and families.  There may also be 
recommendations from this review in terms of how some of the complaints are currently 
managed.  This work is well on track and a report will be brought to a future CQRG. 


 
Learning Disabilities Health Outcomes - the Trust provided the group with an overview of 
Positive Behaviour Support (PBS) and explained that within learning disability services 
there is a small yet significant group of challenging individuals who mainly have diagnoses 
of learning Disabilities, autism and challenging behaviour.  Historically these individuals 
may have been placed in independent hospitals and kept away from local services. 
Following the Winterbourne review it was recommended that people should be 
accommodated within their home areas and within community services as far as possible 
which will mean there will be people returning to the area with increasingly complex needs.  
The Trust explained that there is a new policy with positive approaches to supporting 
people with behaviours that challenge and this has been rolled-out across all the divisions.  
The Trust also shared a case study where PBS had been used and the CCG 
acknowledged that that the work undertaken was a significant achievement.  It was also 
noted by the group that PBS rollout is attached to the CQUIN Scheme for 2014/15. 
 
CQUIN - the 2013/14 year-end report was presented and the CCG acknowledged the 
amount of work which the Trust had undertaken and more importantly the difference that it 
makes to patients, clients and staff.  The CCG will write formally to the Trust to 
acknowledge this and request that this is copied to all CQUIN leads.  
 
Workforce Assurance Report - the Trust presented the report and highlighted that the core 
mandatory training stands at 91% with a target of 95%, information Governance 94% 
which is an increase on the figure reported at the end of quarter 3 and appraisal training is 
at 86% with a target of 95%.  The Trust advised that sickness absence has decreased to 
4.7% and this is reflective of the work undertaken to deal with long term sickness issues 
and the same approach is now needed to address short-term sickness.  The CCG advised 
the Trust that it was helpful to receive an organisational picture of workforce and now have 
a broad outline of what future reports will look like for the next forward plan including how 
information links to the harm and experience of patients. 
 
Measuring Culture - the Trust presented the paper and explained that they had started to 
pilot a combination of metrics which could be gathered together and aligned to six proxy 
indicators.  The Trust advised that the tool is used and discussed at Directorate level and 
staff now appreciate that where there is an issue, there is now an escalation route through 
the Locality and directorate quality groups.  The CCG acknowledged this was good 
practice which provided a measureable picture for the Trust to respond too. 
 
Clinical Quality Exception Report - a report was presented. A member of the group noted 
that the last report had shown an increase in inpatient unexpected deaths in the Teesside 
area which had prompted a review.  The Trust challenged this and explained that this was 
not a change in trend. The lead CCG explained that analysis had been undertaken as part 
of the associated deaths in 2013 and as an organisation of its size, there had been a 
higher number all at the same time but the Trust were not any outlier.  The Trust 
expressed their concern over the review requested by Tees CCGs and it was agreed that 
this would be discussed outside the meeting. 
 


31 
 







 
 
Exception Report for SI Review timescales - The Trust presented the report and explained 
that a process had been verbally agreed with the CCG but not yet been put into practice.  
The Trust advised that once the process was agreed they would embed this within their 
Patient Safety Team. The new SI guidance is due to be published imminently and it is 
unclear if the 45 working day timescale will remain. Discussion took place regarding 
timescales and the Trust explained that the internal issue in terms of who carries out the 
investigation is the main reason which causes delays.  A paper is being taken to the 
executive management team to look at this as a key issue is capacity issues for clinician.  
 
Trust Response to Francis/Berwick - the CCG acknowledged that helpful updates had 
been received from the Trust in terms of progress and it was noted that a significant 
number of reviews had taken place. Media attention is expected when the staffing data 
goes live and the CCG communications team will link with the Trust in order to give a 
global message.  The Trust advised that that one of the challenges is that there is no tool 
to use, so in terms of what has been uploaded are the planned rosters based on 
establishment and that there is sufficient staff to cover the rosters. The Trust confirmed 
that the monthly board report would be available via their website. The CCG paid 
recognition to all the work which the Trust is undertaking in relation to Francis and Berwick 
Action Plans. 
 
Trust Response to High Court Judgement (Cheshire West) - following the Cheshire West 
high court judgement clarity was requested regarding the trust’s response to the 
recommendations for practice.  It was acknowledged that this was a change in practice for 
all providers and increase in workload for practitioners and the Local Authorities who 
approve DOLS requests.  A paper is being presented to Durham County Council to 
consider how this is going to be managed. The Trust noted that there is now a revised test 
for Deprivation of Liberty Safeguards and the had already started to look at this following 
the CQC visit to Auckland Park where they challenged what was meant as depriving 
liberty. Key impacts are that there will be significantly more people within the definition of 
DOLS and this will mean more patients who will require DOLS authorisation or detention. 
 
Terms of reference review - the CCG reminded the group that a single CQRG was formed 
as previously a lot of clinical staff had to attend separate meetings however since this 
decision there have been significant changes to the Trust governance structures oriented 
to the localities.  The CQRG has moved to a standard agenda and a forward plan with a lot 
of work having been carried out through joining up the quality requirements in the contract.  
CQUIN is managed across the whole of the organisation as it is about improvement to 
patients.  The CCG asked the group if the CQRG was still right as a single CQRG and a 
discussion of the pro and cons took place.  The decision has been made to hold two 
separate CQRGs for County Durham& Darlington and Tees CCGs commencing August 
2014.   
 
5.        North East Ambulance Service (NEAS) and 111 Service  


 
5.1 Clinical Effectiveness 
 
No concerns identified. 
  
5.2 Patient Experience 
 
111 Complaints & Compliments  
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In May and June 2014, 5 formal complaints were received about the 111 Service relating 
to the service provided to County Durham and Darlington patients.  A total of 5 
compliments were also received across the North East region. 
 
5.3     Patient Safety   
 
In May and June 2014, NEAS reported 6 SI’s, which are reviewed against a standard root-
cause analysis process and the major learning points are considered at the CQRG. 2 
cases related to DDES residents and concerned 1 Ambulance Delay and 1 Drug Incident. 
 
The incidents reported relate to: 
 


Incident Type April May June Trend 
Sparkline


Ambulance Delay 1 1 1
Drugs incident 1 0 1
*Other 0 1 2
TOTAL 2 2 4  


 
Serious Incident Performance 
There is a financial penalty in the 2014/15 contract for late submission of reports should 
the CCG wish to impose this.  The performance against SI’s will continue to be monitored 
via the SI panel and the CQRG.  In June NEAS SI performance was as follows: 
 
NEAS SI performance is as follows: 
• From the 6 SI’s reported, none were reported within the required 2 working days 
• There were no 45/60 day reports submitted out of a possible 6 cases 
 
111 Health Professional Feedback Forms (HPFF) - It has been agreed by the majority 
of the North East CCGs that primary care will report incidents, including 111 incidents, 
using the NECS Safeguarding System (SIRMS). Feedback from Foundation Trusts and 
Out of Hours (OOH) providers will continue to be reported via their own system reports for 
upload to SIRMS by the NECS 111 Project Officer. NECS Clinical Quality team is rolling-
out SIRMS and priority will be to train primary care. It is expected that as time goes on, 
fewer Healthcare Professional Feedback Forms will be used and instead reported directly 
via SIRMS.  The 111 Clinical Leads training on SIRMS has now taken place.  
 
11 incidents relating to the 111 service were reported in June 2014 by CDDFT’s urgent 
care centres which were all categorised as ‘low risk’. No 111 incidents were reported by 
primary care.  During June 2014 the key theme identified in incidents reported in HPFFs 
across the whole of 111 during continues to be inappropriate referrals. 
 
111 End to End Group: One 111 telephone call recording associated with a low risk 
incident involving County Durham and Darlington patients was reviewed at the June End to 
End Group.  This incident related to handling of a call regarding a patient with head, neck 
and arm pain which resulted in an ambulance being dispatched when this was not 
necessary as condition could have been managed via the Urgent Care Centre. The End to 
End Group felt that the call handler had answered a couple of questions incorrectly which 
generated the ambulance response.  This will be raised with the call handler.  
 
Monitor Governance Rating: Monitor continue to monitor concern following NEAS being 
issued with a CQC warning notice and the risk rating remains unclassified at this time. 
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Update from Clinical Quality Review Group: NEAS CQRG is held on a bi-monthly 
basis.  The most recent meeting was held on 12 May 2014. The following points are a 
summary of the key issues discussed:  
  
• CQUIN 13/14 Q4 - the payment schedule had been agreed via email by the contract 


group. The Trust presented a report and gave a verbal update on the engagement 
events. The group agreed that events should be held regionally rather than locally and 
the CCG chair suggested that it would helpful for the Trust to have representation at 
the Chief Officer’s Forum. 


• Annual Review of Effectiveness of Clinical Audit Programme 2013/14 - the Trust 
presented the report and explained that work is being undertaken by the Informatics 
Team at NEAS to produce timely audit data and triangulate information.   


• Draft Enhanced Care Trial Evaluation Report Q3 - the report was presented and the 
Trust highlighted that when paramedics are trained in enhanced care they are put 
back into normal rotation.  There are currently 60 paramedics trained with the aim that 
75% will be trained by the end of 2015/16.  The Trust is developing Patient Group 
Directives (PGDs) to allow paramedics to treat as well as test (for example 
Trimethoripin for UTI’s infections or antibiotics for COPD).  It was highlighted that 
some CCGs had commissioned Rescue Packs for patients and paramedics should 
check if the patient has one of these packs.  The Trust advised that from the end of 
June 2014 GP practices should be able to provide a dedicated in hours contact 
telephone number for ambulances and this will need to be communicated to the Trust. 


• Quality Accounts - the Trust presented this report for information and discussion.  The 
group noted that there was no reference to the CQC in the report and the Trust 
advised they are currently working on this.  NECS has co-ordinated the response to 
NEAS on behalf of the CCGs. 


• Serious Incident Report - the group questioned whether all incidents are being 
captured as the number of SIs reported is relatively low when compared to the size of 
the organisation and it was agreed that NEAS would benchmark this against other 
ambulance Trusts. The Trust advised that the numbers of incidents and near misses 
being reported has increased and they are in the process of reviewing and upgrading 
incident reporting systems, policies and training.  The group also noted that the report 
presented did not contain up to date information, however, it has previously been 
agreed that NEAS would supply those produced for Trust Board meetings. It was 
requested that NECS produce a SI report which details incident trends, types and 
number of incidents per CCG.  The format of the root cause analysis reports used by 
NEAS was also discussed and it was agreed that work would be undertaken by the 
Trust and NECS to produce standardised documentation. 


• Update on DBS Checks - the Trust presented the current position and advised that the 
risk assessment process has been reviewed and additional safeguards introduced and 
the recovery Plan as at 30 April 2014 is 99.8% completed.   


• Workforce Report - the Trust presented the report and advised that there is an ESR 
consultant working with NEAS and providing guidance on ESR reporting tools and 
other tools available to the informatics team.  The Trust hopes to give detailed 
exception reports in the near future.  


• Ambulance Handovers - the group were provided with a verbal update from the Task 
and Finish Group.  A round robin has been sent to gather information relating to acute 
trusts to understand the current position.  Nationally mandated penalties have incurred 
and the CCGs are in discussion with CDDFT regarding a higher sliding scale for 
breaches and zero tolerance for handovers of more than 2 hours. The Trust 
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highlighted that the national guidance stated that crews should register patients in A&E 
within 15 minutes of arrival and this is not happening in this region.  It was agreed that 
this would be discussed further outside the meeting. 


• CQC Inspection Report - this was shared with the group and the CCG advised the 
Trust that they expect the formal response to be presented at the next CQRG.  The 
group also discussed communications with CCG leads, NECS and NEAS and the 
rules of engagement with the quality surveillance groups and area team. 


• Internal hospital transfer - a report was presented for discussion and the Trust 
explained that this was tasked by CHSFT around the timeliness of inter-hospital 
transfers for children.  CHSFT is currently liaising direct with NEAS and not via the 
commissioners.  It was agreed that this issue needs to be addressed through the 
contracts route as it appears to be a system wide issue. 


• ECLIP report - work is ongoing by the Trust to review the report and to triangulate data 
to ensure that a clear message is delivered and any gaps and associated impacts 
need to be determined.   


• Ipsos Mori Patient Experience Survey - the Trust presented this report for information 
and it was noted that the next report will be produced in six months’ time. 


• Friends and Family Test - The group discussed the FFT and how clear guidance is 
awaited from NHS England.  The group advised that this in conjunction with the Ipsos 
Mori Patient Experience report was an excellent report.   NEAS explained that the next 
stage would be to share the information with service lines and to indicate how it would 
be monitored against standards.  The next report will be in 6 months and will be 
shared with the CQRG.  


• Cardiac Arrest Management - the Trust gave a presentation and explained that the 
pilot uses 2 responder units for treatment at the scene, which are manned 9am till 
5pm, 7 days per week and are based in Newcastle.  The pilot has seen positive results 
with a 3% increase in survival rates.  It was noted that the Cardiac Arrest Strategy 
should be aligned with the cardiac network and would require their approval and sign 
off. 


• Record keeping audit process pilot - clinical records are being monitored and feedback 
from the crews has been very positive and will be rolled out across the Trust.  A new 
service specification is being developed for electronic patient records as the current 
contract is due to expire. 


 
6. Independent Sector 
 
Redworth House Care Home: In June a commissioner visit took place at Redworth 
House Care Home in Shildon, County Durham.  No major concerns were highlighted at 
this visit. 
 
A small number of recommendations were made by the assessment panel which related to 
cleanliness and medicines management. The results of this visit, including details of 
recommendations will be forwarded to Redworth House for appropriate action.  
 
Key findings of visit along with an update on progress of the provider in relation to 
implementation of recommendations will also be shared with the CCG via a quarterly 
commissioner visit report. 
 
St Cuthbert’s Hospice: In May, a serious incident was reported to the CCG which related 
to control drugs, which will be managed via the SI process. This incident was reported with 
the required 2 working days and a 72 hour report was submitted within the timescale.  This 
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incident is being managed via the SI process and a full RCA investigation is currently 
ongoing. 
 
Commissioner Assurance Visit: In May a commissioner visit took place to St Cuthbert’s 
Hospice in Durham.  No major concerns were highlighted at this visit. 
 
A small number of recommendations were made by the assessment panel which related to 
displaying information and medication processes. The results of this visit, including details 
of recommendations will be forwarded to St Cuthbert’s Hospice for appropriate action.  
 
Key findings of visit along with an update on progress of the provider in relation to 
implementation of recommendations will also be shared with the CCG via a quarterly 
commissioner visit report. 
 
Orchard View care Home - Serious Case Reviews (SCR)   
 
The safeguarding adult’s team hosted by North Durham already provide the CCG quality 
committee’s with a detailed report on issues and concerns relating to the safeguarding 
agenda. But due to the impact that the recent review into Orchard View Care home has on 
commissioned services it was felt it was pertinent to include in this report:      
 
A SCR was commissioned by West Sussex Adult Safeguarding Board following an inquest 
into the deaths of 19 people at Orchard View Care Home in Sussex published its findings 
on 09/06/14. The coroner concluded five deaths at the care home were contributed to by 
neglect and in all 19 cases examined, the care residents were given, was described as 
‘suboptimal’. The home was owned by Southern Cross and closed in October 2012 shortly 
after a CQC inspection found residents were at risk of serious neglect.  The report makes 
more than 30 recommendations, some of which include: 
 


• All service providers are required to ensure that their induction of new 
employees and the continuing training of staff includes clear guidance on the 
necessary procedures and actions where a death occurs, be it an expected or 
unexpected death. 


• Discussions are progressed between the SAB and the NHS England area team and 
local CCGs to develop information sharing and involvement of primary care 
practices in safeguarding work. 


• Care commissioners and the CQC check that contractual arrangements are in place 
between nursing homes and pharmacists and that these arrangements are being 
adhered to. 


• Commissioners of health and social care services review their contacts to ensure 
that they have robust contractual clauses to protect the public purse against claims 
from organisations that do not deliver the equality of care stipulated in the contract. 


• NHS England should ensure that GPs are provided with clear guidance about 
their responsibilities in regard to care homes in their practice area as provided for 
within the General Medical Services contract. 


• West Sussex County Council and partner agencies should review the current 
processes and systems available for collating information relevant to 
safeguarding, in order to identify emerging patterns or concerns. This should 
include analysis of the impact and effectiveness of action plans over time where a 
number of investigations have been required in relation to the same 
provider service. 


36 
 







 
 


• The CQC should pursue the development of an information app that provides up to 
date information about care services which proactively enables public awareness of 
services they might be using or be interested in using. This includes making it public 
on its website if a care home has no registered manager. 


• Local authority and NHS commissioners share impartial information about 
concerns in services with existing and prospective residents and their families. This 
will support people to make informed decisions about the suitability of the service to 
meet their needs. 


• Care providers should be contractually required to hold open meetings with 
residents and their relatives on a regular basis to discuss issues of general concern, 
and to make relatives aware of any significant safeguarding concerns in their home. 
The local authority should be notified of such meetings and able to attend, with 
minutes from them shared with commissioners. 


 
The Safeguarding Adults Senior Manager is currently reviewing the full report to determine 
the implications for the CCG and any areas which need to be addressed at a strategic 
level by the local Safeguarding Adults Board.  
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		Fundamental standards: improving quality and transparency in care: On 7 July 2014 the government announced legislation which introduces fundamental standards for health and social care providers.  Subject to parliamentary approval these standards will...






 
 


GOVERNING BODY ACTION LOG 
UPDATED 4 AUGUST 2014 


 
No Date/meet


ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


1.  13/5/14 GB/14/230 Contract and Performance 
Update 
Ask for a detailed report on the ‘green’ 
ambulance response category which 
was a quality indicator rather than a 
contractual requirement. If possible this 
data would be broken down by area. 


 
 
GF 
 
 
 
 
 


 
 
July 14 
Sept 14 
 
 
 
 
 


 
 
29/5/14 – Information 
requested from NEAS via 
NECS 
2/7/14 – As not received, this 
has been chased. 
8/7/14 – Agreed that GF 
would bring an in depth 
analysis report to the 
September Governing Body. 
 
29/07/2014 - Performance 
report has been received 
from NEAS and will be 
discussed as a matter arising 
at an exec committee. 
 
4/8/14 – Update included in 
the September GB papers.  
Recommend this is noted 
by GB as complete. 
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


2.  13/5/14 GB/14/234 Clinical Quality Update: 
February 2014 
Provide an update to the next Governing 
Body on documentation and discharge 
issues. 


 
 
GF 
 
 
 


 
 
July 14 
Sept 14 
 
 


 
 
29/5/14 – Has been 
requested from NECS. 
2/7/14 – We are waiting for 
the reconciliation of the  
 
CQUIN schemes as they had 
an indicator relating to 
timelines of discharge letters.  
Will bring figures to the 
September Governing Body. 
 
29/07/14 - CQUIN to be 
finalised at QRG on 29th July 
 


 
 
 
 
 


3.  13/5/14 GB/14/237 Minutes to receive 
Arrange to amend the Easington 
Locality Commissioning Board minutes 
of 20th February to change the spelling 
of “palpitations” under item 14. 
 


 
 
JS 


  
 
2/7/14 – Reminder sent 
 
29/07/14 – Update from GF 
recommend that the GB 
say complete 


 
 
 


4.  8/7/14 GB/14/240 Declarations of Interest 
 
All colleagues newly aligned to an Area 
Action Partnership to review their 
declarations. 
 
 


 
 
AAP reps 


  
 
13/08/14 SM checked GB 
Declarations of Interest which 
were all fine and entered onto 
the DDES CCG website July 
2014. Email sent to AAP reps 
for the staff declarations of 
interest SM to update as 
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


emails are replied. 
Recommend that the GB 
say complete. 


5.  8/7/14 GB/14/245 Review of Action Log 
 
JCh to bring the Engagement Strategy 
to the September Governing Body 
meeting. 
 
 
SB to write a summary report about 
practices’ perceptions of Winter 
Weekend Opening and sustainability for 
the September Governing Body 
meeting. 
 
JCh to share the revised Equality 
Objectives Action Plan with IS so that he 
could be assured that his 
suggestions/amendments had been 
taken into account. 
  


 
 
JCh 
 
 
 
 
SB 
 
 
 
 
 
JCh 


 
 
Sept 14 
 
 
 
 
Sept 14 
 


 
 
04/08/2014 Scheduled for the 
Formal Executive Committee 
meeting on 2nd September & 
GB on 9th September 2014 
 
8/8/14 – Paper completed 
 
 
 
 
 
5/8/14 – Ian Spencer has 
confirmed that he is happy 
that his suggestions / 
amendments have been 
taken into account 
Recommend that GB note 
this as complete 
 


 


6.  8/7/14 GB/14/246 Terms of Reference 
 
James Carlton / NB to bring a report to 
the September Governing Body to share 
the draft Terms of Reference for the 
Clinical Champions meeting. 
 
 
All colleagues would share any proofing 


 
 
JCa / NB 
 
 
 
 
NB 


 
 
Sept 14 


 
 
Terms of Reference on 
September GB meeting 
agenda – Recommend 
noted as complete 
 
Comments received and 
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


feedback on TORs with NB. 
 
 
 
 
NB would take in suggested 
amendments provided by the 
Remuneration Committee. 
 


 
 
 
 
NB 


terms of reference amended 
– Recommend noted as 
complete 
 
Incorporated into the Terms 
of Reference – Recommend 
noted as complete 


7.  8/7/14 GB/14/248 Clinical Quality Update 
 
Ensure that a brief narrative was 
provided against performance data in 
future reports. 
 
 
 
Check SIRMS process to see if there 
was a requirement to obtain patient 
permission to follow up all issues. 
 


 
 
GF 
 
 
 
 
GF 
 
 


 
 
Sept 14 


 
 
Andrew Rowlands has 
agreed to do this 
recommend that the GB 
say this is complete 
 
29/07/14 update from GF 
Recommend that the GB 
say this is complete  


 
 


8.  8/7/14 GB/14/252 Chief Clinical Officer 
Update 
 
SF/SB to bring a detailed report on 
Quality Premiums to the November 
Governing Body meeting. 
 


 
 
 
SF/SB 
 


 
 
 
November 


 
 
 
8/8/14 – On track for Nov. 
 


 


9.  8/7/14 GB/14/255 Tees Esk and Wear Valley 
Business Plan Showcase  
 
Work together to gain understanding 
about repatriation of patients and cost-
effectiveness of services. 
 


 
 
 
NB/SP 


  
 
Discussion with SP and 
individual case discussed, 
wider issues of specialist 
placements discussed and 
option for the future 
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


considered.  Recommend 
noted as complete. 
 
 
 
 


10.  8/7/14 GB/14/256 Amendments to DDES 
CCG’s Constitution : June 14 
 
NB to provide an update report for the 
Governing Body when NHS England 
had responded to the proposals. 
 


 
 
 
NB 


  
 
 
NHS England comments 
received and letter, 
incorporated into CCO report.  
Recommend that GB note 
as complete 
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Planning Unit Meeting  
 
Item CDPU/14/103 
 
10 July 2014  
 
Public Health Review and Procurement 
Programme 2014-2017 


 


 
 


Report of Anna Lynch, Director of Public Health, County Durham 
 
1. Purpose  
 
The purpose of this report is to provide an update on the transformation taking place 
in public health following the transfer from the former County Durham Primary Care 
Trust to Durham County Council on 1 April 2013.  This transformation is underpinned 
by the rationale that informed the transfer to local government following the Health 
and Social Care Act 2012. 
 
The report also provides an update on the public health contracts, some of which will 
be re-shaped and re-commissioned or terminated during 2014/15 as part of the 
public health commissioning review programme.  A phased re-profiling of the public 
health grant over the four year period 2013-2017 is planned to support the 
transformation agenda and to deliver priority outcomes identified in the public health 
outcomes framework. 
 
2. Background  


 
2.1 The implementation of the Health and Social Care Act 2012 transferred a 


number of former PCT public health responsibilities to DCC from 1 April 2013 
together with a ring fenced public health grant, the Director of Public Health 
role and associated public health staff to enable the council to discharge the 
new statutory duties.  


 
2.2 The former PCT public health commissioned services also novated to the 


council and for pragmatic reasons and continuity of provision, contract 
procurement rules enabled the council to extend all commissioned services for 
one year to 31 March 2014 by means of a waiver.  


 
2.3 The council was informed in January 2013 that the grant value was £44.533m 


for 2013/14 and £45.780m for 2014/15. No further allocation details for 
subsequent years have been received. The public health grant allocation  is 
ring fenced which means it must be used to commission, provide and 
discharge the statutory public health functions and achieve public health 
outcomes agreed through the joint health and wellbeing strategy and the 
national public health outcomes framework. These outcomes are wide-ranging 
to enable local determination of the desired health outcomes and priorities 
based on the health needs of the population.  
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2.4 The rationale for transferring public health functions to local authorities was 
made clear in Government and Department of Health reports, the impetus 
clearly to transform and change the approach to improving the health of the 
population by a re-focus on tackling the social determinants of health as 
evidenced in the Marmot Review and to work closer with communities i.e., a 
focus on people and place.  


 
2.5 The evidence shows that over the last 10 years, although the health and life 


expectancy of County Durham residents has improved, the gap between 
County Durham and England remains as does the gap between County 
Durham communities. This clearly indicates that a different approach is 
needed to improve the health of County Durham residents and importantly, to 
close the gap within County Durham.  


 
2.6 To support this transformation, the public health grant is being re-profiled to 


focus on upstream activity to address the social determinants of health which 
the evidence indicates are the underlying causes of poor health. This is well 
demonstrated in the diagram below.  The principles underpinning this 
approach are well established by and were a major focus of the Marmot report 
which stressed the importance of tackling underlining determinants of ill 
health.  


 


 
 
2.7 To support the transformation and required grant re-profiling programme a 


three-year review and procurement programme was developed and is being 
implemented. This has required detailed work on the identification of priority 
services to be commissioned for County Durham communities, incorporating 
reviews of the evidence base, best practice elsewhere, analysis of impact, 
value for money and the development of a robust prioritisation methodology. 
Impacting these decisions are requirements for the council to either deliver or 
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commission the public health services mandated i.e., prescribed by the Health 
and Social Care Act 2012. These are:  


 
• NHS health checks  
• sexual health services  
• national child measurement programme  
• health protection functions  
• support to CCGs commissioning of healthcare services. 


 
2.8  A number of services were decommissioned from 31 March 2014.  These 


services include a number of small contracts with a range of providers and are 
detailed in Appendix 1.  


 
2.9 To support this process a prioritisation framework was developed with criteria 


against which all services were evaluated and scored. This has informed the 
service reviews and the de-commissioning process.  


 
2.10 The criteria applied to all contracts during the prioritisation process is attached 


as Appendix 2. 
 
2.11 Public health staff have been supporting council service areas to enhance 


opportunities to improve health and reduce health inequalities across all areas 
of council business. A proactive community asset based approach has been 
adopted to support the work of the area action partnerships through working 
with colleagues in the Assistant Chief Executive’s office.  


 
Work with Neighbourhoods includes policy support, tobacco enforcement and 
physical activity. In Regeneration and Development public health support and 
involvement includes input to policy development and transport and housing 
issues related to improving health. Public health staff are supporting children's 
and adult services to embed prevention and interventions across pathways 
and services and improve the offer to our communities. 


 
3. Services to be de-commissioned during 2014-15   
 


In 2014/15 £2.5m is to be invested in provisions to improve the wider 
determinants of health in County Durham. In order to ensure the financial 
capacity to make this investment, a prioritisation exercise identified eighteen 
contracts that will cease and will no longer be commissioned by public health 
with a contract value of £2.296m (as detailed in Appendix 3).    


 
4. Services to be reshaped and re-commissioned 2015-16 and 


2016-17 to facilitate further investment in wider determinants 
of health 


 
4.1 Whilst some services will be terminated as set out in section 3 of this report, 


some services will be transformed and provided in a different way and at a 
lower contract value. The strategic priorities for review and re-tender, in line 
with the health and wellbeing strategy and public health service plan, are as 
follows: 
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1. Transforming the health improvement model to wellbeing for life model. 
2. The strategic review of drug and alcohol treatment services and the 


creation of an integrated treatment pathway. 
3. The shifting of resources to create an integrated sexual health service.  
 
 
To transform these services and reduce costs, existing contracts and service 
models have been revised and will either need to be re-negotiated or re-
procured in the external market.  This will impact on the providers currently 
delivering these services:  


 
4.2 Transforming the Health improvement model to wellbeing for life model 


Annual Contract Value £5m 
Revised Contract Value £3m 


 
A new wellbeing service model has been developed and market tested. It 
includes some elements of the CDDFT health improvement service (HIS) and 
other public health contracts as set out below. The new arrangement will 
comprise a contract for an adult and families service element, which will be 
aligned to a children and families’ element delivered through One Point and 
DCC education services. The services ending as a result of this new 
commission are: 


 
• 6 Health Improvement Services- CDDFT (Children, Young People and 


Families, Food and Health, Capacity and Health, Health Trainers, Talk 
about Cancer and Physical Activity) 


• Targeted Health Trainer Rural Areas - Durham Rural Community Company 
• Targeted Health Trainer Rural Areas Provision- Pioneering Care 


Partnerships 
• Health Trainer Programme Infrastructure Support - Pioneering Care 


Partnerships 
• Training Accreditation - Open College Network 
• Moodle website (training resource) - EPIC Ltd 


 
This service will be procured through the open market.  The service is being 
advertised from 29 May 2014. The new contract will commence in September 
2014.   


 
4.3 The strategic review of drug and alcohol treatment services and the 


creation of an integrated treatment pathway 
Annual Contract Value £10.23m 
Revised Contract Value £7.61m 


 
A strategic review is currently being undertaken and the intention is to 
commission and procure a new integrated service model by 31 December 
2014. This review will take into account 23 contracts with providers that 
currently provide drugs and alcohol treatment services, excluding the tier 4 
alcohol and drug activity based contracts. The impact on current providers and 
contracts will not be known until the review is complete and decisions are 
taken regarding procurement of the new model moving forward.  
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This decision will be taken in June 2014 and if the service is to be procured in 
the open market, this will commence at the end of June 2014. 


 
4.4 The shifting of resources to create an integrated sexual health service 


Annual Contract Value £6.72m 
Revised Contract Value £4.6m 


 
Access to sexual health services is a mandated responsibility for public health 
and the local authority. The following contracts provided by CDDFT will cease 
on 30th September 2014 and funding will be used to support the creation of an 
integrated sexual health service.  This will commence on 1st October 2014. 


 
• Teenage Pregnancy 
• Contraceptive and Sexual Health (CaSH) service 
• CASH – LGBT 
• Sexual Health Improvement and Screening Team (SHIST)  
• Genito-urinary medicine (GUM) 


 
Soft market testing has taken place and there is an alternative market to 
deliver these services.   
 
CDDFT have indicated that they are unable to deliver this contract at the 
proposed value and the service will need to be advertised in the open market 
by the end of June.  The new service will commence on 1st October 2014.  


 
5. Public health grant use to tackle the social determinants of 


health  
 
5.1 It is important that the public health grant is used to deliver quantifiable 


outcomes that impact on health and can, wherever possible, link to the public 
health outcomes framework and indicators identified in the four domains of the 
framework.  These are attached as Appendix 4. 


 
5.2 A public health agreement will be developed with each Durham County 


Council service area that is supported by the public health grant.  This will 
include public health impact assessment on policies and decisions to 
maximise their health improvement role.  A draft of the public health 
agreement is attached as Appendix 5.  This agreement will provide assurance 
for the DPH, and if required PHE, that the ring-fenced public health budget is 
appropriately aligned to activity that promotes health improvement.  


 
5.3 Delivery of public health activity defined within the PHAs will contribute to: 
 


• Agreed priorities within the County Durham Health and Wellbeing Strategy 
and other relevant Council strategies; 


• Targets specified within the DH Public Health Outcomes Framework; 
• Achievement of one of the 32 health outcomes defined within the County 


Durham Child Health Profile or County Durham Community Health Profile.  
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5.4 The areas of council business that tackle the social determinants of health and 
will be supported by the public health grant are detailed in Appendix 6. 


 
5.5 The Marmot Review in 2010 has informed the decision making in relation to 


tackling the social determinants of health across council service areas.   
 
 


 
In addition, two recent publications in 2014 from the Kings Fund – “Improving 
the public’s health – a resource for local authorities” and the British Academy 
for the Humanities and Social Sciences – “If you could do one thing – nine 
local actions to reduce health inequalities” have added evidence and weight to 
these decision.  


 
6. Communication  
 
6.1 De-commissioned Services 
 
 If providers have not already received notification of contracts ending, they will 


receive written notice a minimum of three months prior to the end of the 
contract and the individual implications of each provider will be discussed as 
early as possible.  Risk assessments and equality impact assessments will be 
completed, and communication/transition plans developed as necessary, in 
line with DCC change management guidance. 


 
Internal service managers will receive notification letters to inform them of the 
end date of their SLAs and in some instances will be sent briefings to inform 
them of any implications.  


 
For example, DCC ICT has been notified that the library knowledge service 
delivered by CDDFT will be decommissioned, as part of this service generates 
income for ICT. The high level communication plan is attached as Appendix 7.  


 
6.2 Transformed Services 


Wellbeing for Life Service 
 
All current providers have been invited to be involved in the development of 
the new wellbeing for life service through the market engagement events and 
a soft market testing exercise.  The change to this service predominantly 
impacts on CDDFT and therefore this provider has been consistently kept 
updated during contract meetings.  


 
The remaining providers have been informed of the dates their contracts will 
end. 


 
6.3 Interface with NHS partners 
 


CCGs have been informed about the public health review programme through 
meetings and reports. Further discussions will be held with CCGs regarding 
several contracts which are ending but that they may wish to consider in terms 
of their future commissioning intentions. 
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• Children’s obesity and physical activity service – tier 3 (CDDFT)   
• Macmillan cancer service (CDDFT) 
• Health Appointments Volunteer Driver Schemes run by two voluntary 


sector providers 
• Exercise referral scheme pending the evaluations outcome (CDDFT, 


Leisureworks and DCC). 
 


Key priorities within the public health review programme have been 
communicated to management teams and key stakeholders via a series of 
briefings and reports, in line with communication plans for specific review 
programmes and there have also been a number of market engagement 
events.  A discussion will be held with the CCG Chief Officers to provide clarity 
in relation to contracts and commissioning decisions.  In addition the Chief 
Executives of CDDFT and TWEV will be briefed on developments.  


 
7.  Next Steps 
 
  Reviews and re-tendering will be completed for the drug and alcohol service, 


sexual health services and the wellbeing for life service throughout 2014/15 to 
ensure effective transformation and value for money. 


 
  Public health services will be decommissioned as outlined in this report. This 


will involve co-ordination between public health staff and the commissioning 
team to ensure that all decommissions are supported by risk assessments, 
equality impact assessments and communication plans. 


 
8.  Recommendations 
 
  The CCGs are requested to:  
 


a) Note the content of this report and the review programme detailed in the 
appendices. 
 


b) Note the priorities for public health commissioning and transformation in 
2014/15 and the services which will be decommissioned to allow for 
increased investment to tackle the social determinants of health. 


 
 
Contact: Sue Carty, Strategic Commissioning Manager Children’s 
Services and Public Health 
Tel:   03000 265679  
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Appendix 1:  Services de-commissioned from 31 March 2014 
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Appendix 2: Criteria for prioritisation process 
 


Provider and Service name Start date End date Current contract Value  
2013 - 2014 


Durham Constabulary - Sexual 
Violence Co-ordinator 


01/04/2013 31/03/2014 £25,500 (inc. income of 
£4,500 from Darlington) 


Queens Road Surgery - L2 CASH 
Service 


01/04/2013 31/03/2014 £20,000 


Dr Julie Oliver -CASH Training 01/04/2013 31/03/2014 £14,000 


MIND-NE Suicide Prevention 
Programme 


01/04/2013 31/03/2014 £54,000 (prepaid) 


MIND-Suicide Prevention Training 01/04/2013 31/03/2014 £26,000 (prepaid) 


EDT Media Campaign 01/04/2013 31/03/2014 £40,000 (prepaid) + £22,740 
variation due to increase in 
promotional material rates 


PCP-Arts on Prescription 01/04/2013 31/03/2014 £237,885 


Finchale Training Support services 
for armed forces 


01/04/2013 31/03/2014 £44,949 (prepaid) 


Finchale Training College - Targeted 
Health Trainer programme veterans 


01/04/2013 31/03/2014 £35,000 (prepaid) 


C A B -General Debt Advice 01/01/2013 31/03/2014 £45,000 (prepaid) 


CLS MIND-Post Vention support 01/03/2013 31/03/2014 £20,000 (prepaid) 


LPC Building Resilience 01/04/2013 31/03/2014 £30,000 (prepaid) plus £9k 
variation 


Finchale Training College Supporting 
Service Members of Reserve forces 


01/04/2013 31/03/2014 £44,000 (prepaid) 


Easington Miners - Provision of 
Health improving activities for 
Children, young people and families. 


01/04/2013 31/03/2014 £6,000 (prepaid) 


Relax Kids Training Provider 01/04/2013 31/03/2014 £36,060 


Waddington Street Education on 
Prescription 


01/04/2013 31/03/2014 £18,000 


Dental Practices Various – Oral 
Health 


20/09/2013 31/03/2014 £52,000 


DCC Education development Service 
(CAS) (School meal subsidy) 


01/04/2013 31/03/2014 £250,000 (prepaid) 


DCC -Library for Health - Bibligraphy 
on Prescription  


01/04/2013 31/03/2014 £20,000 


CDDFT HIS Mental Health  01/04/2013 31/03/2014 £176,000 


CDDFT HIS Workplace Health 01/04/2013 31/03/2014 £169,000 
CDDFT HIS Healthy Living 
Pharmacies  


01/04/2013 31/03/2014 £55,000 
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Rank Benefit Definition of Benefits 
1 Must do (National/Regional 


Priority, Vital Signs, current 
contractual commitment). 


“Must-dos” outlined in national guidance (e.g. 
Operating Framework for the NHS in 
England, national strategies), delivery of the 
PCTs national performance targets or fund 
contractual agreements, outcomes 
framework, NICE guidance 
 


2 Health inequalities Equitable services, closing health gaps 
 


3 Health Improvement.  Addresses health priorities identified in the 
JSNA 
 


4 Effectiveness and cost 
effectiveness 


Evidence on effectiveness at improving health 
and reducing health inequalities, reducing 
costs, improving quality, improving outcomes 
through prevention and health promotion 
 


5 Feasibility.  Level of stakeholder support, implementation 
plan and risk analysis demonstrated, 
safeguarding. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appendix 3: Services to be decommissioned during 2014/15 
 


 Service Provider Contract End date 
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Value 
1 Library Knowledge Service CDDFT £270,998 31.8.14 
2 Obesity and Physical Activity 


-Children 
CDDFT £68,372 30.9.14 


3 Specialist Midwife CDDFT £60,000 30.9.14 
4 Health Improvement-


Macmillan Cancer Service 
CDDFT £172,000 31.3.15 


5 Prevention Services for 
Older People (joint contract 
with CAS) 


Age UK 
£432,433 31.3.15 


6 Breastfeeding support 
services 


National Childbirth Trust £30,000 31.3.15 


7 Health Appointments 
Volunteer Driver Scheme 


SRC £101,112 31.3.15 


8 Health Appointments 
Volunteer Driver Scheme 


RSVP £50,000 31.3.15 


9 Level 2 Stop Smoking Walkers Snack Food £200 31.3.15 
10 Level 2 Stop Smoking The Stroke Association £200 31.3.15 
11 Level 2 Community Weight 


Management 
Slimming World £260,000 31.3.15 


12 Exercise Referral Leisureworks £84,535 31.3.15 
13 Exercise Referral - SLA DCC Leisure £177,000 31.3.15 
14 Weigh Less Scheme - SLA DCC Leisure £53,000 31.3.15 
15 Move into Sport - SLA DCC County Durham Sport £250,000 31.3.15 
16 Move for Life - SLA DCC County Durham Sport £164,000 31.3.15 
17 Child Independent Sexual 


Violence Advisor (ISVA)  
Contribution to DCC CAS contract 
with Durham Constabulary £2,360 31.3.15 


18 Warm and Healthy Homes  Contribution to DCC Resources 
contract with British Gas £90,000 31.3.15 


   £2,296,210  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appendix 4: Domains of wider determinants of health  
 
1.  Improving the wider determinants of health 
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Objective 


Improvements against wider factors that affect health and wellbeing and health inequalities 


Indicators 


• Children in poverty 
• School readiness 
• Pupil absence 
• First-time entrants to the youth justice system 
• 16-18 year olds not in education, employment or training 
• Adults with a learning disability / in contact with secondary mental health services who live in 


stable and appropriate accommodation 
• People in prison who have a mental illness or a significant mental illness 
• Employment for those with long-term health conditions including adults with a learning 


disability or who are in contact with secondary mental health services  
• Sickness absence rate 
• Killed and seriously injured casualties on England’s roads 
• Domestic abuse 
• Violent crime (including sexual violence) 
• Re-offending levels 
• The percentage of the population affected by noise 
• Statutory homelessness 
• Utilisation of green space for exercise/health reasons 
• Fuel poverty 
• Social isolation 
• Older people’s perception of community safety 
 
 
2.  Health improvement 
Objective 


People are helped to live healthy lifestyles, make healthy choices and reduce health 
inequalities 
Indicators 


• Low birth weight of term babies 
• Breastfeeding 
• Smoking status at time of delivery 
• Under 18 conceptions* 
• Child development at 2-2½ years (under development) 
• Excess weight in 4-5 and 10-11 year olds* 
• Hospital admissions caused by unintentional and deliberate injuries in children and young 


people aged 0-14 and 15-24 years  
• Emotional well-being of looked after children 
• Smoking prevalence – 15 year olds (placeholder) 
• Self-harm 
• Diet 
• Excess weight in adults 
• Proportion of physically active and inactive adults 
• Smoking prevalence – adult (over 18s) 
• Successful completion of drug treatment 
• People entering prison with substance dependence issues who are previously not known to 


community treatment 
• Recorded diabetes 


Page 12 of 16 







• Alcohol-related admissions to hospital 
• Cancer diagnosed at stage 1 and 2 
• Cancer screening coverage 
• Access to non-cancer screening programmes 
• Take up of the NHS Health Check Programme – by those eligible* 
• Self-reported wellbeing 
• Falls and injuries in people aged 65 and over 
 


 


 
4.  Healthcare public health and preventing premature mortality 
Objective 


Reduced numbers of people living with preventable ill health and people dying prematurely, 
while reducing the gap between communities. 


Indicators 


• Infant mortality 
• Tooth decay in children aged 5 
• Mortality from causes considered preventable 
• Mortality from all cardiovascular diseases (including heart disease and stroke) 
• Mortality from cancer 
• Mortality from liver disease 
• Mortality from respiratory diseases 
• Mortality from communicable diseases 
• Excess under 75 mortality in adults with serious mental illness 
• Suicide rate 
• Emergency readmissions within 30 days of discharge from hospital 
• Preventable sight loss 
• Health-related quality of life for older people 
• Hip fractures in people aged 65 and over 
• Excess winter deaths 
• Estimated diagnosis rate for people with dementia 
 
 
 
Appendix 5: Public health agreement  
 


3.  Health protection 
Objective 


The population’s health is protected from major incidents and other threats, while reducing 
health inequalities 


Indicators 


• Fraction of mortality attributable to particulate air pollution 
• Chlamydia diagnoses (15-24 year olds)* 
• Population vaccination coverage 
• People presenting with HIV at a late stage of infection 
• Treatment completion for Tuberculosis (TB) 
• Public sector organisations with board-approved sustainable development management plan 
• Comprehensive, agreed inter-agency plans for responding to health protection incidents and 


emergencies* 
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Title   
  Care Connect Services 2014-15 


  Description 
  To ensure provision of emergency communication alarms to minimise to reduce the 


occurrence of injury, or injury escalating. Ensuring disabled / older people can remain at 
home increasing the personal wellbeing of the individual 


  Strategic priority 
    
  Contribution to Public Health Outcomes Frameworks 
    
  Contribution to reducing health inequalities 
    
  Public Health Objective 1 
  Miscellaneous Public Health Services 
  Public Health Sub - Objective 2 
  Other Public Health Services 
  Public Health Outcome 
  provide and Effective and responsive emergency contact facility 
  Investment Objectives 
  


To support disadvantaged Individuals in their own Home - increasing Mental wellbeing 
  Investment value 
  £704,000 
  Investment Period  


  2014-15 


  Measurable Performance Indicator 
  


Number of operating Emergency Contacts Facilities installed and Maintained in the County 
  Frequency of Reporting 


  Quarterly 


  Location in Ledger 
  all of 031706, 031700, 031701 


 
 
 
 
 
Appendix 6: Utilisation of public health grant to tackle social determinants of 


health  
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Public Health Category  Description  


3 Community Safety 4 Real Young People Alcohol Misuse  


2 General Prevention  Think Family - Family Pathfinder 


2 General Prevention Young People Engagement in health  


1 Wider Determinants of Health  Travellers Sites (Early Intervention and 
Involvement)  


2 General Prevention  Teenage Pregnancy  


3 Community Safety Domestic Violence (Early Intervention 
and Involvement)  


3 Community Safety Community Support Team - Family 
Support 


3 Community Safety Safer Communities  


2 General Prevention  One Point Service, early years 


1 Wider Determinants of Health  Road Safety  


1 Wider Determinants of Health  Wider Accident Prevention  


2 General Prevention  Indoor Sport & Physical Activity 


1 Wider Determinants of Health  Sustainability & food security  
and accessibility  


1 Wider Determinants of Health  Homelessness  


1 Wider Determinants of Health  Care Connect Services,  
older peoples support 


2 General Prevention  Welfare Rights and income maximisation 


 
 
 
 
 
 
 
 
 
 
Appendix 7: Communication Plan 
 


 Contracts ending in 2014-15 Communication Requirements Deadline Lead 
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1 Contracts ending on  
31. 8. 14  
7 CDDFT Health Improvement 
Services  and  Health Trainer 
Provision/training and 
infrastructure provided by 
Durham Rural Community 
Company,  Pioneering Care 
Partnerships, Open College 
Network, EPIC Ltd and Health 
Trainer Provision – Mental 
health – Waddington Street 


Letters will be sent to providers at 
the same time as 5 month 
contracts are issued (following 
Legal approval of Terms and 
Conditions). This will confirm that 
the contracts will end on 31.8.14. 
PH Leads have already informed 
providers of plans, and the CDDFT 
have been kept informed in letters 
and at regular contract meetings. 
 
Briefings have been sent out to 
stakeholders re the Wellbeing 
Procurement. 


30 May 
2014 


SR/TR 


2 Contracts ending on 30.9.14 
• CDDFT Specialist 


Midwife 
• CDDFT Obesity and  


Physical Activity Children  
• CDDFT Sexual Health 


Services  


The CDDFT has been sent a letter 
re the commissioning intensions for 
2014-15. 
A further reminder letter regarding 
the fact that the Specialist Midwife 
and Obesity elements will end on 
30.9.14 will be sent by the end of 
June. 
 
A report will be taken to the CCGs 
on 26 June for discussion re the 
future health commissioning of Tier 
3 Obesity Service  


End of 
June 2014 
 
 
 
 
 
 
26 June 
2014 


SC/NW 
 
 
 
 
 
 
 
DPH 


3 Contracts ending on 31.12.14 
(Drug and Alcohol Services) and 
31.3.15 (see Table 2 in Section 
3 of the report). 


Letters will be sent out to providers 
at the same time as 12 month 
contracts are issued (following 
Legal approval of Terms and 
Conditions).  
 


Notification letters sent to providers 
by the end of September will 
confirm the end date. 
 


A report will be taken to the CCGs 
on 26 June for discussion re: the 
future health commissioning of 
Health appointment volunteer 
driver schemes (provided by SRC 
and RSVP), Macmillan Cancer 
Service (CDDFT) and Exercise on 
Referral. 
 
Regular briefings are sent out to 
stakeholders re the Drug and 
Alcohol Review as set out in the 
project plan.  


30 May 
2014 
 
 
 


 
End of 
September 
2014 
 
 
End of 
June 2014 
 
 
 
 
 
 
 


SR 
 
 
 
 
 
SR 
 
 
 
 
DPH 
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		10 July 2014 

		Public Health Review and Procurement Programme 2014-2017








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 monthly


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 Implicit in contracts. CDDFT and NEAS have it explicitly in their contracts


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


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. Smaller providers 
such as care homes are required to provide information to the local authority. 
Systems are in place to share information between the local authority and the 
CCG via the Information Sharing meetings.


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. All Foundation 
Trusts use NRLS


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 . Work is ongoing to strengthen this with providers now required to RAG 
rate their complaints and immediately notify CCGs of any red complaints







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 Ssoft 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. All providers are required to be complint 
with the NHS complaints process which can offer redress where appropriate


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. All services have a suite of qulaity indicators appropriate to 
the care setting


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 processes in the CCG


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 processes in the CCG. An example would 
be joint commissioning of ISIS beds


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 processes of the CCG







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. Example of complaint in CDDFT where CCG and Area Team have been 
involved.


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. Increasingly commissioning intentions are being 
developed by using Experience Led Commissioning processes e.g. urgent care 
and diabetes work


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. Good links with Healthwatch


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 are required as part of all contracts awarded


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 There are considerable staffing shortages across the patch. International 
recruitment is being considered in many of our FTs. Staffing levels are now being 
published on a daily basis. Ward managers have been included as supernumery 
in the planned staffing levels, but in some cases they will ast as a working nurse 
when wards are short staffed. This action will remain amber until we are assured 
that over a period of time staffing levels are not of concern for our providers


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 for our providers


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 and in place 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 and is in place for all our providers


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
Some areas within CDDFT do this e.g. paeds and day suregry. Need to confirm all 
areas are moving to this


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 All organisations now publish consultant level outcomes data for their 
consultants. This is reviewed at the quality review group meetings


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 All Foundation Trusts and BMI Woodlands use an Early warning score system. 
CDDFT was one of the first trusts in the country to use this system and is in the 
process of changing from it's own version to the national system. All other 
providers have now adopted the national EWS


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. It is now included in the quality requirements for each provider to 
RAG rate their complaints and share any red complaints with the commissioners


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 are compliant with the national reporting requirements for 
publication of staffing levels. There are no outliers amongst our providers


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 which is considering how we can develop this


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 are compliant with the national reporting requirements for 
publication of staffing levels. There are no outliers amongst our providers


5
Berwick


Patient safety should be included in training for all staff including managers and executives all Directors In place as part of induction and mandatory training


6


Berwick


The NHS should become a learning organisation all agencies


Within our sphere of influence the CCG is developing this goal with membership 
of the senate, HENE, universties and other organisations. The meeting 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 and 
complaints 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. CDDFT has invited the 
CCG to be a member of the patient experience committee for the Trust


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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Governing Body 
 


Report Title  Green and GP Urgent Ambulance Responses 
Author and Job Title  Gill Findley, Director of Nursing 
Sponsor Director Gill Findley, Director of Nursing 
Date 31.7.14 
 
Purpose  of report  
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 


At the Governing Body Meeting on 29/5/14 there was a request for 
information relating to the North East Ambulance Response Service 
NHS Foundation Trust (NEAS) with regard to performance against 
targets for GP Urgent transport requests and calls triaged as a green 
response. 
 
The attached response from NEAS details the recent performance in 
these 2 categories as a matter arising from the Governing Body meeting 
of 29/5/14. 
 


Summary of key 
points  
 
 
 
 
 
 


There are no national targets for GP urgent transport requests. There is 
a locally agreed performance reporting requirement against requests in 
3 categories: 1 hour, 2 hours and 4 hours.  The graph presented shows 
the performance against all 3 categories. (It is noted that a request for 1 
hour transport that is attended in 1.5 hours is a failure). The graph 
shows a deteriorating trend in performance. 
 
Also on the graph is indicated the performance against the targets for 
999 calls categorised as green after triage. Again this shows a 
deteriorating performance. At present both these categories of patient 
receive paramedic lead responses. 
 
As part of the CQUIN part of the contract this year with NEAS there has 
been an agreement to implementation of an integrated transport solution 
starting in Durham Dales, Easington and Sedgefield and 
Northumberland CCGs. The CQUIN allocation will be used to fund 
additional non paramedic response capability that will be dispatched to 
the non life threatening calls such as green calls, GP urgents, and other 
suitable calls such as end of life patients and mental health transport. By 
providing additional capacity and an “intelligent dispatch” capability 
paramedic vehicles will be free to attend more red calls thereby 
improving the performance against the 8 minute target. 
 
 
 


 


 
 
 







 
DDES approval 
route 
 


• Formal Executive Committee 22nd July 2014 and 5th August 2014 


  
Other consultation 
routes 


• None 


  
Supporting 
documentation / 
Appendices 
 


• Report from NEAS showing green and GP urgent performance 


 
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 Executive Committee is asked to: 
• Note the information provided as requested at the meeting on 29.7.14 
• Approve the information to be provided to the Governing Body for 


discussion/information. 
 
The Governing Body is asked to: 
• Note the information provided as requested at the meeting on 29.7.14 
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Name Date Position/Role Governing Body Executive 
Committee Audit & Assurance Remuneration 


Committee 
Locality Management 


Group Potential or actual areas where interest could occur Action taken to mitigate risk Comments 


Helen Moore 24/04/2012 Locality Lead Sedgefiled locality   Link to Website 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 Locality Lead Sedgefiled locality   Link to Website 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.  


Helen Moore 31/07/2014 Locality Lead Sedgefiled locality   Link to Website Member of Easington & Sedgefield Health Federation
will not participate in any commissioning decision 
that awards funding to a GP Federation that I 
have an interest in


Helen Moore 09/04/2013 Locality Lead Sedgefiled locality   Link to Website GP at Ferryhill Practice with interest in all Primary Care 


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  
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.  


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


Gill Findley 04/04/2014 Director of Nursing/Nurse Advisor  
Has a shared role as Director of Nursing with Darlington CCG for a period of 


6 months, whilst remaining as Director of Nursing for DDES CCG 


Will declare interest in specific instances as 
appropriate and will not take part in any relevant 


decisions


Mark Pickering 
30/11/2011 


updated 
01/04/2013


Chief Finance Officer - Interim    
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


Mark Pickering 01/04/2014 Chief Finance Officer - Interim     NHS Partner Board Member for GAMP AAP
Will declare interest in specific instances as 


appropriate and will not take part in any relevant 
decisions


Mark Pickering 
30/11/2011 


updated 
01/04/2013


Chief Finance Officer - Interim     Foundation Trust Member for CDDFT NHS FT
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  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  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  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 member of North Durham CCG Governing Body Will not take part in Board discussions that 


involve decisions regarding ND CCG


Anna Lynch 04/06/2014 Director of Public Health County Durham, 
Durham County Council  Chair of  County Durham & Darlington NHS Health Improvement Fund


Must not take part in discussion regarding any 
funding issues concenred with organisations on 
which DPH is either chair , trustee or member


Lesley Jeavons 14/08/2012 Durham County Council  Durham County Council Representative 
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


Lesley Jeavons 11/06/2013 Durham County Council  Chair of Safeguarding Adults Board 
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


Lesley Jeavons 11/06/2013 Durham County Council  TEWV Council of Governers member 
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate
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Name Date Position/Role Governing Body Executive 
Committee Audit & Assurance Remuneration 


Committee 
Locality Management 


Group Potential or actual areas where interest could occur Action taken to mitigate risk Comments 


Lesley Jeavons 09/07/2013 Durham County Council  Teesdale AAP Forum member
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


Winny Jose 31/07/2014 Locality Lead Sedgefiled locality  Link to Website Member of Easington and Sedgefield Health Federation
will not participate in any commissioning decision 
that awards funding to a GP Federation that I 
have an interest in


Winny Jose 05/02/2014 Locality Lead Sedgefiled locality  Link to Website ENT, ANP scheme, Week end opening hrs, Seven day working
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


Winny Jose 05/02/2014 Locality Lead Sedgefiled locality  Link to Website GP at Jubilee Medical Practice with interest in all Primary Care 
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


Ian Spencer 11/02/2014 Secondary Care Clinician   Volunteer with Newcastle Citizens Advice Bureau
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


Nicola Bailey 05/03/2014 Chief Operating Officer    


Has a shared role of acting Chief Operating Officer for Durham Dales, 
Easington and Sedgefield for a period of six months, whilst remaining as 
Chief Operating Officer in North Durham CCG. 


Will declare interest in specific instances and will 
not take part in discussions or decisions as 


agreed appropriate


Sarah Burns 13/03/2014 Head of Contracting & Planning  
Husband works for Gentoo, DDES supporting non-recurrent bid Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


Jonathan Smith 27/03/2014 Locality Lead Easington Locality   Link to Website GP at Silverdale Family Practice with an interest in all Primary Care 
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


Jonathan Smith 31/07/2014 Locality Lead Easington Locality   Link to Website Member of Easington and Sedgefield Health Federation
will not participate in any commissioning decision 
that awards funding to a GP Federation that I 
have an interest in


James Carlton 05/06/2014 Locality Lead Durham Dales  Link to Website
             arlington at Blacketts Medical Practice and at Neasham Rd Surgery. Lead GP Darling           


Will declare interest in specific instances and will 
not take part in discussions or decisions as 


agreed appropriate


James Carlton 04/04/2014 Medical Advisor  Link to Website
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


Dilys Waller 16/04/2014 Locality Lead Durham Dales   Link to Website
GP at Woodview Surgery with an interest in all Primary Care


Will declare interest in specific instances and will 
not take part in discussions or decisions as 


agreed appropriate


Dilys Waller 05/06/2014 Locality Lead Durham Dales   Link to Website
Chronic Obstructive Pulmonary Disease and Atrial Fibrillation Lead


Will declare interest in specific instances and will 
not take part in discussions or decisions as 


agreed appropriate


Dilys Waller 31/07/2014 Locality Lead Durham Dales   Link to Website Partner in member practice of Dales Federation
will not participate in any commissioning decision 
that awards funding to a GP Federation that I 
have an interest in


Robin Armstrong 05/06/2014 Locality  Lead Easington  Link to Website
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


Robin Armstrong 31/07/2014 Locality  Lead Easington  Link to Website Member of Easington and Sedgefield Health Federation
will not participate in any commissioning decision 
that awards funding to a GP Federation that I 
have an interest in


Carol Hardy 18/06/2014 Locality Lead (Deputy) Specialist Nurse for Horden Group Practice for Long Term Conditions one day a week & Clinical Champion for I    
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


Clair White 13/03/2014 Head of Corporate Services    
none to declare Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


Mike Taylor 14/08/2012 Chief Finance and Operating Officer - 
Currently seconded to NHS England 


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
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     Meeting Date: 9 September 2014 


 Item No: GB/14/269 
Governing Body 


 
Report Title  Urgent Care Re-Design 
Author and Job Title  Sarah Burns, Director of Commissioning 
Sponsor Director Stewart Findlay, Chief Clinical Officer 
Date 2nd September 2014 
 
Purpose  of report  
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


The urgent care strategy was presented at the CCG executive 
committee on 15th July and it was agreed to explore the option of 
reducing the current level of commissioned capacity from urgent care 
centres and walk-in centres and to manage this demand through 
increased access to general practices through better access in-hours 
and extended opening.   
This paper sets out a proposed approach and model for urgent care 
provision in DDES. 
 
 


Summary of key 
points  
 
 
 
 
 
 


• The Experience Led Commissioning (ELC) programme and the 
urgent care strategy have informed the proposed model 


• The proposed model for urgent care is set out in three parts as 
follows: 
• Commission a primary care urgent care service between the 


hours of 08:00 and 20:00 for the DDES population 
• Commission a weekend urgent care service for the DDES 


population covering the hours of 08:00 – 20:00 Saturday and 
Sunday 


• Re-procure the out of hours service under an APMS contract  
• The impact on other commissioners has been quantified 
• Discussion is required with the Overview and Scrutiny Committee 


(OSC) to identify if engagement or consultation would be required 
 


 
DDES approval 
route 
 


• Executive committee meeting 5th August 2014 
• DDES wide management meeting 28th August 2014 
 


  
Other consultation 
routes 


•  
 


  
Supporting 
documentation / 
Appendices 
 


• Appendix 1 – Urgent Care Re-design 
• Appendix 2a – UCC and Healthworks usage by practice 08:00 – 20:00 


hours. 
• Appendix 2b – UCC and Healthworks usage by practice 08:00 – 18:00 







hours. 
• Appendix 2c – UCC and Healthworks usage by practice 18:00 – 20:00 


hours. 
• Appendix 3: Average daily appointments on a Saturday and Sunday 


based on 2013/14 data 
• Appendix 4a: Timelines including engagement 
• Appendix 4b: timelines including consultation 


 
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 Assessment (only if item is for decision) 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 the proposed model outlined in section 4.1 of this report 
• Note the timescales associated with project delivery 


 







APPENDIX 1 - URGENT CARE RE-DESIGN  
 


1. Current service provision 
 
The current range of urgent care and emergency services can be confusing for 
patients and that they are often unsure about where to go when ill or injured.  This 
can result in people having to be transferred from one location to another or 
accessing multiple services before getting the treatment they need.  This is 
inconvenient and frustrating for patients and can lead to poorer clinical outcomes.  It 
is also costly as we have to pay each time a patient attends a service.   


 
The DH policy guidance in 1999 was to improve access by opening Urgent Care 
Centres and Minor Injury and Illness Units; this was reinforced in 2001 as a way of 
reducing workload on A&E departments by finding alternative sites for people with 
minor conditions and in 2007 Lord Darzi mandated that there should be access to a 
GP led service in each PCT providing open access to urgent care services.  In 
County Durham the PCT had the opportunity to provide Urgent Care services in 
response to these policies. 


 
There are currently three Urgent Care Centres and one Walk-In Centre within the 
DDES CCG area.   The Urgent Care Centre services are delivered by County 
Durham and Darlington NHS Foundation Trust as part of an existing Community 
Services Contract which runs until the end of March 2015. Urgent Care Centres are 
also available at: 


• University Hospital North Durham from 6pm – 8am Monday to Friday and 
24 hours at weekends.   


• Darlington - 24 hours a day, delivered from Dr Piper House between 8am 
and 6pm and alongside the Emergency Department at Darlington 
Memorial Hospital between 6pm and 8am.  


 
The Urgent Care Centres located at Bishop Auckland and Peterlee currently operate 
24 hours a day, every day of the year. The Seaham service operates from 8am to 
6pm, Monday to Friday.  The urgent care centres are commissioned as part of the 
overall urgent care community contract with CDDFT which includes GP Out of Hours 
(OoH) provision.  The combined UCC and OoH service is commissioned via a 
Standard NHS contract.  Guidance states that GP OoH services should be 
commissioned via an Alternative Primary Medical Services (APMS) contract. 
 
In addition, a Walk In Centre service is provided under a contract with Intrahealth, 
that operates from 8am to 8pm, 7 days a week, at Healthworks, Easington. This 
contract was in place for five years and has been extended for a further year until the 
end of March 2015.  This service is part of a larger contract that includes primary 
medical services for registered   This element of the contract is the responsibility of 
Durham, Darlington and Tees Area Team (DDT AT).  The primary medical service 
element of the contract is under review 
 


2. Urgent care strategy – the case for change 
 


The former County Durham and Darlington Urgent Care Working Group, now known 
as the Strategic Resilience Group (SRG) is developing an Urgent Care Strategy 







specifically focusing on the standards in Everyone Counts 2014/15 to 2018/19. The 
Strategy will set out a joint vision and patient centered principles, together with 
whole-systems solutions to achieving them.  


 
Urgent and Emergency Care Services in County Durham and Darlington have 
evolved in response to evidence based practice and guidelines, along with relevant 
NHS policy changes. Over time this has resulted in the development of numerous 
services that can appear to the patient as unrelated, each with different names and 
access points. This has created a complicated system with multiple connections and 
complex patient flows. Patients and health and social care professionals can find it 
challenging to navigate around these services efficiently. 


 
In County Durham and Darlington there has been a continued rise in demand for 
Urgent and Emergency Care across the whole system, from increasing attendances 
at Emergency Departments to increased demand on the GP In and Out of Hours 
Services. County Durham and Darlington has an increasingly ageing population, and 
there is a continued rise in all long term conditions. In the future, managing this 
demand may become unsustainable within the current configuration of health and 
social care systems. As technology and clinical techniques advance, so do the 
expectations of the public in being able to access health and social care services in 
more convenient and flexible ways. 


 
Continuing to work to refine the already stretched hospital centric and urgent care 
systems will only have limited success in meeting the growing demands. 
Fundamentally there is a need to reduce the overall demands through addressing 
the underlying reasons for the patient accessing an urgent and emergency care 
service. This requires alignment of services, working collaboratively together to 
provide one simpler, safer and more effective system, delivering an improved 
seamless patient experience, improved quality and safety and better value for the 
taxpayer. 


 
It is difficult to assess whether there are access issues for patients trying to access 
their own GP. Most surgeries do offer a same day appointment service via a triage 
process. In a recent review of the 111 service, NEAS found that for many people 
who said they had tried to get a GP appointment, when the 111 service rang to 
request an appointment the practices had appointments available. It may therefore 
be the case that the public perceive that it is difficult to get an appointment rather 
than this being a reality. Further engagement work is required with the public to 
understand the rationale for use of the differing facilities across County Durham and 
Darlington.  
In the phase 1 report “Transforming Urgent and Emergency Care Services in 
England”, Professor Keith Willets suggests the following are important for an efficient 
and effective urgent care system: 
 


• GP access in and out of hours and where necessary same day appointments 
• Continuity of care in primary care is essential particularly in LTC 
• 7 day working for all services including diagnostics 
• Simple access (multiple names for urgent care, differing opening hours and 


levels of care, all prevent patients accessing primary care facilities) 







• Public initiatives such as “phone first” or 111 have greater potential than is 
currently being realised 


• GPs being able to get advice from secondary care (i.e. access to senior staff, 
not just  


 
3. Engagement with stakeholders 
 
In 2013/14 DDES CCG commissioned a programme called Experience Led 
Commissioning (ELC). ELC is an innovative commissioning operating model that 
drives change and improvement by focusing everyone on the person. ELC builds on 
the principle of co design  and engages local people who use services as equal 
partners in commissioning. 
 
The brief for the urgent care ELC programme was: 
 


"What needs to happen so planned changes in community urgent care 
services support people and families in our community to deal successfully 


with unexpected or unfamiliar health issues? " 
 


This programme focused co design with five focus communities: 
• Families with young children (parent’s experiences) 
• People living with long term health issues and their family carers 
• People with complex care needs  (especially frail older people) and their 


family/carers 
• People living with mental health issues 
• Front-line primary and urgent care teams. 


 
 It explored and mapped their experiences in particular of: 


• Primary care (especially general practice and community pharmacy) 
• Out of hours GP services 
• A&E 
• Urgent care centres in DDES CCG 
• Self-management of long term health conditions and unexpected health issues 
• Maintaining mental and emotional well being 
• Community based wellbeing support that sustains social connection and builds 


resilience so people feel able to deal with crises (mainly voluntary sector provision) 
 
The work focused in particular on talking to communities where health service use 
data showed that people were using current services in a ways that are 
unsustainable e.g. people using A&E or urgent care centres who could be using their 
GP surgery. These communities were identified by CCGs using data already collated 
to inform commissioning of urgent care services. 
 
The conclusions from the ELC work are that people in DDES want: 


• A new supportive joined up Primary and Urgent Care model 
• A list of services available 
• GP’s available 8am -8pm weekdays and 8-12 weekends 
• Better system to make and allocate appointments  
• Changes communicated in timely and effective way 
• Everyone being better educated and involved in becoming experts in their own care 
• People in DDES want to continue to be involved in commissioning and change 







4. Development of a new model of urgent care for DDES 
 


The urgent care strategy was presented at the CCG executive committee on 15th 
July and it was agreed to explore the option of reducing the current level of 
commissioned capacity from urgent care centres and walk-in centres and to manage 
this demand through increased access to general practices through better access in-
hours and extended opening.   
 
The same paper was presented to member practices at the DDES wide 
management meeting on 24th July.  The option described above was unanimously 
supported by each of the three DDES localities. 
 


4.1 Proposed new model 
 
The proposed new model has been developed in consultation with the following 
people: 


• Sarah Burns, Director of Commissioning 
• Stewart Findlay, Chief Clinical Officer 
• Mark Pickering, Chief Finance Officer 
• Richard Harrety, Senior Commissioning Manager (North of England Commissioning 


Support Service (NECS)) 
 


Additional specialist input has been provided by NECS procurement, business 
intelligence and engagement teams. 
 
Activity data for all services has been analysed to understand demand and service 
usage patterns.   
 
The proposed model which is in three parts as follows: 
 


a) Commission a primary care urgent care service between the hours of 08:00 
and 20:00 for the DDES population 


b) Commission a weekend urgent care service for the DDES population covering 
the hours of 08:00 – 20:00 Saturday and Sunday 


c) Re-procure the out of hours service under an APMS contract  
 
Further details can be found in the following section of this report. 
 


a. Commission a primary care urgent care service between the hours of 08:00 
and 20:00 for the DDES population 


 
Data analysis has shown that during the hours of 8am and 8pm, Monday to Friday 
there are an average of 4 attendances per practice in UCCs (including Healthworks).  
This varies by locality: 
 
Average daily appointments (based on 2013/14 data) 
Locality 08:00 – 18:00 18:00 – 20:00 08:00 – 20:00 
Dales 3.78 1.31 5.09 
Easington 9.08 1.50 10.58 
Sedgefield 2.47 0.98 3.46 
DDES 5.71 1.31 7.01 







 
More detailed information can be found at appendix 2a, 2b and 2c – UCC and 
Healthworks usage by practice 08:00 – 20:00 hours. 
 
It is believed that this level of activity shift into primary care could be managed if it is 
appropriately resourced.   The ELC work indicated the need for a better system to 
make and allocate appointments.  In response to this an outline service description is 
shown below: 
 


• Access to urgent care slots in primary care between the hours of 08:00-20:00 
Monday to Friday 


• 111 to have direct access to primary care urgent care appointment slots (telephone 
or F2FC) to enable direct booking 


• Provide a response/access to a GP for a paramedic within 5 minutes of contact 
• Provision of access data  – number of appointments available and number filled for 


both urgent care access and the core contract 
• Provision of READ code data to assist with surge planning i.e. patterns of new 


diagnoses of flu or D&V 


Initial discussions have taken place with the primary care contracting team at DDT 
AT.  This service is clearly distinguishable from the core GP contract as it is an 
urgent care rather than a bookable service. 
This model supports the ELC project findings which suggested that patients want: 


• GPs available 8am -8pm weekdays  
• Better system to make and allocate appointments  


 
The service would look at the connections with wider urgent care services and the 
data captured in particular would assist with whole systems planning.   
 
This service would provide the same level of access as is currently provided, but 
would be a material change in service.  In line with DDES CCG policy an impact 
assessment have been completed out in relation to the proposed change.  
 
Work is underway to look at the appropriate funding model.  Considerations that 
need to be made include the need to: 


• Provide equity of access 
• Ensure that specific population needs are addressed for each individual 


locality which includes deprivation 
 


b. Commission a weekend urgent care service for the DDES population covering 
the hours of 08:00 – 20:00 Saturday and Sunday 


 
The ELC project highlighted the desire to have weekend access to a GP.  The level 
of demand for Saturday and Sunday combined at the existing urgent care centres 
and Healthworks is as follows: 
 
 
 
 
 







Average daily appointments on a Saturday and Sunday based on 2013/14 data 
Locality 08:00 – 18:00 
Dales 111.63 
Easington 182.25 
Sedgefield 91.09 
DDES 384.97 
 
This is shown in more detail at appendix 3. 
 
The weekend opening pilot that DDES has trialled since November 2013 has 
demonstrated demand for and popularity of weekend primary care access.  Although 
the ELC data suggests patients would like access on weekend mornings, the data 
for the existing urgent care centres and Healthworks suggest that demand continues 
throughout the day at weekends. 
 
It is therefore proposed to commission a GP led weekend urgent care service 
between the hours of 08:00 and 20:00 on a Saturday and Sunday.  This would mirror 
the current provision in Easington via the Healthworks service right across the DDES 
locality. 
 
Previous pilots have demonstrated that it is not cost effective to open every GP 
practice as the level of demand is not enough to make this a cost effective option.  
This service would need to be procured on the open market as there is more than 
one capable provider.  Further work would need to be undertaken to identify the 
number of sites of delivery for this service. 
 


c. Re-procure the out of hours service under an APMS contract  
 
OoH services should be commissioned via an APMS contract.  The current 
contracting arrangements are in contravention of this guidance.  It is proposed that 
the OoH service should be re-procured to cover the period 


• 19:30 – 08:00 Monday to Thursday evening and  
• 19:30 Friday evening – 08:00 Monday morning 


 
This service would provide the same level of access as is currently provided and 
would not be a material change in service.  In line with DDES CCG policy a checklist 
and impact assessment have been completed out in relation to the proposed 
change. 
 


5. Activity at other UCCs 
 


It is known that currently patients access other urgent care centres in North Durham 
and Sunderland and Darlington.  The number of expected annual walk in contacts is 
shown below: 
 
Sites Expected annual activity 
Shotley and UHND   3832 
DMH 1039 
Sunderland UCC 5829 
Total 10700 







 
There are also additional booked, telephone contacts and home visits from these 
sites.  It is anticipated that these contacts would be diverted back to practices 
between 08:00 and 20:00 as part of the primary care urgent care service.   
 
There is a possibility that patient flow may change following the service changes.  
This would have a financial impact on the CCG and this is being considered. 
 
 


6. Engagement 
 


The CCG is not proposing to withdraw any services, but is planning to deliver them 
in a different way.   Discussions will need to take place with the County Durham 
Overview and Scrutiny Committee (OSC) to gain their views on the level of 
engagement or consultation required. 
 
There has been an initial discussion with Jenny Haworth, Head of Planning and 
Performance at Durham County Council who will discuss this with the Chair of the 
OSC.  It has been suggested that the CCG carried out a twelve week consultation on 
the proposed changes.  The CCG will be required to attend the OSC and present an 
overview of the planned consultation exercise and report back to the OSC at the end 
of the consultation.  The next scheduled OSC is in late September.  If consultation 
started immediately after this then could be concluded by January/February 2015.  A 
detailed plan for the consultation is in development. 
 


7. Potential impact on other commissioners  
 
The services that the CCG are considering decommissioning are used by other 
commissioners.   They would need to be notified of the proposed change in service 
provision so they could commission alternative capacity for their patients.  Where 
there are patient flows to urgent care centres commissioned by other CCGs we 
would need to agree the payment mechanism for DDES patients. 
 
It is proposed that a cross CCG working group should be established to review this. 
 


8. Timescales  
 
A draft timetable for implementation is attached at appendix 3.  The plan assumes 
that purdah will not impact on the timescales, but this may have to be reviewed. 
 


9. Delivery  
 


A task group will be established to ensure project delivery.  The project will meet 
weekly and will be chaired by the Chief Clinical Officer.







 


Appendix 2a – UCC and Healthworks usage by practice 08:00 – 20:00 hours. 
 


Day and time Locality
Registered 
Practice Code Practice name


Total walk 
in contacts


Total 
booked 
contacts


Total 
telephone 
contacts


Total home 
visits


Total 
contacts


Total walk 
in 


contacts


Total 
booked 
contacts


Total 
telephone 
contacts


Total 
home 
visits


Total 
contacts


Total walk 
in 


contacts


Total 
booked 
contacts


Total 
telephone 
contacts


Total 
home 
visits


Total 
contacts


Mon-Fri 8am till 8pm Dales A83003 Willington Medical Group 648 214 117 16 995 12.46 4.12 2.25 0.31 19.13 2.49 0.82 0.45 0.06 3.83
A83015 Station View  Medical Centre 2459 290 138 23 2910 47.29 5.58 2.65 0.44 55.96 9.46 1.12 0.53 0.09 11.19


A83020 North House Surgery 1532 432 152 18 2134 29.46 8.31 2.92 0.35 41.04 5.89 1.66 0.58 0.07 8.21


A83021 Auckland Medical Group 3104 500 206 23 3833 59.69 9.62 3.96 0.44 73.71 11.94 1.92 0.79 0.09 14.74


A83025 Bishopgate Medical Centre 3678 604 253 37 4572 70.73 11.62 4.87 0.71 87.92 14.15 2.32 0.97 0.14 17.58


A83032 Cockfield Surgery 205 43 27 3 278 3.94 0.83 0.52 0.06 5.35 0.79 0.17 0.10 0.01 1.07


A83035 The Weardale Practice 282 80 53 4 419 5.42 1.54 1.02 0.08 8.06 1.08 0.31 0.20 0.02 1.61
A83043 Old Forge Surgery 62 21 23 0 106 1.19 0.40 0.44 0.00 2.04 0.24 0.08 0.09 0.00 0.41
A83046 Barnard Castle Surgery 314 81 127 31 553 6.04 1.56 2.44 0.60 10.63 1.21 0.31 0.49 0.12 2.13
A83060 Pinfold Medical Practice 325 90 27 4 446 6.25 1.73 0.52 0.08 8.58 1.25 0.35 0.10 0.02 1.72
A83061 Gainford Surgery 187 28 25 2 242 3.60 0.54 0.48 0.04 4.65 0.72 0.11 0.10 0.01 0.93
A83626 Evenw ood Surgery 231 71 50 8 360 4.44 1.37 0.96 0.15 6.92 0.89 0.27 0.19 0.03 1.38
Y01792 Durham Dales Medical Practice 0 0 2 1 3 0.00 0.00 0.04 0.02 0.06 0.00 0.00 0.01 0.00 0.01


Dales Total 13027 2454 1200 170 16851 250.52 47.19 23.08 3.27 324.06 50.10 9.44 4.62 0.65 64.81
Easington A83004 Deneside Medical Centre (Dr Kapoor) 1708 56 20 11 1795 32.85 1.08 0.38 0.21 34.52 6.57 0.22 0.08 0.04 6.90


A83007 Blackhall & Peterlee 3510 88 55 27 3680 67.50 1.69 1.06 0.52 70.77 13.50 0.34 0.21 0.10 14.15
A83012 Intrahealth @ William Brow n Centre 11186 127 105 39 11457 215.12 2.44 2.02 0.75 220.33 43.02 0.49 0.40 0.15 44.07
A83017 Dr. Mahto & Partners 2155 123 61 19 2358 41.44 2.37 1.17 0.37 45.35 8.29 0.47 0.23 0.07 9.07
A83019 Station Road Surgery 2012 57 49 26 2144 38.69 1.10 0.94 0.50 41.23 7.74 0.22 0.19 0.10 8.25
A83041 Murton Medical Group 2746 73 53 21 2893 52.81 1.40 1.02 0.40 55.63 10.56 0.28 0.20 0.08 11.13
A83042 The Carodoc Surgery 2466 34 34 8 2542 47.42 0.65 0.65 0.15 48.88 9.48 0.13 0.13 0.03 9.78
A83044 The Horden Group Practice 3790 80 55 24 3949 72.88 1.54 1.06 0.46 75.94 14.58 0.31 0.21 0.09 15.19
A83051 Marlborough Surgery 5026 127 74 17 5244 96.65 2.44 1.42 0.33 100.85 19.33 0.49 0.28 0.07 20.17
A83057 Shinw ell Medical Group 2777 66 52 15 2910 53.40 1.27 1.00 0.29 55.96 10.68 0.25 0.20 0.06 11.19
A83068 Jupiter House 922 16 14 6 958 17.73 0.31 0.27 0.12 18.42 3.55 0.06 0.05 0.02 3.68
A83071 New  Seaham Medical Group 2850 56 35 12 2953 54.81 1.08 0.67 0.23 56.79 10.96 0.22 0.13 0.05 11.36
A83075 Deneside Medical Centre (Dr Reddy) 1652 39 46 25 1762 31.77 0.75 0.88 0.48 33.88 6.35 0.15 0.18 0.10 6.78
A83610 Intrahealth @ Wingate 1215 23 22 3 1263 23.37 0.44 0.42 0.06 24.29 4.67 0.09 0.08 0.01 4.86
A83616 Shotton Medical Practice (Dr Gupta) 1113 30 30 7 1180 21.40 0.58 0.58 0.13 22.69 4.28 0.12 0.12 0.03 4.54
A83619 Southdene Medical Centre 1175 31 24 2 1232 22.60 0.60 0.46 0.04 23.69 4.52 0.12 0.09 0.01 4.74
A83627 Silverdale Family Practice, South Hetton 965 50 32 5 1052 18.56 0.96 0.62 0.10 20.23 3.71 0.19 0.12 0.02 4.05
Y02614 Intrahealth @ Healthw orks 148 2 2 0 152 2.85 0.04 0.04 0.00 2.92 0.57 0.01 0.01 0.00 0.58


Easington Total 47416 1078 763 267 49524 911.85 20.73 14.67 5.13 952.38 182.37 4.15 2.93 1.03 190.48
Sedgefield A83001 St Andrew s Medical Practice 824 253 117 15 1209 15.85 4.87 2.25 0.29 23.25 3.17 0.97 0.45 0.06 4.65


A83008 Intrahealth Hallgarth Surgery 895 296 111 9 1311 17.21 5.69 2.13 0.17 25.21 3.44 1.14 0.43 0.03 5.04
A83037 Bew ick Crescent Surgery 705 195 110 24 1034 13.56 3.75 2.12 0.46 19.88 2.71 0.75 0.42 0.09 3.98
A83045 The Surgery, Ferryhill 749 264 138 33 1184 14.40 5.08 2.65 0.63 22.77 2.88 1.02 0.53 0.13 4.55
A83052 Spennymoor Health Centre 607 202 77 15 901 11.67 3.88 1.48 0.29 17.33 2.33 0.78 0.30 0.06 3.47
A83054 Dr Jones & Partners, Sedgefield 771 108 102 15 996 14.83 2.08 1.96 0.29 19.15 2.97 0.42 0.39 0.06 3.83
A83066 Jubilee Medical Group 937 194 109 15 1255 18.02 3.73 2.10 0.29 24.13 3.60 0.75 0.42 0.06 4.83
A83074 Peasew ay Medical Centre 572 161 105 18 856 11.00 3.10 2.02 0.35 16.46 2.20 0.62 0.40 0.07 3.29
A83603 Oxford Road Surgery, Spennymoor 359 159 41 9 568 6.90 3.06 0.79 0.17 10.92 1.38 0.61 0.16 0.03 2.18
A83634 Intrahealth West Cornforth Med Centre 142 109 52 5 308 2.73 2.10 1.00 0.10 5.92 0.55 0.42 0.20 0.02 1.18
A83638 Shildon Health Clinic (Dr Baliga) 186 52 23 1 262 3.58 1.00 0.44 0.02 5.04 0.72 0.20 0.09 0.00 1.01


Sedgefield Total 6747 1993 985 159 9884 129.75 38.33 18.94 3.06 190.08 25.95 7.67 3.79 0.61 38.02


Total 2013/14 Average contacts per w eek Average contacts per day


 







 


 
Appendix 2b – UCC and Healthworks usage by practice 08:00 – 18:00 hours. 
 


Day and time Locality
Registered 
Practice Code Practice name


Total walk 
in contacts


Total 
booked 
contacts


Total 
telephone 
contacts


Total home 
visits


Total 
contacts


Total walk 
in contacts


Total 
booked 
contacts


Total 
telephone 
contacts


Total 
home 
visits


Total 
contacts


Total walk 
in 


contacts


Total 
booked 
contacts


Total 
telephone 
contacts


Total 
home 
visits


Total 
contacts


Mon-Fri 0800-1800 Dales A83003 Willington Medical Group 528 124 47 10 709 10.15 2.38 0.90 0.19 13.63 2.03 0.48 0.18 0.04 2.73
A83015 Station View  Medical Centre 2028 186 62 10 2286 39.00 3.58 1.19 0.19 43.96 7.80 0.72 0.24 0.04 8.79
A83020 North House Surgery 1270 284 63 6 1623 24.42 5.46 1.21 0.12 31.21 4.88 1.09 0.24 0.02 6.24
A83021 Auckland Medical Group 2483 331 81 6 2901 47.75 6.37 1.56 0.12 55.79 9.55 1.27 0.31 0.02 11.16
A83025 Bishopgate Medical Centre 3031 417 109 11 3568 58.29 8.02 2.10 0.21 68.62 11.66 1.60 0.42 0.04 13.72
A83032 Cockfield Surgery 161 32 10 2 205 3.10 0.62 0.19 0.04 3.94 0.62 0.12 0.04 0.01 0.79
A83035 The Weardale Practice 226 61 23 2 312 4.35 1.17 0.44 0.04 6.00 0.87 0.23 0.09 0.01 1.20
A83043 Old Forge Surgery 49 11 8 0 68 0.94 0.21 0.15 0.00 1.31 0.19 0.04 0.03 0.00 0.26
A83046 Barnard Castle Surgery 245 44 42 14 345 4.71 0.85 0.81 0.27 6.63 0.94 0.17 0.16 0.05 1.33
A83060 Pinfold Medical Practice 248 56 12 2 318 4.77 1.08 0.23 0.04 6.12 0.95 0.22 0.05 0.01 1.22
A83061 Gainford Surgery 156 15 7 1 179 3.00 0.29 0.13 0.02 3.44 0.60 0.06 0.03 0.00 0.69
A83626 Evenw ood Surgery 181 51 24 3 259 3.48 0.98 0.46 0.06 4.98 0.70 0.20 0.09 0.01 1.00
Y01792 Durham Dales Medical Practice 0 0 2 1 3 0.00 0.00 0.04 0.02 0.06 0.00 0.00 0.01 0.00 0.01


Dales Total 10606 1612 490 68 12776 203.96 31.00 9.42 1.31 245.69 40.79 6.20 1.88 0.26 49.14
Easington A83004 Deneside Medical Centre (Dr Kapoor) 1599 39 10 6 1654 30.75 0.75 0.19 0.12 31.81 6.15 0.15 0.04 0.02 6.36


A83007 Blackhall & Peterlee 2961 51 24 13 3049 56.94 0.98 0.46 0.25 58.63 11.39 0.20 0.09 0.05 11.73
A83012 Intrahealth @ William Brow n Centre 9704 74 43 12 9833 186.62 1.42 0.83 0.23 189.10 37.32 0.28 0.17 0.05 37.82
A83017 Dr. Mahto & Partners 1821 75 26 6 1928 35.02 1.44 0.50 0.12 37.08 7.00 0.29 0.10 0.02 7.42
A83019 Station Road Surgery 1691 31 21 11 1754 32.52 0.60 0.40 0.21 33.73 6.50 0.12 0.08 0.04 6.75
A83041 Murton Medical Group 2361 32 20 9 2422 45.40 0.62 0.38 0.17 46.58 9.08 0.12 0.08 0.03 9.32
A83042 The Carodoc Surgery 2129 23 13 4 2169 40.94 0.44 0.25 0.08 41.71 8.19 0.09 0.05 0.02 8.34
A83044 The Horden Group Practice 3219 43 24 10 3296 61.90 0.83 0.46 0.19 63.38 12.38 0.17 0.09 0.04 12.68
A83051 Marlborough Surgery 4750 64 38 10 4862 91.35 1.23 0.73 0.19 93.50 18.27 0.25 0.15 0.04 18.70
A83057 Shinw ell Medical Group 2352 35 19 3 2409 45.23 0.67 0.37 0.06 46.33 9.05 0.13 0.07 0.01 9.27
A83068 Jupiter House 785 8 7 2 802 15.10 0.15 0.13 0.04 15.42 3.02 0.03 0.03 0.01 3.08
A83071 New  Seaham Medical Group 2718 35 15 4 2772 52.27 0.67 0.29 0.08 53.31 10.45 0.13 0.06 0.02 10.66
A83075 Deneside Medical Centre (Dr Reddy) 1546 23 16 9 1594 29.73 0.44 0.31 0.17 30.65 5.95 0.09 0.06 0.03 6.13
A83610 Intrahealth @ Wingate 1001 10 10 0 1021 19.25 0.19 0.19 0.00 19.63 3.85 0.04 0.04 0.00 3.93
A83616 Shotton Medical Practice (Dr Gupta) 953 13 9 1 976 18.33 0.25 0.17 0.02 18.77 3.67 0.05 0.03 0.00 3.75
A83619 Southdene Medical Centre 984 16 11 1 1012 18.92 0.31 0.21 0.02 19.46 3.78 0.06 0.04 0.00 3.89
A83627 Silverdale Family Practice, South Hetton 794 19 8 2 823 15.27 0.37 0.15 0.04 15.83 3.05 0.07 0.03 0.01 3.17
Y02614 Intrahealth @ Healthw orks 127 0 1 0 128 2.44 0.00 0.02 0.00 2.46 0.49 0.00 0.00 0.00 0.49


Easington Total 41495 591 315 103 42504 797.98 11.37 6.06 1.98 817.38 159.60 2.27 1.21 0.40 163.48
Sedgefield A83001 St Andrew s Medical Practice 654 156 46 3 859 12.58 3.00 0.88 0.06 16.52 2.52 0.60 0.18 0.01 3.30


A83008 Intrahealth Hallgarth Surgery 753 236 62 2 1053 14.48 4.54 1.19 0.04 20.25 2.90 0.91 0.24 0.01 4.05
A83037 Bew ick Crescent Surgery 561 100 39 13 713 10.79 1.92 0.75 0.25 13.71 2.16 0.38 0.15 0.05 2.74
A83045 The Surgery, Ferryhill 583 137 52 13 785 11.21 2.63 1.00 0.25 15.10 2.24 0.53 0.20 0.05 3.02
A83052 Spennymoor Health Centre 458 104 25 6 593 8.81 2.00 0.48 0.12 11.40 1.76 0.40 0.10 0.02 2.28
A83054 Dr Jones & Partners, Sedgefield 619 55 34 8 716 11.90 1.06 0.65 0.15 13.77 2.38 0.21 0.13 0.03 2.75
A83066 Jubilee Medical Group 763 117 50 6 936 14.67 2.25 0.96 0.12 18.00 2.93 0.45 0.19 0.02 3.60
A83074 Peasew ay Medical Centre 436 82 28 8 554 8.38 1.58 0.54 0.15 10.65 1.68 0.32 0.11 0.03 2.13
A83603 Oxford Road Surgery, Spennymoor 294 120 28 6 448 5.65 2.31 0.54 0.12 8.62 1.13 0.46 0.11 0.02 1.72
A83634 Intrahealth West Cornforth Med Centre 107 81 21 3 212 2.06 1.56 0.40 0.06 4.08 0.41 0.31 0.08 0.01 0.82
A83638 Shildon Health Clinic (Dr Baliga) 151 37 9 1 198 2.90 0.71 0.17 0.02 3.81 0.58 0.14 0.03 0.00 0.76


Sedgefield Total 5379 1225 394 69 7067 103.44 23.56 7.58 1.33 135.90 20.69 4.71 1.52 0.27 27.18


Total 2013/14 Average contacts per w eek Average contacts per day


 
 







 


Appendix 2c – UCC and Healthworks usage by practice 18:00 – 20:00 hours. 
 


Day and time Locality
Registered 
Practice Code Practice name


Total walk 
in contacts


Total 
booked 
contacts


Total 
telephone 
contacts


Total home 
visits


Total 
contacts


Total walk 
in contacts


Total 
booked 
contacts


Total 
telephone 
contacts


Total 
home 
visits


Total 
contacts


Total walk 
in 


contacts


Total 
booked 
contacts


Total 
telephone 
contacts


Total 
home 
visits


Total 
contacts


Mon-Fri 1800-2000 Dales A83003 Willington Medical Group 120 90 70 6 286 2.31 1.73 1.35 0.12 5.50 0.46 0.35 0.27 0.02 1.10
A83015 Station View  Medical Centre 431 104 76 13 624 8.29 2.00 1.46 0.25 12.00 1.66 0.40 0.29 0.05 2.40
A83020 North House Surgery 262 148 89 12 511 5.04 2.85 1.71 0.23 9.83 1.01 0.57 0.34 0.05 1.97
A83021 Auckland Medical Group 621 169 125 17 932 11.94 3.25 2.40 0.33 17.92 2.39 0.65 0.48 0.07 3.58
A83025 Bishopgate Medical Centre 647 187 144 26 1004 12.44 3.60 2.77 0.50 19.31 2.49 0.72 0.55 0.10 3.86
A83032 Cockfield Surgery 44 11 17 1 73 0.85 0.21 0.33 0.02 1.40 0.17 0.04 0.07 0.00 0.28
A83035 The Weardale Practice 56 19 30 2 107 1.08 0.37 0.58 0.04 2.06 0.22 0.07 0.12 0.01 0.41
A83043 Old Forge Surgery 13 10 15 0 38 0.25 0.19 0.29 0.00 0.73 0.05 0.04 0.06 0.00 0.15
A83046 Barnard Castle Surgery 69 37 85 17 208 1.33 0.71 1.63 0.33 4.00 0.27 0.14 0.33 0.07 0.80
A83060 Pinfold Medical Practice 77 34 15 2 128 1.48 0.65 0.29 0.04 2.46 0.30 0.13 0.06 0.01 0.49
A83061 Gainford Surgery 31 13 18 1 63 0.60 0.25 0.35 0.02 1.21 0.12 0.05 0.07 0.00 0.24
A83626 Evenw ood Surgery 50 20 26 5 101 0.96 0.38 0.50 0.10 1.94 0.19 0.08 0.10 0.02 0.39


Dales Total 2421 842 710 102 4075 46.56 16.19 13.65 1.96 78.37 9.31 3.24 2.73 0.39 15.67
Easington A83004 Deneside Medical Centre (Dr Kapoor) 109 17 10 5 141 2.10 0.33 0.19 0.10 2.71 0.42 0.07 0.04 0.02 0.54


A83007 Blackhall & Peterlee 549 37 31 14 631 10.56 0.71 0.60 0.27 12.13 2.11 0.14 0.12 0.05 2.43
A83012 Intrahealth @ William Brow n Centre 1482 53 62 27 1624 28.50 1.02 1.19 0.52 31.23 5.70 0.20 0.24 0.10 6.25
A83017 Dr. Mahto & Partners 334 48 35 13 430 6.42 0.92 0.67 0.25 8.27 1.28 0.18 0.13 0.05 1.65
A83019 Station Road Surgery 321 26 28 15 390 6.17 0.50 0.54 0.29 7.50 1.23 0.10 0.11 0.06 1.50
A83041 Murton Medical Group 385 41 33 12 471 7.40 0.79 0.63 0.23 9.06 1.48 0.16 0.13 0.05 1.81
A83042 The Carodoc Surgery 337 11 21 4 373 6.48 0.21 0.40 0.08 7.17 1.30 0.04 0.08 0.02 1.43
A83044 The Horden Group Practice 571 37 31 14 653 10.98 0.71 0.60 0.27 12.56 2.20 0.14 0.12 0.05 2.51
A83051 Marlborough Surgery 276 63 36 7 382 5.31 1.21 0.69 0.13 7.35 1.06 0.24 0.14 0.03 1.47
A83057 Shinw ell Medical Group 425 31 33 12 501 8.17 0.60 0.63 0.23 9.63 1.63 0.12 0.13 0.05 1.93
A83068 Jupiter House 137 8 7 4 156 2.63 0.15 0.13 0.08 3.00 0.53 0.03 0.03 0.02 0.60
A83071 New  Seaham Medical Group 132 21 20 8 181 2.54 0.40 0.38 0.15 3.48 0.51 0.08 0.08 0.03 0.70
A83075 Deneside Medical Centre (Dr Reddy) 106 16 30 16 168 2.04 0.31 0.58 0.31 3.23 0.41 0.06 0.12 0.06 0.65
A83610 Intrahealth @ Wingate 214 13 12 3 242 4.12 0.25 0.23 0.06 4.65 0.82 0.05 0.05 0.01 0.93
A83616 Shotton Medical Practice (Dr Gupta) 160 17 21 6 204 3.08 0.33 0.40 0.12 3.92 0.62 0.07 0.08 0.02 0.78
A83619 Southdene Medical Centre 191 15 13 1 220 3.67 0.29 0.25 0.02 4.23 0.73 0.06 0.05 0.00 0.85
A83627 Silverdale Family Practice, South Hetton 171 31 24 3 229 3.29 0.60 0.46 0.06 4.40 0.66 0.12 0.09 0.01 0.88
Y02614 Intrahealth @ Healthw orks 21 2 1 0 24 0.40 0.04 0.02 0.00 0.46 0.08 0.01 0.00 0.00 0.09


Easington Total 5921 487 448 164 7020 113.87 9.37 8.62 3.15 135.00 22.77 1.87 1.72 0.63 27.00
Sedgefield A83001 St Andrew s Medical Practice 170 97 71 12 350 3.27 1.87 1.37 0.23 6.73 0.65 0.37 0.27 0.05 1.35


A83008 Intrahealth Hallgarth Surgery 142 60 49 7 258 2.73 1.15 0.94 0.13 4.96 0.55 0.23 0.19 0.03 0.99
A83037 Bew ick Crescent Surgery 144 95 71 11 321 2.77 1.83 1.37 0.21 6.17 0.55 0.37 0.27 0.04 1.23
A83045 The Surgery, Ferryhill 166 127 86 20 399 3.19 2.44 1.65 0.38 7.67 0.64 0.49 0.33 0.08 1.53
A83052 Spennymoor Health Centre 149 98 52 9 308 2.87 1.88 1.00 0.17 5.92 0.57 0.38 0.20 0.03 1.18
A83054 Dr Jones & Partners, Sedgefield 152 53 68 7 280 2.92 1.02 1.31 0.13 5.38 0.58 0.20 0.26 0.03 1.08
A83066 Jubilee Medical Group 174 77 59 9 319 3.35 1.48 1.13 0.17 6.13 0.67 0.30 0.23 0.03 1.23
A83074 Peasew ay Medical Centre 136 79 77 10 302 2.62 1.52 1.48 0.19 5.81 0.52 0.30 0.30 0.04 1.16
A83603 Oxford Road Surgery, Spennymoor 65 39 13 3 120 1.25 0.75 0.25 0.06 2.31 0.25 0.15 0.05 0.01 0.46
A83634 Intrahealth West Cornforth Med Centre 35 28 31 2 96 0.67 0.54 0.60 0.04 1.85 0.13 0.11 0.12 0.01 0.37
A83638 Shildon Health Clinic (Dr Baliga) 35 15 14 0 64 0.67 0.29 0.27 0.00 1.23 0.13 0.06 0.05 0.00 0.25


Sedgefield Total 1368 768 591 90 2817 26.31 14.77 11.37 1.73 54.17 5.26 2.95 2.27 0.35 10.83


Total 2013/14 Average contacts per w eek Average contacts per day


 
 
 
 







 


Appendix 3: Average daily appointments on a Saturday and Sunday based on 2013/14 data 


Day and time Locality
Registered 
Practice Code Practice name


Total walk 
in contacts


Total 
booked 
contacts


Total 
telephone 
contacts


Total home 
visits


Total 
contacts


Total walk 
in 


contacts


Total 
booked 
contacts


Total 
telephone 
contacts


Total 
home 
visits


Total 
contacts


Total walk 
in 


contacts


Total 
booked 
contacts


Total 
telephone 
contacts


Total 
home 
visits


Total 
contacts


Sat-Sun 0800-2000 Dales A83003 Willington Medical Group 465 331 194 36 1026 8.94 6.37 3.73 0.69 19.73 4.47 3.18 1.87 0.35 9.87
A83015 Station View  Medical Centre 1020 346 228 63 1657 19.62 6.65 4.38 1.21 31.87 9.81 3.33 2.19 0.61 15.93
A83020 North House Surgery 744 451 298 93 1586 14.31 8.67 5.73 1.79 30.50 7.15 4.34 2.87 0.89 15.25
A83021 Auckland Medical Group 1486 513 295 85 2379 28.58 9.87 5.67 1.63 45.75 14.29 4.93 2.84 0.82 22.88
A83025 Bishopgate Medical Centre 1504 560 360 125 2549 28.92 10.77 6.92 2.40 49.02 14.46 5.38 3.46 1.20 24.51
A83032 Cockfield Surgery 135 70 48 12 265 2.60 1.35 0.92 0.23 5.10 1.30 0.67 0.46 0.12 2.55
A83035 The Weardale Practice 146 124 81 37 388 2.81 2.38 1.56 0.71 7.46 1.40 1.19 0.78 0.36 3.73
A83043 Old Forge Surgery 45 41 43 10 139 0.87 0.79 0.83 0.19 2.67 0.43 0.39 0.41 0.10 1.34
A83046 Barnard Castle Surgery 305 177 212 75 769 5.87 3.40 4.08 1.44 14.79 2.93 1.70 2.04 0.72 7.39
A83060 Pinfold Medical Practice 168 102 54 12 336 3.23 1.96 1.04 0.23 6.46 1.62 0.98 0.52 0.12 3.23
A83061 Gainford Surgery 150 50 33 10 243 2.88 0.96 0.63 0.19 4.67 1.44 0.48 0.32 0.10 2.34
A83626 Evenw ood Surgery 134 64 54 21 273 2.58 1.23 1.04 0.40 5.25 1.29 0.62 0.52 0.20 2.63


Dales Total 6302 2829 1900 579 11610 121.19 54.40 36.54 11.13 223.27 60.60 27.20 18.27 5.57 111.63
Easington A83004 Deneside Medical Centre (Dr Kapoor) 282 44 33 31 390 5.42 0.85 0.63 0.60 7.50 2.71 0.42 0.32 0.30 3.75


A83007 Blackhall & Peterlee 1407 84 88 87 1666 27.06 1.62 1.69 1.67 32.04 13.53 0.81 0.85 0.84 16.02
A83012 Intrahealth @ William Brow n Centre 3787 154 207 164 4312 72.83 2.96 3.98 3.15 82.92 36.41 1.48 1.99 1.58 41.46
A83017 Dr. Mahto & Partners 906 105 113 70 1194 17.42 2.02 2.17 1.35 22.96 8.71 1.01 1.09 0.67 11.48
A83019 Station Road Surgery 861 65 66 61 1053 16.56 1.25 1.27 1.17 20.25 8.28 0.63 0.63 0.59 10.13
A83041 Murton Medical Group 960 81 113 71 1225 18.46 1.56 2.17 1.37 23.56 9.23 0.78 1.09 0.68 11.78
A83042 The Carodoc Surgery 855 39 49 32 975 16.44 0.75 0.94 0.62 18.75 8.22 0.38 0.47 0.31 9.38
A83044 The Horden Group Practice 1369 75 104 66 1614 26.33 1.44 2.00 1.27 31.04 13.16 0.72 1.00 0.63 15.52
A83051 Marlborough Surgery 783 171 158 96 1208 15.06 3.29 3.04 1.85 23.23 7.53 1.64 1.52 0.92 11.62
A83057 Shinw ell Medical Group 1163 75 81 50 1369 22.37 1.44 1.56 0.96 26.33 11.18 0.72 0.78 0.48 13.16
A83068 Jupiter House 341 19 32 41 433 6.56 0.37 0.62 0.79 8.33 3.28 0.18 0.31 0.39 4.16
A83071 New  Seaham Medical Group 407 82 65 36 590 7.83 1.58 1.25 0.69 11.35 3.91 0.79 0.63 0.35 5.67
A83075 Deneside Medical Centre (Dr Reddy) 339 73 133 89 634 6.52 1.40 2.56 1.71 12.19 3.26 0.70 1.28 0.86 6.10
A83610 Intrahealth @ Wingate 447 25 29 14 515 8.60 0.48 0.56 0.27 9.90 4.30 0.24 0.28 0.13 4.95
A83616 Shotton Medical Practice (Dr Gupta) 459 35 39 30 563 8.83 0.67 0.75 0.58 10.83 4.41 0.34 0.38 0.29 5.41
A83619 Southdene Medical Centre 458 48 30 14 550 8.81 0.92 0.58 0.27 10.58 4.40 0.46 0.29 0.13 5.29
A83627 Silverdale Family Practice, South Hetton 492 59 48 21 620 9.46 1.13 0.92 0.40 11.92 4.73 0.57 0.46 0.20 5.96
Y02614 Intrahealth @ Healthw orks 36 3 4 0 43 0.69 0.06 0.08 0.00 0.83 0.35 0.03 0.04 0.00 0.41


Easington Total 15352 1237 1392 973 18954 295.23 23.79 26.77 18.71 364.50 147.62 11.89 13.38 9.36 182.25
SedgefieldA83001 St Andrew s Medical Practice 499 414 241 59 1213 9.60 7.96 4.63 1.13 23.33 4.80 3.98 2.32 0.57 11.66


A83008 Intrahealth Hallgarth Surgery 445 223 148 41 857 8.56 4.29 2.85 0.79 16.48 4.28 2.14 1.42 0.39 8.24
A83037 Bew ick Crescent Surgery 588 315 254 87 1244 11.31 6.06 4.88 1.67 23.92 5.65 3.03 2.44 0.84 11.96
A83045 The Surgery, Ferryhill 513 458 283 101 1355 9.87 8.81 5.44 1.94 26.06 4.93 4.40 2.72 0.97 13.03
A83052 Spennymoor Health Centre 430 374 161 53 1018 8.27 7.19 3.10 1.02 19.58 4.13 3.60 1.55 0.51 9.79
A83054 Dr Jones & Partners, Sedgefield 505 197 234 69 1005 9.71 3.79 4.50 1.33 19.33 4.86 1.89 2.25 0.66 9.66
A83066 Jubilee Medical Group 479 258 178 54 969 9.21 4.96 3.42 1.04 18.63 4.61 2.48 1.71 0.52 9.32
A83074 Peasew ay Medical Centre 441 290 214 54 999 8.48 5.58 4.12 1.04 19.21 4.24 2.79 2.06 0.52 9.61
A83603 Oxford Road Surgery, Spennymoor 145 120 45 9 319 2.79 2.31 0.87 0.17 6.13 1.39 1.15 0.43 0.09 3.07
A83634 Intrahealth West Cornforth Med Centre 93 102 92 23 310 1.79 1.96 1.77 0.44 5.96 0.89 0.98 0.88 0.22 2.98
A83638 Shildon Health Clinic (Dr Baliga) 86 47 45 6 184 1.65 0.90 0.87 0.12 3.54 0.83 0.45 0.43 0.06 1.77


Sedgefield Total 4224 2798 1895 556 9473 81.23 53.81 36.44 10.69 182.17 40.62 26.90 18.22 5.35 91.09


Total 2013/14 Average contacts per w eek Average contacts per day


 
 







                        
 


 
Appendix 4a: Timelines including engagement 


Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15
Proposals considered by executive committee
Development of briefing materials
Informal meeting with OSC
Proposals considered by member practices
Formal meeting with OSC
Engagement process
Discussions with current providers
Discussions with co-commissioners
Financial modelling and sensitivity analysis
Development of specifications
Procurement strategies finalised
Procurement of primary care urgent care
Procurement of weekend services
Procurement of out of hours services
Primary care urgent care service operational
Weekend services operational 
Out of hours service operational  
 
Appendix 4b: timelines including consultation 


Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15
Proposals considered by executive committee
Development of briefing materials
Informal meeting with OSC
Proposals considered by member practices
Formal meeting with OSC
Consultation
Discussions with current providers
Discussions with co-commissioners
Financial modelling and sensitivity analysis
Review of consultation findings
Development of specifications
Procurement strategies finalised
Procurement of primary care urgent care
Procurement of weekend services
Procurement of out of hours services
Primary care urgent care service operational
Weekend services operational 
Out of hours service operational  
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Presentation covers:  
 
• The public health transfer 
• The first year in the council 
• Public health transformation 
• Wellbeing4Life approach  
• Future direction 







The Past:  
 


• Health and Social Care Act 2012 
• Public health moved to the council from the 


PCT in April 2013 
• Transferred with resourced public health 


specialist staff and ring fenced grant 
• Already worked in partnership with a range of 


organisations 
• Commissioned health improvement services 


– transferred contracts to Durham County 
Council 1 April 2013 







Public Health transformation: 
Rationale: 
 


• Life expectancy increased BUT the gap within 
County Durham remains 


• What we did in the past hasn’t made sufficient 
difference 


• Reviewed evidence base / research / good 
practice elsewhere / Marmot review 


• Need to do something different – not just lifestyle 
focus 


• A new approach 











Public Health transformation: 
Our approach: 
• Based on Joint Strategic Needs 


Assessment 
• Joint Health & Wellbeing Strategy 
• Use the evidence base 
• Focus on social determinants of heath  
• Ensuring delivery of the five mandated 


services 







Public Health transformation: 
Wellbeing for Life – new commission 
 
 


• Change in focus 
• Work with and in our communities 
• Targeted and place based 
• Outreach element 
• Whole person and whole family and life-course approach 
• Similar issues but delivered in a different way – asset 


based 
• Phased approach presents opportunities to partners 







Partners involved 


Children’s 
Centres 


Primary 
Care 


Nurseries 
and 


Schools 


One 
Point 
Hubs 


Social 
care 


Customer 
Access 
Points 


NEETS Social 
determinants Wellbeing 


teams 


Wider 
third 


sector 


Culture 
and 


leisure 


CCGs 







Delivery within an asset based approach 
• Holistic assessment of need with wellbeing health trainer (individual and / or family) 
• Direct delivery of lifestyle interventions and / or signposting.  


Better Care Fund 
• Social isolation 
• Re-ablement 







Wellbeing for Life: Phase one 


Health 
Trainers 
 
Health 
Champion 
Volunteers 
 
1-1 /group 


Community 
engagement 


Resilience 
parenting 
programmes 


Resilience  
In 
schools 


Childhood 
obesity 


Breast 
-feeding 
 
Community 
mothers 


Community Wellbeing Partnership 


Universal service: Health Visitors, School Nurses, education 
 


Existing community infrastructures: AAP, Legacy gyms, health Networks etc. 


Capacity 
building 
health 
improvement 
training 
 
MECC 


One Point Hubs/Education: Health & DCC New provider: out to market 







Public Health transformation: 
 


Service and contract reviews: 
• Health improvement – Wellbeing for Life 
• Drug and alcohol treatment services 
• Sexual health services 
• Smaller contract reviews 
• Changing what we do 
• Re-aligning funding and buying different 


services – including social determinants focus 







Public health transformation: 
De-commissions (Appendix 3) 
 


• Tier 3 weight management service – reinvest 
into Tier 2 


• Pending evaluation - exercise on referral (three 
providers) 


• Health appointments volunteer driver 
    scheme – review underway (two providers) 
• MacMillan cancer service – discussion 
• Slimming World – WB4L model 







Public Health working across the council: 
 
 


• Community involvement – AAPs, Shildon, Stanley 
and mid Durham 


• Neighbourhoods – physical activity and leisure, 
tobacco enforcement, smokefree play areas 


• Health impact assessment – County Durham Plan 
• Apprenticeships, employment, adult learning 
• Housing and transport issues 
• Children and adults services – community chest, 


prevention, school meals, resilience and wellbeing, 
school interventions, social inclusion.   







Future direction:  
 


Refocus public health grant to tackle the wider 
determinants e.g.,  
• Community resilience and wellbeing, social 


inclusion 
• Family support services - prevention 
• Prevention of accidents – children and adults 
• Older peoples support and prevention 
• Physical activity 
• More holistic approach based on life course 
• Some targeted interventions 







Future direction:  
 


• Continue to commission or deliver 5 mandated services 
• Refocus some of the public health grant upstream and 


buy different services 
• Focus on outcomes and communities 
• Develop Wellbeing for Life service model 
• Continue service reviews, change service models and 


decommission as necessary 
• Further work with partners to support their health 


improvement role 
• Health Visitor and Family Nurse Partnership 


commissioning responsibility transfer 







Summary and key points: 
 
 


• Want to make a difference to the health of County 
Durham communities 


• Must close the gap – not acceptable 
• What we have commissioned in the past hasn’t 


reduced health inequalities 
• Must do things differently, buy different services and 


less of others 
• Invest in social determinants of health – evidence is 


clear 
• Long term haul not quick fix 
• Prioritise use of public health grant 
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Finance Report as at 31st July 2014 
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Executive Summary as at 31st July 2014 


 Income & Expenditure 
The CCG is reporting an underspend year-to-date (YTD) and forecast outturn position in 
line with agreed plans.   


 
 Capital 
No allocations have been announced to date however indications are that minimal funds 
are available. 
 
 Cash 
The forecast cash drawdown is in line with the anticipated cash limit. 
 
 Quality, Innovation, Productivity & Prevention (QIPP)  
Current QIPP forecasts show full delivery against target. 
 
 Better Payment Practice Code (BPPC) 
The CCG is exceeding the 95% target of paying NHS invoices within 30 days.   
Action is being taken to improve the position on Non NHS invoices.  
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YTD Forecast


N/A N/A


YTD Forecast


£130,527K £418,362K


YTD Forecast


£1,830K £5,490K


YTD Forecast


£22,755K £22,755K


By Volume By Value
Non-NHS 94.01% 95.31%


NHS 98.70% 99.73%


 







Budget to Actual Variances as at 31st July 2014 
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Overview of Financial Position as at 31st July 2014 


 The current position shows a year to date under-spend of £1,830k and a forecast 
outturn under-spend of £5,490k against a total expected allocation of £424,750k. This 
is in line with the Financial Plan submitted to NHS England. 


 No additional allocations were confirmed by NHS England during July 2014. 
 The CCG’s financial plan is under continual review and the current financial position 


based upon latest information shows the organisation to be on track to achieve its key 
financial targets. 


 Acute Contracts are overspending, with specific pressures on County Durham and 
Darlington NHS Foundation Trust and City Hospitals Sunderland NHS Foundation 
Trust.  Partially offset by underspends within North Tees and Hartlepool NHS 
Foundation Trust and Newcastle upon Tyne Hospitals NHS Foundation Trust contracts.    


 Mental Health is showing an overspend owing to high levels of activity with 
Northumberland Tyne and Wear NHS Foundation Trust in the early part of the year. 
This is forecast to continue. 


 Continuing Healthcare is showing a year to date under-spend due to the risk share 
arrangements across the County Durham and Darlington CCG’s not currently being 
transacted. 


 Pressure is currently being observed within community services, relating to County 
Durham and Darlington NHS Foundation Trust out of contract items, including 
continence. 
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Financial Position as at 31st July 2014 
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YTD Budget 
YTD 


Actual 


YTD 
Variance 
(Under)/ 


Overspend


YTD 
Variance 
(Under)/ 


Overspend
2014-15 
Budget 


Forecast 
Outturn 


Forecast 
Variance 
(Under)/ 


Overspend


Forecast 
Variance 
(Under)/ 


Overspend


Previous 
month 
YTD 


Variance Movement


Previous 
month 


Forecast 
Outturn 
Variance Movement


£000's £000's £000's % £000's £000's £000's % £000's £000's £000's £000's


Commissioned Services
Acute Services 69,147 69,208 61 207,443 207,625 182 (13) 74 (52) 234
Community Health Services 14,911 14,973 63 44,732 44,919 187 103 (40) 411 (224)
Continuing Care Services 5,982 5,845 (137) 17,946 17,537 (409) (83) (54) (420) 11
Mental Health Services 17,702 17,857 156 53,105 53,572 467 106 50 423 44
Primary Care Services 21,835 21,752 (83) 65,507 65,257 (250) (19) (64) (76) (174)
Other 2,838 2,824 (14) 8,514 8,472 (41) (12) (2) (47) 5


Programme Reserve 45 0 (45) 15,030 14,994 (36) 0 (45) (239) 203


Total Commissioned Services 132,460 132,461 1 0% 412,277 412,377 100 0% 82 (81) 0 100


Running Costs 
Corporate Costs and Services 2,152 2,151 (1) 6,346 6,208 (137) (82) 81 (192) 54


Running Cost Reserve 0 0 0 637 675 37 0 0 192 (154)


Total Running Costs 2,152 2,151 (1) 0% 6,983 6,883 (100) -1% (82) 82 0 (100)


1% Required Surplus 1,830 0 (1,830) 5,490 0 (5,490) (1,373) (458) (5,490) 0


GRAND TOTAL EXPENDITURE 136,442 134,612 (1,830) -1% 424,750 419,260 (5,490) -1% (1,373) (457) (5,490) (0)







Acute Commissioning as at 31st July 2014 


• The month 4 position for acute contracts has been calculated based on two months of data from the secondary uses 
service (SUS). Month 2 data available is subject to revision as per national timetables for data submission. 


• The single largest acute contract the CCG holds is with County Durham and Darlington NHS FT (CDDFT). This contract is 
currently unsigned and is subject to a mediation process with the provider to secure contractual agreement. No risk 
associated with items still  in negotiation have been included in the position.  


• Acute Commissioning is showing a year to date and forecast outturn overspend with the main variances shown below;  
o County Durham and Darlington  NHS FT is forecasting an over-spend of £813k and includes an estimate of risk 


associated with un-coded activity from May.  Readmissions adjustment has been applied  to the CDDFT contract, 
and the reinvestment of this has been assumed in the Integrated Short-term Intervention Service (ISIS) within 
Community Services.  


o North Tees and Hartlepool NHS Foundation Trust (NTHFT) is showing a forecast under-spend of £306k. This is in line 
with the ‘cap and collar’ risk share agreement with this provider which limits the value of financial risk the CCG is 
exposed to for the 2014/15 financial year. Non elective and outpatient activity are showing as particular areas of 
under-spend at this point. 


o City Hospitals Sunderland NHS Foundation Trust contract is currently forecasting a £308k over-spend. A similar cap 
and collar arrangement is in place. Pressure areas include Urology (Elective and Outpatient Procedures), Cardiology 
(Non Elective) and Clinical Oncology (Non Elective). 
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Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


Acute Commissioning excluding Independent Sector 64,090 64,197 107 192,271 192,592 321
Ambulance Services 3,239 3,214 (25) 9,718 9,641 (77)
Independent Sector 1,208 1,193 (15) 3,624 3,579 (45)
NCA excluding Independent Sector 660 654 (6) 1,980 1,963 (17)
Other NHS (50) (50) (0) (149) (149) 0


Total Acute 69,147 69,208 61 207,443 207,625 182


YTD Forecast Outturn







Acute Commissioning continued 
o Newcastle upon Tyne Hospitals NHS FT is currently forecasting an under-spend of £342k, mainly due 


to under-performance on elective activity and  Intensive Therapy Unit, offset by over-performance on 
non-elective. 


• A number of items billed by acute providers are being challenged including data quality and application of 
National Tariff rules. These challenges are not assumed in the position.  


• The forecast under-spend on Independent sector  budgets relates to a number of providers including Nuffield 
(£18k) , BMI Woodlands (£45k) and Spire (£39k) , offset by a £51k over-spend on Tyneside Surgical 
Services. Independent sector is variable due to the element of Patient Choice.  


• The Non-Contracted Activity position is based on an extrapolation of the actual charges received for months 1 
and 2 resulting in a forecast under-spend of £17k. 
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Community Services as at 31st July2014 


• Hospices – All contracts are operating at the agreed  level with the exception of St Teresa’s Hospice where 
the contract split between DDES CCG and Darlington CCG is under discussion. 


• Independent Sector – Contract activity is now available for April and May.  This has resulted in a forecast 
under-spend driven by child package costs and a small reduction in activity on the Connect Physical Health 
MSK Service contract. 


• Local Authority Agreements – All elements of  S256 agreements currently accrued into the position as per 
latest estimates agreed with Durham County Council. 


• County Durham and Darlington NHS FT (CDDFT) –  expected over-performance on the urgent care contract 
and continence has resulted in a forecast over-spend of £306k. 
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Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


Hospices 632 632 0 1,895 1,895 0
Independent Sector 1,561 1,522 (39) 4,684 4,566 (119)
Local Authority Agreements 321 321 0 963 963 (0)
Other NHS 808 808 0 2,424 2,424 0
County Durham and Darlington NHS Foundation Trust (CDDFT) 11,589 11,691 102 34,767 35,072 306


Total Community 14,911 14,973 63 44,732 44,919 187


YTD Forecast Outturn







Continuing Healthcare as at 31st July 2014 


• Continuing Healthcare (CHC) costs are based on the annual cost of packages included in the CHC finance 
database which is the most up to date information available at the time of publishing. These figures are based 
on 665 active CHC Client packages, 702 Active FNC client packages and 18 Children's cases. 


 
• The position includes an estimate of growth in packages for the 2014/15 financial year, which has been 


reflected in both budget and outturn. 
 
• There is currently no agreed risk share arrangements for high cost cases within CHC across the County 


Durham and Darlington CCGs.  This is contributing to the under-spend position.  
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Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


Continuing Healthcare (CHC) 5,142 5,005 (137) 15,426 15,017 (409)
Funded Nursing Care (FNC) 840 840 0 2,521 2,521 0


Total CHC 5,982 5,845 (137) 17,946 17,537 (409)


YTD Forecast Outturn







Mental Health as at 31st July 2014 


• Independent Sector forecast over-spend of £102k is due to a new mental health package of care with 
Barchester Healthcare which started on 15th April 2014. 


 
• The Northumberland, Tyne and Wear NHS FT contract is currently forecast to over-perform by £300k.  This 


forecast position assumes similar levels of inpatient service activity to continue for future months. 
 
• Other NHS over-spend relates to Non Contracted Activity in Mental Health.  The over-spend is driven by a 


charge from a provider in North West England, and options around ongoing care for the individuals concerned 
are currently being explored. 


 
• The Tees, Esk and Wear Valleys NHS FT (TEWV) main contract, CAMHS and IAPT are block arrangements 


therefore there are no forecast variances against these contracts. 
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Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


Independent Sector 605 640 34 1,816 1,919 102
Local Authority Agreements 621 621 0 1,863 1,863 0
Northumberland Tyne and Wear 611 711 100 1,833 2,132 300
Other NHS 409 431 22 1,227 1,292 65
TEWV 15,455 15,455 (0) 46,365 46,365 (0)


Total Mental Health 17,702 17,857 156 53,105 53,572 467


YTD Forecast Outturn







Primary Care as at 31st July 2014 


• Enhanced Services – these are primary care services now contracted under standard NHS contracts, and are currently 
operating at contracted levels. 


 
• Out of Hours – this contract is currently held by County Durham and Darlington NHS FT and is performing in line with 


plan. 
 
• Prescribing – Costs consist of April and May Prescription Pricing Authority (PPA) data plus accruals for June and July 


2014. The PPA  has not provided any forecast outturn as yet for 2014/15, but this is expected next month.  Therefore a 
straight-line forecast has been assumed this month giving a potential £75k under-spend on Practice Prescribing and 
£157k on Central Drugs. 
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Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


Enhanced Services 626 626 0 1,877 1,877 0
Other 431 431 0 1,292 1,292 0
Out of hours 1,969 1,969 0 5,906 5,906 0
Prescribing 18,810 18,727 (83) 56,430 56,181 (250)


Total Primary Care 21,835 21,752 (83) 65,507 65,257 (250)


YTD Forecast Outturn







Other and Programme Reserve as at 31st July 2014 


• Commissioning Reserves – earmarked and contingency reserves expected to under-spend slightly in forecasts. 
 


• Other – includes costs for Local Incentive Schemes through GP Practices. 
 


• Patient Transport – to date no charges have been received from County Durham and Darlington NHS FT, forecast 
position is based on previous years expenditure. 
 


• Property charges  - work is currently ongoing with NHS Property Services to confirm the expected property charges for 
the year.  In 2013/14 property costs were charged in line with funding allocations received by each CCG.  In 2014/15 
these costs, largely relating to void space in clinical property are expected to be based on actual costs calculated by 
NHS Property Services.  The budget above is currently showing a breakeven position until the actual charges are 
clarified. 


. 
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Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


Commissioning Reserves 45 0 (45) 15,030 14,994 (36)
NHS 111 315 315 0 945 945 0
Other 268 262 (7) 805 785 (20)
Patient Transport 41 41 0 123 123 (0)
Patient Transport - County Durham and Darlington NHS Foundation Trust 75 68 (7) 226 205 (22)
Patient Transport - Integrated Travel - DCC 58 58 0 174 174 0
Patient Transport NEAS 729 729 0 2,188 2,188 (0)
Property Charges 599 599 0 1,796 1,796 (0)
Reablement 640 640 0 1,921 1,921 0
Safeguarding 89 89 0 266 266 0
Transformation Fund 23 23 0 69 69 0


Total Other 2,883 2,824 (59) 23,544 23,466 (78)


YTD Forecast Outturn







Running Costs as at 31st July 2014 


• Running costs are currently showing a year-to-date position of break-even and a forecast outturn position of £100k 
under-spend.  Approximately £209k of accruals were incorporated into the year-to-date position, mainly in relation to 
audit fees, North of England Commissioning Support Service Level Agreement and Service charge from NHS Property 
Services  that have not yet been invoiced. 


 
• No risks have been identified at month four but budget and actual spend will be regularly monitored to ensure that any 


potential risks are promptly identified. 
 
• There is a budget of £637k in the General Reserve to be deployed on CCG priorities throughout the year.  
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Budget Actual Variance Budget Actual Variance
£'000 £'000 £'000 £'000 £'000 £'000


Income (7) (12) (5) (20) (25) (5)
Pay 582 498 (85) 1,748 1,560 (187)
Non Pay 201 192 (9) 604 561 (43)
NECS Contract 1,375 1,473 98 4,014 4,112 98
Running Cost Reserve 0 0 0 637 675 37


Total Running Costs 2,152 2,151 (1) 6,983 6,883 (100)


YTD Forecast Outturn







Quality Innovation Productivity & Prevention (QIPP) as at 
31st July 2014 
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The table below summarises the latest forecast savings by key programme areas as at 31st July 2014, compared to the 
original QIPP plan for the year.  A number of red rated schemes remain owing to ongoing contract negotiations, although 
this has improved in July.  This has slowed QIPP delivery against plan for the first four months of the year, although 
forecasts remain at target levels. 


 Governing Body QIPP Summary (£000's) - Month 4 Forecast 2014/15


Original Plan Latest Forecast Schemes RAG Breakdown
Red Amber Green Total


Area of QIPP Savings £'000 £'000 £'000 £'000 £'000 £'000
Acute / Ambulance 5,064 4,805 1,182 1,513 2,108 4,805
Mental Health / LD 200 200 0 200 0 200
Community Services 581 581 581 0 0 581
CHC / FNC 0 259 0 0 259 259
Prescribing 629 629 0 0 629 629
Primary Care 0 0 0 0 0 0
Running Costs 187 187 0 0 187 187


Total Allocative QIPP 6,660 6,660 1,763 1,713 3,183 6,660
Technical QIPP 15,820 15,820 0 0 15,820 15,820
Grand Total QIPP 22,480 22,480 1,763 1,713 19,003 22,480


RAG Percentages - Total QIPP 8% 8% 85%
RAG Percentages - Allocative QIPP 26% 26% 48%


Notes:
1. Technical QIPP = Efficiency removed from tariff/prices paid to providers (4% in 14/15)
2. Allocative QIPP - Efficiency driven out of the healthcare system by commissioners, e.g. pathway changes


Total QIPP


Allocative QIPP







Better Payment Practice Code (BPPC) at 31st July 2014 


The Better Payment Practice Code (BPPC) requires NHS organisations to pay all invoices by the due date or within 30 
days of receipt of a valid invoice, whichever is later. 


 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 15 


Invoice payment - cumulative to the 31st July 2014


Better Payment Practice Code - 30 Days Number £000's


Non-NHS
Total Non-NHS Trade Invoices Paid in the Year 2,821 12,973
Total Non-NHS Trade Invoices Paid Within 30 Day Target 2,652 12,364
Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 94.01% 95.31%


NHS 
Total NHS Trade Invoices Paid in the Year 769 101,821
Total NHS Trade Invoices Paid Within 30 Day Target 759 101,542
Percentage of NHS Trade Invoices Paid Within 30 Day Target 98.70% 99.73%







Prescribing Analysis 31st July 2014 
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Total (per 
PPA)


Jun / Jul 
Accrual


Anticipated 
YTD YTD Budget


YTD Over 
/(Under) 


Spend CCG FOT Annual Budget


FOT Over 
/(Under) 


Spend
Scheme £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000


DDES Practice Prescribing Total 8,740 9,057 17,797 17,822 (25) 53,391 53,466 (75)
Central Charges PPA 222 220 442 495 (52) 1,327 1,484 (157)
Nutricia (Enteral Feeds) 204 210 (6) 612 630 (18)
Meds Mgmt CSU 55 55 0 164 164 0
Meds Mgmt Ind Sector 92 92 0 276 276 0
Practioner Salary Costs 18 18 0 54 54 0
Prescribing Incentive Scheme 72 72 0 216 216 0
Medicine Waste Campaign 47 47 0 140 140 0


8,962 9,277 18,727 18,810 (83) 56,181 56,430 (250)





		Finance Report as at 31st July 2014

		Executive Summary as at 31st July 2014

		Budget to Actual Variances as at 31st July 2014

		Overview of Financial Position as at 31st July 2014

		Financial Position as at 31st July 2014

		Acute Commissioning as at 31st July 2014

		Acute Commissioning continued

		Community Services as at 31st July2014

		Continuing Healthcare as at 31st July 2014

		Mental Health as at 31st July 2014

		Primary Care as at 31st July 2014

		Other and Programme Reserve as at 31st July 2014

		Running Costs as at 31st July 2014

		Quality Innovation Productivity & Prevention (QIPP) as at 31st July 2014

		Better Payment Practice Code (BPPC) at 31st July 2014

		Prescribing Analysis 31st July 2014






 
 


Quality, Performance and Finance 
Report 


August 2014 
 
 







Contents 


2 


Slide Number Title 


3 Background and Timetable 


4 Executive Summary 


5 – 12 Domains 1 & 5 - Quality Performance including exception reports 


13 – 35 Domain 2&3 - NHS Constitution Performance including exception reports 


36 – 39 Quality Premium & Outcomes Framework 


40 – 74 Domain 4 Finance & Activity 
• CCG Board Summary 
• Provider Analysis Overview 
• County Durham And Darlington NHS FT POD Analysis 
• North Tees and Hartlepool NHS FT POD Analysis 
• City Hospitals Sunderland NHS FT 
• South Tees Hospitals NHS FT 
• NEAS 
• Mental Health 
• Other Healthcare 


75 Glossary 







3 


Please find attached the Quality, Performance and Finance report (QPF) for NHS Durham Dales, 
Easington and Sedgefield CCG for August 2014. Activity and finance data used in the report is for 
month 3 (June 2014) .  
 
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.  
 


Background and Timetable 
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Report Amendments 
Future developments: 
• On-going development as per CCG requirements 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


Recommendation: 
This report is for the CCG to note current performance and the risks to national indicators in 2014/15. 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. 
Cancer 14 days and 62 days DDES CCG YTD breaches  DDES ER01 
RTT Admitted CDDFT YTD breach CDDFT ER01 
Diagnostic Tests CDDFT Breach in June CDDFT ER02 
A&E and Handover CDDFT Performance improvement CDDFT ER03 
Cancer 62 days CDDFT YTD breaches CDDFT ER04 
A&E 4 Hr Waits CHSFT YTD breach  CHSFT ER01 
Hospital Handovers CHSFT Monthly breaches CHSFT ER02 
Cancer 62 days CHSFT Breach in June CHSFT ER03 
A&E 4 Hr Waits NTHFT Breach in June NTHFT ER01 
Cancer 14 days NTHFT YTD breach NTHFT ER02 
Ambulance Response Times NEAS Monthly breaches NEAS ER01 
111 Performance NEAS Monthly breaches NEAS ER02 
Mental Health IAPT Performance TEWV / MH Providers YTD breach MH ER01 
HCAI CCG and Acute Providers Update HCAI01 


Quality Indicator Provider/Commissioner 
Description of 


Performance Failure  Exception Report No. 
CQC Enforcement NEAS CQC Visit QER01 
SHMI NTHFT Negative Outlier QER02a 
HSMR CHSFT / NTHFT Negative Outlier QER02b 
Friends & Family CDDFT / CHSFT / NTHFT Poor performance QER03 
Serious incidents All Unclosed SIs QER04 
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  OVERALL    
 
   


  Regulators 


  Has any local provider been subject to local enforcement action by the CQC?  
Y/N Jul-14 Monthly       Yes - QER01 


  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 Jul-14 Monthly       No 


  
Clinical effectiveness                     


  Has any provider been identified as a 'negative outlier' on SMHI? Y/N Jul-14 Monthly       Yes QER02a 


  Has any provider been identified as a 'negative outlier' on HSMR? 
Y/N Jul-14 Monthly       Yes-QER02b 


  
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 Jun-14 Monthly       Yes- QER03 


  
Safety                     


  
Does any provider currently have any  72 day reports outstanding ?  Y/N Jul-14 Monthly       


Yes- QER04 


  
Does any provider currently have any  45 day reports outstanding ?  Y/N Jul-14 Monthly       


Yes- QER04 


  
Does any provider currently have any 60 days reports outstanding?  Y/N Jul-14 Monthly       


No 


  Has any provider experienced any 'Never Events' during the last month ? 
Y/N Jul-14 Monthly       No 


  
CCG                     


  GP PTG  - Referrals to Area Team  (DDES CCG Practitioners) Y/N Jul-14 Monthly        No 


  CCG Complaints   ● indicates complaints received   
Y/N Jul-14 Monthly        No 


                        


 
 







HIGHLIGHTS 
CDDFT  
  
• TARN - The Trust received a follow up visit from the 


peer review team in July who reported increased 
confidence in trauma care. However an issue relating to 
the ratification & implementation of the Trust ‘major 
haemorrhage policy was identified and is being 
addressed by the Trust and will be monitored via the 
CQRG. 


• Radiology - Trust continues to experience pressures in 
relation to Radiology and are looking at further 
outsourcing and international recruitment to address  
issues. The Trust report that they have significantly 
reduced the backlog on reporting although this has been 
challenged by a CCG as delays in obtaining results is 
still being experienced by some practices. A report on 
estimated turnaround of  x-rays etc is expected at next 
CQRG.      


• Ophthalmology -  Trust continue to be non compliant 
with 4 NICE technology appraisals and funding 
discussions are taking place in the contract group.  The 
Royal College will be conducting a service review in the 
Autumn. 


• Quality dashboard  for July shows that the Trust are 
below expected on 4 standards :Cancer 2 week wait - 
GP referrals, diagnostics over 6 week wait and referral to 
treatment admitted. The dashboard also highlights the 
Trust as an outlier for Never Events following the 
incident reported in June 14. 


 


 


• CQC Intelligence monitoring report published in July 
places CDDFT in Band 6 (compared to previous position 
of 4) which is the lowest risk band.   
 


 
CHSFT   
  
• Quality dashboard  for July shows that the Trust are 


below expected on 5 standards  HSMR, Weekend 
HSMR, A&E 4 hour waits, MRSA and also highlights the 
Trust as an outlier for NRLS in relation to the proportion 
of reported incidents which are harmful.   


• CQC Intelligence monitoring banding remains at 2, 
however the number of risks identified for the trust has 
increased to 9. In hospital mortality (cardiological and 
cerebral vascular conditions) and ESR staff sickness are 
new risks.   
 


 
NTHFT 
 
The CQC intelligence monitoring trust  report  identified 3 


areas of elevated risk for NTHFT. 
 


• Elevated risk: Dr Foster Intelligence: Composite of 
hospital standardised mortality ratio indicators.  


• Elevated risk: Summary Hospital Level Mortality 
Indicator.  


• Elevated risk: Mortality rates for conditions normally  
associated with a very low rate of mortality  


 
   


    The Trust remain in band 4. 
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0 5 10 15 20


Death
Violence And Aggression


Security
Commissioned Services


Communication Issue
Access, Admission, Transfer


Screening
Patient Experience


Clinical Assessment
Provider Performance


Information Governance
Safeguarding Adults


Contracting Issue
Consent, Communication,…


Discharge Issue
Self Harm


Implementation Of Care
Medication


Clinical Documentation
Bishop Auckland Hospital
(CDDFT)


Care Home, Durham


Community Services (TEVW)


Community Services CDDFT


Darlington Memorial Hospital
(CDDFT)


GP Practices - Durham Dales


GP Practices - Easington


GP Practices - Sedgefield


Hexham General Hospital


James Cook University Hospital


DDES 
Locality 
Incidents  


Aug-
13 


Sep-
13 


Oct-
13 


Nov-
13 Dec-13 Jan-14 Feb-


14 March April May June July 


Durham 
Dales 39 31 33 32 24 13 20 38 19 20 23 9 


Easington 62 62 29 30 28 38 26 25 10 20 15 31 


Sedgefield 33 51 34 16 13 43 36 22 52 42 38 36 


Total 134 144 96 78 65 94 82 85 81 82 76 76 


During this period 100 incidents were reported 
via the Safeguard Incident Reporting 
Management System (SIRMS), of this number 
76 were reported by GP Practices across DDES. 
This is exactly the same as in the previous 
month. 


Durham
Dales


Easington


Sedgefield


Total


24 incidents were reported by other 
organisations. The incidents related to issues 
such as community pharmacy dispensing 
errors/controlled drugs discrepancies; tissue 
viability wounds; and nursing home/care home 
concerns. These were forwarded by NECS to the 
appropriate teams/organisations for example to 
the Safeguarding Adults Team or to the NHS 
England Area Team for action as necessary. As 
this report relates to GP practice incident 
reporting only, these incidents have therefore 
been excluded from the charts and tables within 
this report.  
 
 
                      
 


Incident reporting by type and subject organisation  


                                                      Reporting by CCG locality  


Primary Care Incident Reporting    







 
 
Durham Dales Locality: reporting on SIRMS decreased during 
July 2014 with 9 incidents being reported by the practices. In the 
previous  month the practices had reported 23 incidents. 


 
Easington Locality: reporting on SIRMS increased this month 
by just over double the figure reported in the previous month. 31 
incidents reported this month compared to 15 in the previous 
month. 


 
Sedgefield Locality:  7 of the 11 GP practices reported incidents on 
SIRMS during July 2014.  This is a decrease on the 9 of 11 that 
reported in the previous month. The chart captures the numbers 
reported by each practice. The number of incidents reported 
decreased slightly from 38 in the previous month to 36 in July. 


GP Practice Reporting 







Incident Types Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun July
Self Harm 20 4 16 14 13 8 9 14 12 1 13 2 9
Implementation Of Care 7 17 34 10 11 13 10 7 9 0 10 3 10
Medication 12 13 19 20 27 14 18 11 23 4 8 2 12
Clinical Documentation 38 48 40 25 30 15 35 24 38 4 27 6 16


The following table shows the top 4 incidents reported in July by type in comparison to previous months. All 4 were reported in greater numbers 
than in the previous month. 


 
•Self-Harm: A high number of incidents continue to be reported relating to patient self-harm (9 incidents) and, where relevant, referrals to mental 
health services have been made and/or follow up appointments with GPs.  As part of the Durham County Council’s public mental health strategy 
a multi-agency self-harm task group is in place with the objective of reducing the suicide and self-harm rate locally and the incidents reported on 
SIRMS by the GP practices help inform the work of this group. 
 
•Implementation of care: There were 10 incidents but no clear trend is to be identified. The incidents range from blood samples being taken 
from the wrong patient,  out of date swabs being discovered and referrals being incorrectly completed.  
 
•Medication: The majority of the incidents related to secondary care prescribing issues such as medication given to patient on discharge, 
mismatching between patient and medication, no shared care agreement/monitoring arrangements in place which have been raised with the 
relevant providers. Incidents concerning community pharmacies and dispensing errors are passed to NHS England for awareness and action as 
required. A new NHS England directive on medication incident reporting will likely increase the number of incidents over the forthcoming months.          
 
•Documentation: 16 reported incidents. 11 of which were letters being sent to a practice about patients that were not registered with them.  
County Durham and Darlington NHS FT was cited in 7 of these incidents and these have all been raised with the Trust’s Safety Committee for 
action. The other 5 incidents relate to discharge letters with incorrect information, incorrectly labelled blood tests and wrong admission 
information. CDDFT have re-trained secretarial support across the sites to address the number of incidents being reported.  Discharge 
communications also continues to be monitored through the 14/15 contract quality schedule. 
 


Admissions:  In response to the theme identified where GP’s reported they were unable to admit  patients direct to a ward this was raised with 
CDDFT via the contracts meeting.  As a result the teams in provider management and finance are currently in the process of examining CDDFT’s 
coding data to determine if there has been double-counting of patients and if any inappropriate charges for both A&E attendance and ward 
admission have been incurred. 
 
Soft Intelligence: There were no soft intelligence concerns raised though SIRMS during July.  
 
 


      


Sparkline 


Top 4 incident types reported in July 2014 







Exception Report QER01 – Care Quality Commission 
CCG CDDFT CHSFT NTHFT NEAS TEWV 


Has any local provider been subject to local enforcement 
action by the CQC ? ● ● ● ● ● ● 
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CCG or Director Comments 
CCG or Directors Comments:  


10 


Performance Update: 
 
NEAS 
 
• A reported previously NEAS following  a CQC inspection visit was issued an enforcement action and improvement notice in April 2014. The 


CQC website currently highlights that NEAS failed quality indicators in relation to Staffing, quality and suitability of management and caring 
for people safely and protecting them from harm.      


    
• Progress against the CQC action plan has been monitored through the CQRG and the CCG has received assurance that no patients were 


put at risk as a result of the issues raised.    
 
•  The North East Ambulance Service has also recently reported itself to the Care Quality Commission after discovering its paramedics had 


given patients 75 doses of out-of-date drugs, including morphine. In April 2014 the CQC asked NEAS for an action plan in relation to the 
management of medicines . The Clinical Team at NEAS will be providing an update against the full CQC action plan for the Quality Review 
Group on 9th September 2014. This will be included within September’s quality, performance  and finance report.  


  
 
Remedial actions: 
 
CQRG continue to monitor action plan and  next update will be received in September.     







Exception Report QER02a – Mortality (SHMI) 


Performance Update: 
 
The North of England Quality Dashboard July 2014, indicates for the period  March 2013 –February 2014 that NTHFTs overall SHMI rate is 
showing as an outlier / or is below the expected level with a ratio of  109.4 
 
 
  


Actions 
 
NTHFT: as well as continuing work around their 3 diagnostic groups  (pneumonia, UTI and  aspiration pneumonitis) the Trust Board continue to 
monitor the implementation of  their detailed action plan to address SHMI outlier status.  
 
CCGs continue to monitor and scrutinise mortality at the CQRG and the NECS Business Intelligence team have produced a separate mortality 
report which includes a comparison of SHMI rates for all Trusts within CCG’s supported by NECS. This report will be shared with the QPF 
Committee as part of the new  QPF schedule.   
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CCG or Director Comments 
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CCG CDDFT CHSFT NTHFT NEAS TEWV 


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


● ● ● ● ● ● 







Exception Report QER02b – Mortality (HSMR) 


 
 
The North of England Quality Dashboard July 2014, indicates for the period  April 2013 to March 2014 that;  
 
• CHSFTs overall HSMR rate is indicating the Trust are an outlier or below the expected level of other trusts in England with a ratio of 118.0 
• NTHFTs overall  HSMR rate is indicating the Trust are an outlier or below the expected level of other trusts in England with a ratio of  115.8  
 
 
 
  
Actions 
 
CHSFT: 
As reported previously the Trust have initiated a number of actions in order to address and improve HSMR such as peer reviews, coding., and 
establishment of a Mortality panel. These initiatives are still in the early days of implementation. However  an extra-ordinary quality surveillance 
group meeting has been set up  in response – the meeting is to be held on the 29.08.14 and CCG representatives will be in attendance.              
 
NTHFT: 
As with SHMI the Trust Board continues to monitor actions regarding the management of pneumonia and sepsis and  updates are received at the 
CQRG.    
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CCG or Director Comments 
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CCG CDDFT CHSFT NTHFT NEAS TEWV 


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


● ● ● ● ● ● 







Exception Report QER03 - Friends and Family Test 


  
CDDFT  
A&E Score - in June both UHND and DMH saw an increase in the score however  
 overall the Trust response rate is 45 and continues to remain below the England 
 average  of 54. 
                    
                      
In Patient Score - UHND experienced a decrease in IP score where DMH saw an 
Increase, both sites fell below the England average.  Overall the combined score for  
CDDFT is 73 which is slightly below the England average.  
  
 
 
CHSFT: A&E response rates - Sunderland Eye Infirmary (SEI) saw a slight increase            
this month and CHS saw a decrease from 20.73% to 15.72%.  Overall the Trust’s score is 
19.23% which is slightly below the England average of 20.81%.   
 
  


 
 
 
 
 
 
 
 


Actions: 
CDDFT: CQRG continue to monitor performance. The Trust continue to raise awareness and promote engagement with FFT from patients and 
staff and action plans are in place.  The Trust is meeting with their ED matrons and Head of Service to look at improvements as the low scores 
are a concern and will feedback the outcome of this meeting to the CQRG in September.    
           
CHSFT: Performance regarding A&E response rate is monitored and discussed at the CQRG.  
 
 
 
 
 


13 CCG or Director Comments 
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CCG CDDFT CHSFT NTHFT NEAS TEWV 


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


● ● ● ● ● ● 







Exception Report QER03 - Friends and Family Test ...continued  


  
  
NTHFT :  
 
In patient Score:  At the University of North Tees site the score 
fell marginally below the England average with a score of  72  
compared to 74 
 
 
 
 
 
Maternity: The Trust remain below the England average on  
all 4 questions.       


Actions: 
NTHFT: Performance against the FFT continues to be monitored through Patient Experience updates received at the CQRG. The maternity 
indicators will require further discussion however  Maternity FFT is subject to review at the moment and the CCG Board Nurse is a member of the 
Regional FFT work stream.            
 
 
 
 
 


14 CCG or Director Comments 
 


14 


CCG CDDFT CHSFT NTHFT NEAS TEWV 


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


● ● ● ● ● ● 


20


120


Family & Friends Test - IP Score 


University Hospital of Hartlepool


University Hospital of North Tees


England


-50%


0%


Maternity Response Rate - Variance against England 
North Tees 


Period: October 2013 - Jun 2014 


Q1 Q2 Q3 Q4







Exception Report QER04 - Outstanding Serious Incident Reports  
Indicator 
 
Does any provider currently have any  72 day reports outstanding ?  
 
Does any provider currently have any 45 day reports outstanding? 
 
Does any provider currently have any 60 day reports outstanding? 


CCG CDDFT CHSFT NTHFT NEAS TEVW 


● ● ● ● ● ● 
● ● ● ● ● ● 
● ● ● ● ● ● 


This indicator reflects national and contractual requirements for submission of reports within 72hrs, 45 and 60 days per provider.   
Lead CCGs for  CHSFT and  NTHFT  do not request 72 hour reports. This requirement has not  yet been initiated with NEAS.  
 
The following performance relates to the number of reports expected and received for the month of July 14. 
 
  
CDDFT:    72 hrs - 75% of the required reports were submitted to timescale compared to 91% in June. 
                 45 days  - a significant improvement was noted with  93% of required  reports being submitted in the month compared  to 56% in June.  
                
CHSFT:    45 days  - only 1 of 2 reports expected (50%)  was submitted within timescale  
  
NTHFT:    45 days - only 1 of 11 reports  was submitted within timescale.    
 
TEVWFT: 72 hrs - 67% of the required reports were submitted to timescale compared to 91% in June. 
                 45 days- No reports were submitted within timescale. 
                  
      
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Actions: 
Breaches  continue to be the result  of  Trust internal governance systems delaying the release of reports to the Commissioner. Performance related activity is 
monitored through the serious incident panel and informal 1:1 meetings with providers.  As previously highlighted there is a contract penalty included in the 
2014 quality requirements, for CDD providers however application of this needs to be considered carefully as not all CCGs monitor such performance and 
implementation may affect the quality of the reports themselves.    


15 CCG or Director Comments 
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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% 91.25% 90.03% 91.41% 93.26% CDDFT ER01
% of patients initial treatment within 18 weeks for non- admitted pathways 95.0% 98.45% 98.49% 98.75% 98.35%
% patients waiting for initial treatment on incomplete pathways within 18 weeks 92.0% 95.42% 95.47% 95.45% 97.38%
Number patients waiting more than 52 weeks for treatment 0 0 0 0 0
Diagnostic waits
% patients waiting less than 6 weeks for the 15 diagnostics tests (including audiology) Monthly Jun-14 1.00% 3.05% 4.67% 0.66% 0.04% CDDFT ER02
A&E waits


% patients spending 4 hrs. or less in A&E or minor injury unit To 8th Aug-14 95.0% 95.81% 93.60% 95.57% CHSFT ER01
NTHFT ER01


Handover between ambulance and A&E over 30 minutes 0 841 314 16 1,734
Handover between ambulance and A&E0ver 60 minutes or more 0 240 65 0 374
Cancer patients 2 week wait
% of patients seen within 2 weeks of an urgent GP referral for suspected cancer 93.0% 92.40% 94.88% 95.59% 91.83%
% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.0% 95.64% 94.59% 97.21% 90.23%
Cancer patients - 31 days
% of patients treated within 31 days of a cancer diagnosis 96.0% 98.18% 98.66% 97.78% 98.37%
% of patients receiving subsequent treatment for cancer within 31 days - drugs 98.0% 100.00% 100.00% 100.00% 100.00%
% of patients receiving subsequent treatment for cancer within 31 days - surgery 94.0% 97.18% 96.29% 100.00% 98.03%
% of patients receiving subsequent treatment for cancer within 31 days - radiotherapy 94.0% 100.00% 100.00% 100.00% 100.00%
Cancer patients - 62 days
% of patients treated within 62 days of an urgent GP referral for suspected cancer 85.0% 78.45% 85.40% 86.43% 81.59% DDES ER01


% of patients treated within 62 days of an urgent GP referral from an NHS Cancer Screening Service 90.0% 92.50% 75.00% 75.00% 95.40% CDDFT ER04
CHSFT ER03


% of patients treated for cancer within 62 days of consultant decision to upgrade status N/A 100.00% 100.00% 100.00% 100.00% NTHFT ER02
Ambulance response times
Cat A response in 8 mins (red 1&2) 71.0% 62.44% 75.17%
Cat A Response within 19 mins 95.0% 91.15% 95.47%
Number of crew clear delays over 30 mins 0 751
Number of crew clear delays over 60 mins 0 46
Mixed Sex accommodation
Mixed Sex accommodation - number of unjustified breaches Monthly YTD Jun -14 0 0 0 0 0
Mental Health
% people followed up within 7 days of discharge from psychiatric in patient care Monthly YTD Jun-14 95.0% 98.70%
HCAI
Incidence of MRSA (QP) 0 3 5 2 0
Incidence of C Diff (QP)  - threshold relates to CCG performance 75 35 5 13 7


Weekly To  18th Aug -14


Monthly


HCAI01


YTD Jun-14


YTD Jun-14


Monthly
YTD Jul-14


YTD Jul-14


Monthly


Monthly
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NHS Constitutional Indicators by month - DDES CCG 2014/15 


Quality Indicator 
Operational 


Standard Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 2013/14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 YTD Exception Report No.


Admitted patients to start treatment within a maximum of 18 weeks from referral 90% 92.50% 91.60% 92.10% 91.30% 91.30% 91.30% 91.30% 91.80% 91.00% 92.10% 90.55% 90.94% 92.14% 91.25%
Non-admitted patients to start treatment within a maximum of 18 weeks from referral 95% 98.30% 98.30% 98.30% 98.50% 98.00% 98.20% 98.20% 98.40% 98.70% 98.40% 98.63% 98.47% 98.27% 98.45%
Patients on incomplete non emergency pathways (yet to start treatment) should have been waiting no more 92% 93.50% 93.80% 94.10% 94.60% 94.60% 93.80% 94.40% 93.90% 94.40% 94.40% 95.13% 94.98% 95.42% 95.42%
Number of patients waiting more than 52 weeks 0 0 0 1 1 1 0 0 0 0 3 0 0 0 0


Percentage of patients waiting 6 weeks and over 1% 0.00% 0.10% 0.40% 0.10% 0.30% 1.10% 0.40% 0.30% 0.18% 0.68% 2.02% 3.05% CDDFT ER02


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


93% 96.30% 96.50% 96.50% 94.30% 96.23% 97.10% 93.60% 95.50% 93.90% 95.60% 93.90% 89.33% 94.04% 92.40% DDES ER01


Maximum two week wait for first out patient appointment for patients referred urgently with breast symptoms (where 
cancer was not initially suspected) 93% 96.40% 94.90% 89.80% 94.50% 87.28% 92.90% 93.30% 94.50% 95.20% 93.40% 91.60% 98.40% 96.74% 95.64%


Maximum one month (31 day) wait from diagnosis to first definitive treatment for all  cancers 96% 97.90% 93.20% 100.00% 99.20% 98.50% 100.00% 98.20% 99.20% 99.10% 98.50% 98.30% 98.52% 97.70% 98.18%
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% 92.90% 100.00% 92.00% 97.20% 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% 96.40% 100.00% 100.00% 98.00% 100.00% 100.00% 99.80% 100.00% 95.45% 94.11% 97.18%
Maximum 31 day wait for subsequent treatment where the treatment is a course of radiotherapy 94% 100.00% 100.00% 100.00% 90.20% 94.28% 95.50% 100.00% 100.00% 100.00% 98.20% 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% 80.50% 80.60% 81.70% 80.30% 84.28% 83.10% 83.70% 81.70% 87.30% 83.90% 75.80% 82.75% 77.04% 78.45% 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% 100.00% 100.00% 100.00% 100.00% 92.30% 100.00% 85.70% 96.80% 100.00% 100.00% 76.92% 92.50%
Maximum 62 day wait for first definitive treatment following a consultants decision to upgrade the priority of the 
patients (all  cancers) N/A 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 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% 68.51% 67.36% 71.55% 70.08% 69.42% 62.45% 67.75% 66.83% 63.17% 67.79% 61.63% 65.57% 62.46% 59.96% 62.44%
Category A calls resulting in an ambulance arriving at the scene within 19 minutes 95% 94.76% 95.40% 94.17% 93.75% 95.33% 91.97% 91.87% 92.35% 90.37% 93.68% 90.50% 92.60% 90.35% 91.03% 91.15%


Minimise MSA breaches 0 0 0 0 0 0 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% 97.00% 99.40% 97.30% 98.71% 98.71% 98.05% 98.18% 97.96% 97.12% 97.74% 100.00% 100.00% 96.10% 98.70%


Incidence of MRSA  to  18th August 2014 0 0 0 1 0 0 0 1 0 0 2 1 2 0 0 0 3
Incidence of CDIFF to  18th August 2014 75 7 7 6 8 3 3 6 6 8 73 10 4 6 10 5 35


Referral to Treatment waiting times for non urgent consultant led treatment 


Diagnostic test waiting times 


NEAS ER01


HCAI01


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







NHS Constitutional Indicators by month – CDDFT 2014/15 


Quality Indicator 
Operational 


Standard Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 2013/14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 YTD Exception Report


% of patients initial treatment within 18 weeks for admitted 
pathways


90.00% 91.60% 90.70% 91.70% 90.20% 90.20% 90.20% 90.40% 90.30% 90.30% 91.10% 90.29% 89.24% 90.57% 90.03% CDDFT ER01


% of patients initial treatment within 18 weeks for non- 
admitted pathways


95.00% 98.20% 98.90% 98.80% 98.70% 98.00% 98.30% 97.90% 98.40% 98.60% 98.50% 98.60% 98.46% 98.43% 98.49%


% patients waiting for initial treatment on incomplete 
pathways within 18 weeks


92.00% 94.90% 94.70% 93.90% 94.40% 93.90% 93.80% 93.70% 93.50% 94.00% 94.00% 94.97% 95.29% 95.47% 95.47%


Number patients waiting more than 52 weeks for treatment 
(Incomplete pathways only) 0 0 0 0 0 1 0 0 0 0 1 0 0 0 0


Patients waiting for a diagnostic test should have been 
waiting less than 6 weeks from referral 1% 0.04% 0.05% 0.19% 0.20% 0.20% 0.70% 0.30% 0.00% 0.01% 0.55% 2.20% 4.67% CDDFT ER02


% patients spending 4 hrs. or less in A&E or minor injury unit 
to 8th August 2014


95% 97.01% 95.36% 94.73% 93.04% 95.96% 95.68% 92.39% 93.28% 96.58% 94.90% 95.49% 95.41% 96.28% 96.23% 95.38% 95.81%


Handover between ambulance and A&E over 30 minutes 0 153 159 165 222 147 222 289 278 256 2,402 273 210 182 176 841
Handover between ambulance and A&E over 60 minutes or 
more 0 33 62 35 75 62 97 159 129 91 898 83 71 44 42 240


% of patients seen within 2 weeks of an urgent GP referral for 
suspected cancer


93% 96.60% 96.20% 96.20% 97.00% 96.70% 96.70% 94.50% 97.20% 95.30% 96.50% 97.00% 91.71% 95.97% 94.88%


% of patients seen within 2 weeks of an urgent referral for 
breast symptoms 93% 96.00% 93.50% 92.30% 94.70% 89.80% 95.80% 94.60% 93.30% 96.60% 94.10% 93.00% 96.55% 95.58% 94.59%


% of patients treated within 31 days of a cancer diagnosis 96% 98.40% 98.40% 100.00% 98.60% 100.00% 100.00% 99.40% 100.00% 100.00% 99.50% 100.00% 97.36% 98.68% 98.66%
% of patients receiving subsequent treatment for cancer 
within 31 days - drugs


98% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 96.90% 100.00% 100.00% 99.70% 100.00% 100.00% 100.00% 100.00%


% of patients receiving subsequent treatment for cancer 
within 31 days - surgery


94% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 96.29% 92.30% 96.29%


% of patients receiving subsequent treatment for cancer 
within 31 days - radiotherapy 94% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


% of patients treated within 62 days of an urgent GP referral 
for suspected cancer


85% 88.10% 93.40% 88.80% 88.30% 84.60% 85.00% 86.20% 91.00% 87.00% 88.20% 85.90% 83.50% 87.81% 85.40%


% of patients treated within 62 days of an urgent GP referral 
from an NHS Cancer Screening Service


90% 88.90% 100.00% 100.00% 75.00% 50.00% 100.00% 84.60% 100.00% 100.00% 91.30% 66.70% 100.00% 0.00% 75.00%


% of patients treated for cancer within 62 days of consultant 
decision to upgrade status 85% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


Mixed Sex accommodation - number of unjustified breaches
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0


Incidence of MRSA  to 18th August 2014 0 0 0 1 0 0 0 0 0 0 1 2 0 0 1 2 5
Incidence of CDIFF to 18th August 2014 37 2 1 2 3 2 0 4 2 3 27 3 0 1 0 1 5


HCAI01


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 


Mixed sex accommodation breaches


HCAI Incidence 


CDDFT ER03


CDDFT ER04







NHS Constitutional Indicators by month – CHSFT 2014/15 
Quality Indicator 


Operational 
Standard Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 2013/14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 YTD Exception Report


% of patients initial treatment within 18 weeks for admitted 
pathways


90.00% 90.60% 91.40% 90.10% 89.90% 90.10% 90.70% 91.50% 90.30% 90.60% 91.10% 90.60% 91.64% 91.97% 91.41%


% of patients initial treatment within 18 weeks for non- 
admitted pathways


95.00% 98.10% 97.90% 98.00% 97.90% 98.40% 98.60% 98.10% 98.30% 98.70% 98.20% 98.56% 98.78% 98.91% 98.75%


% patients waiting for initial treatment on incomplete 
pathways within 18 weeks


92.00% 92.20% 92.00% 93.70% 94.70% 94.80% 94.00% 93.50% 93.60% 94.20% 94.20% 94.74% 94.75% 95.45% 95.45%


Number patients waiting more than 52 weeks for treatment 
(Incomplete pathways only) 0 0 0 0 0 0 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% 0.00% 0.02% 0.00% 0.00% 0.20% 1.00% 0.50% 0.41% 0.32% 0.76% 0.30% 0.66%


% patients spending 4 hrs. or less in A&E or minor injury unit 
to 8th August 2014


95% 94.37% 94.63% 96.52% 93.92% 94.26% 95.25% 93.24% 93.77% 96.11% 94.40% 93.80% 94.76% 93.04% 92.61% 93.30% 93.60% CHSFT ER01


Handover between ambulance and A&E over 30 minutes 0 69 41 32 97 44 82 141 138 135 1,013 117 74 67 56 314
Handover between ambulance and A&E over 60 minutes or 
more 0 16 9 5 23 9 20 30 40 22 250 41 8 10 6 65


% of patients seen within 2 weeks of an urgent GP referral for 
suspected cancer


93% 95.60% 95.30% 94.10% 92.50% 94.20% 94.70% 93.20% 94.50% 96.20% 94.30% 95.20% 96.44% 95.19% 95.59%


% of patients seen within 2 weeks of an urgent referral for 
breast symptoms 93% 93.40% 98.70% 93.30% 95.20% 88.70% 85.40% 90.60% 93.90% 94.50% 93.30% 96.30% 96.89% 98.47% 97.21%


% of patients treated within 31 days of a cancer diagnosis 96% 99.40% 100.00% 98.70% 98.40% 100.00% 98.00% 92.10% 94.30% 95.60% 97.80% 97.30% 97.22% 98.75% 97.78%
% of patients receiving subsequent treatment for cancer 
within 31 days - drugs


98% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 95.70% 100.00% 100.00% 99.50% 100.00% 100.00% 100.00% 100.00%


% of patients receiving subsequent treatment for cancer 
within 31 days - surgery


94% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


% of patients receiving subsequent treatment for cancer 
within 31 days - radiotherapy 94% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


% of patients treated within 62 days of an urgent GP referral 
for suspected cancer


85% 89.50% 85.90% 80.10% 89.00% 78.90% 88.90% 83.10% 78.20% 78.50% 85.50% 88.10% 85.88% 85.53% 86.43%


% of patients treated within 62 days of an urgent GP referral 
from an NHS Cancer Screening Service


90% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 60.00% 100.00% 75.00% CHSFT ER03


% of patients treated for cancer within 62 days of consultant 
decision to upgrade status 85% 100.00% 50.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 95.60% 100.00% 100.00% 100.00% 100.00%


Mixed Sex accommodation - number of unjustified breaches 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0


Incidence of MRSA to 18th August 2014 0 0 1 1 0 0 0 0 0 1 4 1 1 0 0 0 2
Incidence of CDIFF to 18th August 2014 51 3 4 7 3 2 0 2 3 4 40 5 2 2 4 0 13


HCAI01


Referral to Treatment waiting times for non urgent consultant led treatment 


Diagnostic test waiting times 


A & E waits 


CHSFT ER02


Cancer patients - 2 week wait 


Cancer waits - 31 days 


Cancer waits - 62 days 
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NHS Constitutional Indicators by month – NTHFT 2014/15 
Quality Indicator 


Operational 
Standard Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 2013/14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 YTD Exception Report No.


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


90.00% 93.10% 93.20% 92.90% 91.66% 92.90% 93.60% 92.60% 92.90% 91.90% 92.80% 93.64% 92.65% 93.46% 93.26%


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


95.00% 99.10% 99.10% 98.90% 98.91% 98.40% 98.70% 98.50% 98.80% 98.50% 98.80% 98.65% 98.09% 98.33% 98.35%


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


92.00% 97.30% 97.00% 96.80% 97.47% 97.20% 97.00% 97.40% 97.40% 97.40% 97.40% 97.05% 97.34% 97.38% 97.38%


Number of patients waiting more than 52 weeks 0 0 0 0 0 0 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% 0.00% 0.00% 0.00% 0.00% 0.00% 0.40% 0.20% 0.10% 0.08% 0.03% 0.00% 0.04%


% patients spending 4 hrs. or less in A&E or minor injury unit 
to 8th August 2014


95% 96.55% 94.92% 95.75% 96.22% 95.93% 93.31% 96.15% 97.14% 97.13% 96.13% 95.61% 95.81% 94.91% 95.85% 95.81% 95.57% NTHFT ER01


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


0 2 6 0 1 2 2 4 3 2 25 6 3 3 4 16


Handover between ambulance and A&E 60 minutes or more 
YTD 0 0 2 0 0 0 0 0 0 1 3 0 0 0 0 0


Maximum two-week wait for first outpatient appointment for 
patients referred urgently with suspected cancer by a GP 93% 95.70% 94.20% 95.00% 94.50% 94.82% 95.20% 92.10% 94.60% 95.80% 94.50% 89.90% 93.59% 92.23% 91.83%


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


93% 93.80% 94.40% 96.40% 97.20% 91.72% 95.60% 97.50% 94.10% 95.70% 94.70% 83.90% 95.15% 92.02% 90.23%


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


96% 99.40% 100.00% 100.00% 99.30% 99.12% 100.00% 97.40% 100.00% 100.00% 99.50% 96.40% 98.34% 100.00% 98.37%


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


98% 100.00% 100.00% 100.00% 94.10% 100.00% 100.00% 94.10% 100.00% 94.70% 98.00% 100.00% 100.00% 100.00% 100.00%


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


94% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 94.70% 100.00% 100.00% 98.03%


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% 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% 87.60% 88.20% 88.20% 89.10% 87.27% 88.40% 87.20% 84.20% 89.20% 87.60% 85.80% 86.50% 73.48% 81.59% NTHFT ER02


Maximum 62 day wait from referral from an NHS screenng 
service to first definitive treatment for all  cancers 90% 100.00% 100.00% 93.50% 98.50% 100.00% 94.40% 100.00% 86.00% 96.30% 96.80% 100.00% 95.54% 90.47% 95.40%


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


95% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 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 0 0 0 0 0 0


Incidence of MRSA  to 18th August 2014 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0


Incidence of CDIFF to 18th August 2014 40 3 4 4 5 1 0 2 1 0 30 0 1 1 0 5 7


Mixed sex accommodation breaches


HCAI Incidence 


HCAI01


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 


NTHFT ER02
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NHS Constitutional Indicators by month - NEAS 


NHS Constitutional Indicators by month – TEWV / MH 


Quality Indicator 
Operational 


Standard Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 2013/14 Apr-14 May-14 Jun-14 Jul-14 YTD Exception Report


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


75.00% 79.08% 80.16% 80.86% 79.38% 78.88% 75.67% 77.78% 75.60% 74.56% 78.46% 74.55% 77.70% 75.64% 72.86% 75.17%


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


95.00% 97.12% 97.69% 97.77% 97.17% 97.66% 96.20% 96.41% 96.10% 95.43% 96.99% 95.50% 96.40% 95.27% 94.71% 95.47%


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


0 1,688 351 325 139 154 144 152 125 113 10,760 170 168 178 235 751


No. of ambulance crews not ready to accept new calls within over 60 
minutes of handover to A&E (Clearance Time)


0 80 19 14 12 7 14 15 9 10 555 9 7 12 18 46


Handover between ambulance and A&E over 30 minutes 0 285 286 263 369 309 407 504 488 531 4,537 484 458 364 428 1,734
Handover between ambulance and A&E over 60 minutes or more 0 52 75 47 101 86 132 197 180 124 1,318 127 92 69 86 374


Category A ambulance calls


NEAS ER01


NHS Constitutional Indicators by month – NEAS (111) 
Quality Indicator 


Operational 
Standard Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Exception Report


(NQR8) Total number of calls abandoned <5% 0.9% 0.6% 1.2%
(NQR8) Total number of calls engaged <0.1% 0.0% 0.0% 0.0%
(NQR8) No of calls answered within 60 seconds at the end 
of the introductory message >=95% 93.9% 96.5% 93.8%


(LQR2) Percentage of answered calls triaged 60% 87.5% 86.7% 86.9%
(NQR9) No of calls referred to Ambulance Service within 3 
minutes which are life threatening 100% 100.0% 100.0% 100.0%


(LQR7) Time taken for call back <10 minutes 100% 54.6% 41.9% 47.0%
(LQR5) Warm Transferred to NHS 111 service Clinician 
where required 98% 96.4% 94.4% 95.6%


(LQR3) Percentage of answered calls transferred to 999 <10% 14.3% 14.4% 15.1%


(LQR4) Percentage of patients advised to attend Accident 
and Emergency Department <5% 5.9% 5.9% 6.5%


(LQR9) Provision of all consultations (including appropriate 
clinical information) to the practice the patient is registered 
with by 8am the next working day


100% 100.0% 100.0% 100.0%


(LQR10) Percentage of frequent users (who call 111 more 
than 4 times a month) whose use is immediately 
highlighted to their registered GP


100% 100.0% 100.0% 100.0%


(LQR1) Frontline staff and Advisors training in recognition of 
safeguarding issues for adults and children to an 
appropriate level


100% 100.0% 100.0% 100.0%


(NQR13) Provision of interpretation service/ appropriate 
provision where required within 15 minutes of initial contact 100% 100.0% 100.0% 100.0%


NEAS ER02


Mental Health Indicators
Operational 


Standard YTD Exception Report No.


People seen by Crisis Services before admission 95.00% 94.40% MH ER01
CPA 7 day follow up 95.00% 98.70%
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% 100.00%


Delayed transfers of care 7.50% 1.77%


IAPT Indicators
Operational 


Standard YTD Exception Report No.


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


12.800% 12.94%


Proportion of people who complete treatment who are moving to recovery  50.00% 49.47%
MH ER01







Performance Update 
In 1Qtr DDES failed to achieve the 14 day urgent GP referral achieving only 92.3 against 93% target. Breaches occurred in Upper and Lower GI, Sarcoma and 
Children’s, the latter two tumour sites having only small number of referrals. High level reasons cited for breaches are Patient choice (94) and Capacity (60).  
 
Upper and Lower GI are likely to have suffered diagnostic capacity issues as a result of the Oesophageal Be Clear on Cancer Campaign which started in 
February. Increased awareness following the campaign has resulted in most Trusts continuing to receive an increased number of 2 week rule referrals long after 
the campaign had finished.  
  
In respect of patient choice, this is likely to have been affected in part by this being the run up to and start of the holiday period. During the holiday period, Trusts 
experience an increased number of referrals where the patient is unable to attend within the 2 week timeframe due to going on holiday. CCGs have been asked 
to remind their GP’s that in line with National Going Further on Cancer Waits Guidance they could defer a referral where it is known a patient is going on holiday 
and will be unable to attend. However there is a concern that Primary Care do not have mechanisms in place to ensure referral is made when the patient returns 
from holiday and the referral may be overlooked. This results in the 2 week target being breached and the provider having a shorter time period in which to 
schedule the rest of the patient pathway. 
  
 Upper GI is likely to have been affected as a result of increased 2 week referrals which were generated as part of the Be Clear on Cancer Campaign which 
commenced in February this year.  Lower GI is also likely to have suffered as a result of this campaign due to increased demand on Endoscopy. 
 
 
Remedial actions: 
North Tees and Hartlepool failed to achieve the 14 day target in June (92.2%) with breaches in Breast (15), Upper GI (16), Lower GI (13) and 
Head and Neck (1). Patient choice was recorded as the reason for all of these breaches.  
  
North Tees and Hartlepool failed to achieve the 14 day target in Qtr 1 91.8% against 93% target. 
 
The Trust are seeking an agreement with local practices that when patients are going on holiday and known not to be available for a 2 week rule 
appointment, then they defer referral in line with Going Further on Cancer Waits guidance. However not all practices will be receptive to this 
approach due to not having mechanisms for holding onto the referral until the patient returns from holiday as outlined above.  
 
In respect of capacity for Be Clear on cancer Campaigns local Trusts are being asked to share with us their plans preparing for the next 
campaign which will be Blood in Pee in Autumn 14. 
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Indicator Threshold DDES CCG 


% of patients seen within 14 days of urgent GP referral 
93.0% 92.4% Qtr 1 


Exception Report  DDES CCG ER01 


CCG or Director Comments 
 







Performance Update 
DDES failed to achieve the 62 day target in June 77% against 85% target. Breaches occurred in Lung, Gynae, Upper GI, Lower GI and Urology. 
Although patient level breach analysis is not yet available, high level reasons cited for the breaches are Complex diagnostics (8), Medical (2) and 
Other/unknown (2).  
  
The CCG also failed to achieve the 62 day target in Qtr 1 achieving only 78.6% against 85% target. Breaches occurred across a number of 
tumour sites – Lung (12), Gynae (3), Upper GI (2), Lower GI (3), Urology (11), Haematology (3), Head and Neck (2) and Other (1).    
  
Lung and Urology are common areas for breaches to occur and detailed analysis is being undertaken for breaches in this area for the last 6 
months to determine if there are opportunities for local pathway redesign to improve performance.  
   
Upper GI is likely to have been affected as a result of increased 2 week referrals which were generated as part of the Be Clear on Cancer 
Campaign which commenced in February this year.  Lower GI is also likely to have suffered as a result of this campaign due to increased 
demand on Endoscopy. 
 
 


Remedial actions: 
At a Network level a questionnaire has been sent out to all Lung MDT leads across the North East to understand how the early part of the 
pathway is managed. The results will be analysed for variation and discussed at the next Lung Network Site Specific Group. There is a belief that 
there may be an opportunity to rationalise the diagnostic tests in the pathway to enable earlier diagnosis.  
 
In Urology City Hospitals Sunderland have a detailed action plan in place to address performance issues. This is being monitored through the 
contract management meetings. 
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Indicator Threshold DDES CCG 


% of patients treated within 62 days of an urgent GP referral for suspected cancer 
85.0% 77.0% Jun 


78.45% Qtr 1 


Exception Report  DDES CCG ER01 


CCG or Director Comments 
 







Performance Update 
CDDFT achieved the target in April and June reporting 90.29% and 90.57% respectively but failed the target in May reporting 89.24%. YTD performance to June 
2014 is 90.03%. 
 
The Trust had previously advised that they would fail the RTT target in Quarter 1 as they had taken the decision to clear the backlog to ensure a sustainable 
position for the remainder of the year however the quarter 1 target was achieved for the Trust overall.  At a ND CCG level, overall performance remains slightly 
below the target at 89.44% due to breaches in April and May, however performance did improve in June 2014.. 
 
There are specialty pressures within General Surgery, Urology and Orthopaedics.  Any breaches below 90% will incur financial penalties. 


Remedial Actions: 
The Trust have scheduled additional sessions in Orthopaedics, Ophthalmology and Pain Management to clear the backlog to deliver a sustainable position. 
 
In addition to this planned work, NHS England identified additional funding as part of System Resilience to support providers to deliver against the RTT targets 
from September 2014 onwards.  The additional funding was calculated at a provider level based on waiting list positions as at the middle of April.   
CDDFT were notionally allocated £1.4m which they have submitted plans to deliver during July, August and a small number in September. 
 
This is separate funding to the contract and the funding flows and the method of monitoring are still to be determined.  The additional activity had not 
commenced by the Trust in July and this is being picked up as part of the normal contracting monitoring arrangements. 
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Indicator Threshold CDDFT – YTD Jun-14 


% of patients initial treatment within 18 weeks for admitted pathways 
90.00% 90.03% 


Exception Report  CDDFT ER01 


CCG or Director Comments 
 







Performance Update 
CDDFT reported in May that 2.20% of patients were waiting longer than 6 weeks from referral for a diagnostic test, and in June this performance deteriorated to 
4.67% against the target of 1%. 


Remedial Actions: 
The Trust has experienced increased referrals for colonoscopy and endoscopy linked to upper GI referral campaign.    
 
CDDFT have always experienced a high uptake in relation to cancer campaigns and in this case demand has outstripped capacity.  The Trust is putting on 
additional sessions and also seeking additional capacity from private providers.   The Trust  have secured 60-70 additional slots at Spire per month and 
discussions are ongoing with other providers in the South although this may be limited by staffing availability.   
 
This additional capacity is continuing over the next couple of months and then the Trust will assess the demand to ensure that  they have sufficient capacity to 
sustain the performance. 
 
The Trust have advised that they expect to also fail the target in July but are confident that the position and performance will be delivered from August onwards. 
 
The Trust have also indicated via the contract meetings that  they are currently reviewing the anticipated increase in demand as a result of the forthcoming 
‘blood in pee’ campaign  and will look to plan their capacity accordingly to ensure that they do not have the performance issues as a result of failing to plan 
appropriately. 
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Indicator Threshold CDDFT – Jun-14 


Patients waiting for a diagnostic test should have been waiting less than 6 
weeks from referral  1.00% 4.67% 


Exception Report  CDDFT ER02 


CCG or Director Comments 
 







Performance Update 
Year-end performance for 2013/14 was 94.9%.  CDDFT have sustained an improvement in A&E performance since 3 March 2014.  2014/15 overall Quarter 1 performance was 
95.7% and latest YTD performance to 8 August is 95.81%. 


Remedial Actions: 
CDDFT – The Emergency Care Intensive Support Team  (ECIST) visited the Trust in December 2013 and their recommendations have been developed into a Whole System 
Unscheduled Care Improvement Plan. This action plan is reviewed monthly by the County Durham and Darlington Urgent Care Working Group (UCWG). The ECIST 
recommendations have also informed the development of the UCWG Strategy with support from NHS IQ. 
  
The Urgent Care Strategy has resulted in the establishment of Workstreams focussing on: 
•          Demand   •          Prevention 
•          Access   •          Frail and Complex Patients 
•          Patient Flow  •          Responsiveness and Flexibility 
  
A working group now meets monthly to review delayed transfers of care and implement improvements to patient flow and discharge management processes. A multidisciplinary 
team (MDT) pilot is underway on specific wards at University Hospital North Durham (UHND) to support discharge management processes and following evaluation will be 
considered for roll out across the Trust. 
 
A bed predictor tool is being developed to improve the management of inpatient beds and a new bed management IT system is being implemented later in 2014.  
Visits to other providers have taken place including North Tees & Hartlepool NHS FT Emergency Department (ED) and Emergency Assessment Unit (EAU) and CHSFT 
Intermediate Care Beds to learn from examples of good practice. 
 
CDDFT have successfully reviewed and improved their ED Ambulatory and Rapid Assessment & Treatment (RAT) Streams for patients arriving at Emergency Departments at 
Darlington Memorial Hospital (DMH) and UHND. The aim of both streams is to ensure that each patient is seen by the right clinician in the Emergency Department, first time, 
every time. Beginning with an initial decision by a Nurse Navigator (senior nurse/doctor), patients are guided to the most appropriate practitioner for their needs. Successful pilots 
of this initiative across both hospital sites resulted in full implementation from 1st April 2014.  
 
CDDFT have also recently announced plans to increase the footprint of both Medical Assessment Unit (MAU) and ED at UHND, as well as increasing medical bed capacity by 20 
beds.   The plans are to be implemented by December 2014 & are intended to enable the full implementation of the Ambulatory and RAT Pathway and improve patient flow by 
enabling direct referral to MAU without the need for patients to go through ED. 
  
CCG Chief Officers are continuing to monitor A&E Performance and will re-introduce fortnightly meetings with the Trust and Area Team Chief Executives, to agree actions if A&E 
Performance falls below the 95% target. 
To support the handover indicators, ambulance handovers have been allocated a specific indicator within the 2014/15 CQUIN scheme. 


Indicator Threshold CDDFT – YTD Jul-14 


% patients spending 4 hrs. or less in A&E or minor injury unit to 11th July 2014 95.0% 95.81% 
Handover between ambulance and A&E over 30 minutes 0 841 


Handover between ambulance and A&E over 60 minutes or more 0 240 


Exception Report  CDDFT ER03 


26 CCG or Director Comments 
 







Performance Update 
CDDFT failed the 62 day (Screening) target in April – 66.70% but achieved it in May and June reporting 100%. YTD performance against this indicator is 
75.00%. 


Remedial Actions: 
This YTD breach relates  to 1.5 patients from a total of 6 patients. It is expected that performance will continue at 100% in the coming months and therefore the 
target will be achieved following additional activity. 
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Indicator Threshold CDDFT – YTD Jun-14 


% of patients treated within 62 days of an urgent GP referral from an NHS 
Cancer Screening Service 90.00% 75.00% 


Exception Report  CDDFT ER04 


CCG or Director Comments 
 







Performance Update 
Despite a number of initiatives, CHSFT continue to experience significant pressures within A&E. The Trust failed to achieve the 95% target in June and Quarter 
1. The position at the end of  Quarter 1 was 93.9% and performance has remained below the target in July. The lead CCGs discussed issues and barriers to 
achievement within the Clinical Quality Review Group (CQRG) and requested a more detailed report around the key metrics, quality metrics and provider 
comparisons, in order to provide assurance around the quality of the service being delivered to patients and to request a further update on planned 
transformational change.   
 
The Trust highlighted factors which they believe disadvantage CHSFT compared to other Trusts across the country.  ED attendances have increased in recent 
years and remain high.  The overall Trust performance is not supported by high volume type 3 Minor Injuries Unit’s and the type 1 performance is more 
challenging than many others given that there is an strong performing offsite type 2 facility. The Trust also highlighted there is a larger proportion of ambulance 
arrivals compared to the size of the Trust’s ED when compared to other Trusts in the region, which may be partly due to the geographical location.  
 
There are a number of consistent factors that affect the Trust’s ability to achieve the national targets, which include: 
• Service demand – high volume of attendances, particularly type 1 activity, covering a large geographical location 
• Bed availability – this is one of the most frequently occurring reasons for 4-hour breaches, specifically at times of extreme pressure 
• Lack of capacity in ED – the most frequently occurring reason for 4-hour breaches is that patients are simply waiting to be seen.  This is particularly 


impacted by batching of patients which can occur at any time throughout the day 
• Complexity and frailty – complex, high acuity, frail patients all demand more clinical input, which exerts more pressure on the entire ED 
• Staffing / senior decision makers – recruitment remains an ongoing issue 


Remedial actions: 
A whole system approach is required in order to improve performance to a level that will enable the Trust to meet the national operational standard for ED 
waiting times on a regular basis, but unfortunately with the current level of demand versus capacity the Trust are unable to deliver quick solutions. Evidence 
presented in the report which is being discussed on 29th August at the CQRG should provide assurance that CHSFT are delivering a safe and quality service to 
patients. 
 
There is a significant amount of transformation work taking place with considerable investment being made in order to deliver improved performance .  The key 
improvements include: 
 
• Safe and Sustainable Emergency Care  •   Ambulatory Care Pathways   
• Integrated Admission Unit   •  Emergency surgical pathways   
• Improved diagnostic access   •  Readmission Avoidance Collaborative 
• Community Geriatrician   •  Links with Health and Social Care  
• Neurology hot clinics   •  Rapid Assessment, Interface and Discharge  (RAID)   
• Pallion Urgent Care Centre 
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Indicator Threshold CHSFT – YTD 8th Aug-14 


% patients spending 4 hrs. or less in A&E or minor injury unit 
 95.00% 93.60% 


Exception Report  CHSFT ER01 


CCG or Director Comments 
 







Performance Update 
City Hospitals Sunderland have experienced significant pressures within their A&E department and have continued to highlight large volumes of ambulance 
arrivals and of ambulance batching.   
 
The performance for both indicators has improved,: 
>30 mins handover which has reduced from 117 in April ,74 in May, 67 in June and 56 in July 
>60 mins handovers which has reduced from 41 in April, 8 in May, 10 in June and 6 in July 
 


Remedial actions: 
Commissioners are working closely with CHSFT through the Unscheduled Care workstream and various other forums to identify solutions to the high volumes of 
activity. Performance has continued to improve throughout Quarter 1 and into July. The Trust has recently had the opportunity to bid for Operational Resilience 
monies via the Unscheduled Care Board and the outcome of these bids will be known shortly.  It is anticipated that a number of bids will be successful. 
 
Working in partnership with the North East Ambulance Service NHS Foundation Trust (NEAS) and Sunderland CCG, a new role was trialled in the Sunderland 
Royal Hospital Emergency Department between late February and May 2014.  The overall objective of the Hospital Ambulance Liaison Officer (HALO) role was 
to facilitate efficient handovers, reducing the handover time and clearance time to minimise the impact on patient flow and to ensure that the process was 
completed accurately.  The HALO role was staffed by NEAS.  During the pilot the number of handover delays did reduce significantly when compared to early 
2014, and the proportion of handovers that took place within 15 minutes improved and anecdotal evidence suggests that the handover process overall was more 
efficient.  The Trust is currently waiting for a full feedback report from NEAS on the success of the trial, to help inform whether it is worthwhile continuing the role 
on a more permanent basis. 
 
To continue the work between CHSFT and NEAS, operational meetings have been reinstated between the two providers.  
 
To support this indicator, ambulance handovers have been allocated a specific indicator within the 2014/15 CQUIN scheme. 
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Indicator Threshold CHSFT – YTD Jul-14 
  Handover between ambulance and A&E over 30 minutes 


0 314 


Handover between ambulance and A&E over 60 minutes or more 
0 65 


Exception Report  CHSFT ER02 


CCG or Director Comments 
 







Performance Update 
CHSFT achieved the 62 day cancer target (screening) in April and June – 100% but failed the target in May – 60%. YTD performance against this indicator is 
75.00%. 
 
 
 


Remedial actions: 
This YTD performance relates to 1 breach from 4 patients so it is expected that as numbers increase the performance will come back in line with target. 
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Indicator Threshold CHSFT – YTD Jun-14 


% of patients treated within 62 days of an urgent GP referral from an NHS Cancer 
Screening Service 90.00% 75.00% 


Exception Report  CHSFT ER03 


CCG or Director Comments 
 







Performance Update 
NTHFT failed this target in June but did achieve the target in April and May and therefore achieved for quarter1. NTHFT achieved this target in 
July and are achieving in month for August (to 8th August). YTD performance  is above the target at 95.57%. 


Remedial actions: 
North Tees and Hartlepool FT have confirmed significant pressures have been experienced with high numbers coming through the A&E 
department and also the wards. The Trust have been at NEEP  Level 3 but de-escalated this to Level 2 w/e 8th August 2014. Delayed discharges 
have also been identified as an issue and work is ongoing to address a lack of nursing beds. 
 
Significant work is on-going with NTHFT to address patient flow and a number of actions are in place to support this in the short and long term. 
Work is also ongoing to agree the ops-resilience plan with NTHFT to better plan for up coming pressures and to agree further support for  winter 
pressures in general. 
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Indicator Threshold YTD to 8th August - 
NTHFT 


A&E 4 hour waits 
95.0% 95.57% 


4.2 (ii) Exception Report NTHFT  ER01 


CCG or Director Comments 
 







Performance Update 
NTHFT failed to achieve both of the 14 day 2ww Cancer targets in April reporting 89.9% & 83.9%. NTHFT did achieve both of these targets in 
May reporting 93.59% and 95.15% but then failed both targets in June reporting 92.23% & 92.02%. Therefore at a YTD and a quarter 1 position 
the Trust are failing both targets. 
 
In June NTHFT reported 73.48% against the 85% Cancer 62 day wait cancer target. This has resulted in the YTD and quarter 1 position also 
falling below the target and is reported as 81.59%. 


Remedial actions: 
NTHFT experienced significant pressures with the 2 week referrals in April due to the high numbers coming through, this was further impacted by  
a shortage of capacity in Radiology to support the Breast service due to vacancies.  
NTHFT also raised that the number of cancer awareness schemes underway at the moment is having an impact on activity. 
The Trust’s position for cancer targets has improved during June and July and they are back on track with performance against 2ww targets 
currently – this should be reflected when the July position is reported. 
 
With regards to the Trust level breach in June concerning  the  62 day target, work is ongoing to better understand the in month issue for this 
breach and whether this was primarily linked to general capacity issues or complexity of patients.  To support assurance regarding general 
cancer targets, the Trust have shared a general cancer improvement action plan which covers reviewing MDT processes, reducing waiting times 
in general for first appointments and diagnostics within 7 days, improved cancer tracking and reviewing the governance structure surrounding 
cancer planning and monitoring. 
The breach that has occurred in June will be discussed formally  at the NTHFT Contract Review Meeting on the 26th August 2014. 
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Indicator Threshold YTD Jun-14 - NTHFT 


Maximum two week wait  (14 day) from urgent GP referral to first Outpatient 
Attendance 93.0% 91.83% 


Maximum two week wait  (14 day) from urgent GP referral to first Outpatient 
Attendance – Breast symptomatic 93.0% 90.23% 


Maximum two month (62 day) wait from urgent GP referral to first definitive treatment 
for cancer  85.0% 81.59% 


4.2 (iii) Exception Report NTHFT  ER02 


CCG or Director Comments 
 







Exception Report NEAS ER01 


Performance Update  
April performance fell below the national target of response to 75% of Red1 and Red2 calls in 8 minutes and 95% in 19 minutes, however, following a deep dive 
analysis into causes of the drop, May and June performance recovered. July performance has dropped below target but year to date performance  is in excess 
of the national targets.  NEAS is not contractually obliged to meet those targets at CCG level. 


Remedial actions: 
Discussions continue with NEAS regarding initiatives to assist performance, the 2014/15 contract aims to increase the ability of NEAS to treat patients on scene 
to reduce the number of conveyances to hospital, Paramedic/GP  5 minute ring back initiative is in place to provide rapid GP telephone support to paramedics 
across County Durham and Darlington. 
  
For 2014/15 a separate contract for the Durham, Darlington and Tees CCGs has been agreed, rather than the previous single North-East wide contract, to allow 
greater focus on the performance issues that exist in the south of the region. Subsequently, the 2014/15 contract agreement includes expected performance 
improvement in excess of 73% for both North Durham and DDES CCGs from October onwards linked to CQUIN funding. Failure to achieve the required 
performance improvement will result in withholding of funding subject to the delivery of a number of CCG initiatives designed to support performance 
improvement. 
 
In relation to the underperformance in July the following mitigation is being implemented by NEAS: 
 
• Increased capacity – utilisation of third party providers increased and increasing fleet cover to maintain vehicles on the road 
• Reduce demand – call taker audits to identify outliers within the call centre. Clinical hub is operational to assist decision making; i.e. alternative dispositions, 


alternative transport solutions (not always paramedic required) 
• Incentivising shifts – overtime etc., to boost staffing levels 
• Change skill mix of staff to best utilise vehicles and increase service coverage 
• Increase efficiency – vehicle repair, restocking processes, meal breaks, paperwork completion 


 
A full action plan is currently being developed and will be shared with Commissioners before the end of August 2014. 
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Indicator Threshold DDES CCG – YTD Jul-14 NEAS – YTD Jul-14 


8 minute response 75.0% 62.44% 75.17% 


19 minute response 95.0% 91.15% 95.47% 


CCG or Director Comments 
 







Exception Report NEAS ER02 (111) 


Performance Update  
Performance of the 111 Provider is monitored in line with the specification that was used nationally. Although a number of indicators are highlighted as red, the 
national contract allows for sliding scale of achievement within payment bands. The main area of concern that has been highlighted locally and nationally is the  
providers ability to achieve the indicator aimed at answering calls  within 60 seconds.  
 
In addition for the following 2 indicators NEAS are able to submit audit results in order to mitigate against the over-performance: 
• (LQR3) Percentage of answered calls transferred to 999 
• (LQR4) Percentage of patients advised to attend Accident and Emergency Department 
 
If the results of the audit confirm that the call taken was clinically appropriate to be referred to 999 or ED then the provider is not penalised for this. For these two 
indicators NEAS have evidenced that this is the case. Commissioners have confirmed that they will be undertaking an audit themselves to gain assurances that 
the NEAS audit process is robust and appropriate. 
 
The following indicators are the responsibility of NEAS’ sub-contractor Northern Doctors (NDUC). NEAS have put in place performance management steps with 
NDUC and continue to update Commissioners regarding the progress being made. 
• (LQR7) Time taken for call back <10 minutes 
• (LQR5) Warm Transferred to NHS 111 service Clinician where required 


 
 Remedial actions: 
A number of issues have been highlighted by NEAS in relation to the percentage of calls answered within 60 seconds: 
• Staff retention – There is a high level of attrition with the call centre. Circa 23 WTE are currently vacant. 
• Staff recruitment – NEAS are looking to recruit part time staff  and have signed an agreement with an agency to speed up the recruitment process with 6 


annual cycles already planned. 
• Change in call demand patterns – NEAS are making changes to shift patterns to accommodate demand 
• All calls receive the same level of triage regardless of complexity – NEAS are looking at implementing low level call takers that would be able to deal with the 


lower acuity calls – e.g. simple requests for information on opening times of GP’s/Pharmacies etc. 
This action plan will continue to be reviewed by Commissioners and regular updates provided through this report. 
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Indicator Threshold NEAS – YTD June - 14 


(NQR8) No of calls answered within 60 seconds at the end of the introductory message >=95% 93.8% 
(LQR7) Time taken for call back <10 minutes 100% 47.0% 
(LQR5) Warm Transferred to NHS 111 service Clinician where required 98% 95.6% 
(LQR3) Percentage of answered calls transferred to 999 <10% 15.1% 
(LQR4) Percentage of patients advised to attend Accident and Emergency Department <5% 6.5% 


CCG or Director Comments 
 







Exception Report  MH ER01 - DDES 


Indicator Threshold DDESCCG 


IAPT – Proportion of people moving to recovery (YTD) 50.00% 49.47% 


IAPT – Proportion of people that enter treatment against the level of need in the general population 12.8% 11.9% 


People Seen by Crisis Services prior to admission 95.0% 94.4% 


IAPT Indicators 
 
Current Performance: 
The proportion of people entering therapy dropped from a substantially improved position in May, to fall below target again. The achievement in 
June was 11.89%, this is still a substantial improvement on last years achievements and the year to date position continues to improve. The 
proportion of people moving to recovery was achieved in June (52.17% against a target of 50.0%) yet the year to date position, although 
improving, is still below target at 49.47%. 
 
Remedial actions: 
The performance notice and remedial action plan which were developed in the previous year remain in place, despite a significant increase in the 
numbers of people entering therapy. The outcome measure has increased steadily over the past six months and talking changes are now close 
to achievement. Further monitoring of the performance and action plan will occur over the next 3-6 months. It is expected that performance in 
April will be absorbed into the year to date position as the year progresses. 
 
People Seen by Crisis Services prior to admission 
 
Current Performance: 
The percentage of patients seen by crisis services prior to admission within June was 83.33% which was attributable to a single breach. The 
breach occurred as a patient was admitted to a ward on Teesside and there was insufficient capacity within the Tees Crisis team at the time. 
 
Remedial actions: 
The target is set at 95.0% as there are expected exceptions to this indicator. However due to small numbers of admissions at Clinical 
Commissioning Group level the in month target has been failed. On a year to date basis this single breach has reduced the position to 94.4%. 
Further attention will be paid to future reporting, it is expected that the current year to date position will improve as the single breach is absorbed 
into cumulative year to date position 
 


CCG or Director Comments 
 







Exception Report HCAI01 


Performance Update: 
MRSA 
There is a zero tolerance of MRSA which means that all commissioner and provider targets are zero. 
 
DDES CCG are reporting 3 cases of MRSA, 1 in April and 2 in May 
CDDFT are reporting 5 cases of MRSA, 2 in April, 1 in July and 2 in August 
CHSFT are reporting 2 cases of MRSA, 1 in April and 1 in May 
NTHFT are reporting zero cases 
 
C.Diff to 18th August 2014 
DDES CCG – 35 cases have been reported against an annual target of 75 
CDDFT – 5 cases have been reported against an annual target of 37 
CHSFT – 13 cases have been reported against an annual target of 51 
NTHFT – 7 case has been reported 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 3 5 2 0 


Incidence of C.Diff 75 35 5 13 7 
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RTT Analysis by specialty 


% within 18 weeks Total (Known) % within 18 weeks Total (Known) % within 18 weeks Total Known No. 52+ weeks
General Surgery 93.4% 269 96.6% 571 94.3% 1,885 0
Urology 76.6% 72 96.0% 194 89.7% 794 0
Trauma & Orthopaedics 91.0% 414 97.3% 504 94.2% 2,079 0
ENT 99.1% 105 98.7% 550 95.3% 1,044 0
Ophthalmology 90.9% 531 99.2% 468 96.5% 1,606 0
Oral Surgery 0.0% 0 0.0% 0 100.0% 1 0
Neurosurgery 100.0% 1 100.0% 12 97.0% 193 0
Plastic Surgery 91.3% 84 100.0% 141 95.0% 358 0
Cardiothoracic Surgery 0.0% 0 100.0% 7 87.2% 34 0
General Medicine 100.0% 1 99.1% 114 97.1% 302 0
Gastroenterology 100.0% 40 98.1% 158 97.0% 605 0
Cardiology 98.6% 69 99.1% 426 97.2% 830 0
Dermatology 98.2% 56 98.6% 341 98.0% 797 0
Thoracic Medicine 100.0% 1 98.1% 159 95.9% 375 0
Neurology 100.0% 1 98.6% 71 93.4% 398 0
Rheumatology 0.0% 0 98.1% 157 97.6% 319 0
Geriatric Medicine 0.0% 0 98.5% 196 96.6% 196 0
Gynaecology 94.1% 128 99.1% 552 96.5% 737 0
Other 93.2% 245 98.3% 909 96.5% 2,183 0
Total 92.1% 2,017 98.3% 5,530 95.4% 14,736 0


% within 18 weeks Total (Known) % within 18 weeks Total (Known) % within 18 weeks Total Known No. 52+ weeks
General Surgery 86.1% 364 96.9% 780 91.1% 2,691 0
Urology 70.5% 31 97.2% 70 90.3% 315 0
Trauma & Orthopaedics 86.2% 351 98.6% 964 94.9% 2,630 0
ENT 97.3% 143 99.4% 768 98.1% 953 0
Ophthalmology 90.3% 718 99.4% 704 96.2% 1,940 0
Oral Surgery 100.0% 79 97.5% 77 99.3% 273 0
Neurosurgery 0.0% 0 0.0% 0 - 0 0
Plastic Surgery 90.7% 244 100.0% 366 95.2% 914 0
Cardiothoracic Surgery 0.0% 0 100.0% 4 100.0% 6 0
General Medicine 100.0% 3 97.8% 221 95.5% 468 0
Gastroenterology 100.0% 2 97.3% 217 96.3% 900 0
Cardiology 100.0% 95 98.8% 658 97.4% 1,184 0
Dermatology 97.4% 224 98.7% 1,061 98.8% 2,440 0
Thoracic Medicine 0.0% 0 97.3% 254 93.5% 591 0
Neurology 0.0% 0 93.3% 28 97.5% 39 0
Rheumatology 100.0% 2 96.3% 233 93.2% 520 0
Geriatric Medicine 0.0% 0 98.3% 231 95.3% 348 0
Gynaecology 96.9% 250 99.2% 771 97.1% 1,060 0
Other 87.4% 318 97.8% 753 95.8% 1,951 0
Total 90.6% 2,824 98.4% 8,160 95.5% 19,223 0


% within 18 weeks Total (Known) % within 18 weeks Total (Known) % within 18 weeks Total Known No. 52+ weeks
General Surgery 91.4% 329 98.8% 909 97.9% 2,243 0
Urology 71.7% 134 96.2% 656 84.2% 2,627 0
Trauma & Orthopaedics 92.1% 223 99.5% 441 94.6% 2,838 0
ENT 92.3% 275 98.4% 1,004 94.3% 3,314 0
Ophthalmology 94.9% 829 98.9% 542 98.2% 4,542 0
Oral Surgery 90.3% 223 99.2% 393 92.5% 1,757 0
Neurosurgery 0.0% 0 100.0% 32 96.0% 72 0
Plastic Surgery 0.0% 0 0.0% 0 0.0% 0 0
Cardiothoracic Surgery 0.0% 0 100.0% 16 95.7% 22 0
General Medicine 0.0% 0 0.0% 0 0.0% 0 0
Gastroenterology 100.0% 198 99.5% 201 99.9% 721 0
Cardiology 100.0% 23 99.6% 482 99.3% 889 0
Dermatology 0.0% 0 0.0% 0 0.0% 0 0
Thoracic Medicine 100.0% 22 98.4% 182 99.6% 557 0
Neurology 100.0% 5 99.3% 303 99.9% 939 0
Rheumatology 100.0% 2 99.6% 223 100.0% 429 0
Geriatric Medicine 100.0% 1 100.0% 433 98.6% 511 0
Gynaecology 91.7% 99 99.2% 513 92.4% 958 0
Other 87.8% 43 99.2% 2,706 98.8% 4,589 0
Total 92.0% 2,406 98.9% 9,036 95.5% 27,008 0


CHS - RTT Analysis by Specialty -  June 2014
Treatment Function


Admitted pathways - 90% Non-admitted pathways - 95% Incomplete pathways - 92%


Treatment Function
Admitted pathways - 90% Non-admitted pathways - 95% Incomplete pathways - 92%


NHS DDES CCG - RTT Analysis by Specialty - June 2014
Treatment Function


Admitted pathways - 90% Non-admitted pathways - 95% Incomplete pathways - 92%


CDDFT - RTT Analysis by Specialty - June 2014







Cancer analysis by cancer type 


%AGE %AGE
2 WEEK WAIT 93.00% 647 688 94.04% 1994 2158 92.40%
2 WEEK BREAST SYMP 93.00% 119 123 96.75% 351 367 95.64%
31 DAY WAIT 96.00% 128 131 97.71% 378 385 98.18%
31 DAY SUBS RADIO 94.00% 47 47 100.00% 117 117 100.00%
31 DAY SUBS SURG 94.00% 16 17 94.12% 69 71 97.18%
31 DAY SUBS DRUGS 98.00% 52 52 100.00% 135 135 100.00%
62 DAY WAIT 85.00% 47 61 77.05% 142 181 78.45%
62 DAY CNSLTNT UP 0.00% 1 1 100.00% 3 3 100.00%
62 DAY SCREENING 90.00% 10 13 76.92% 37 40 92.50%


2 Week Wait


%AGE %AGE
TOTAL 93.00% 647 688 94.00% 1994 2158 92.40%
Brain 93.00% 2 2 100.00% 3 3 100.00%
Breast 93.00% 92 93 98.90% 361 379 95.30%
Children's 93.00% 1 2 50.00% 4 5 80.00%
Gynae 93.00% 68 74 91.90% 211 219 96.30%
Haem 93.00% 6 6 100.00% 10 10 100.00%
Head & Neck 93.00% 58 60 96.70% 187 195 95.90%
Leukaemia 93.00% 0 0 0.00% 1 1 100.00%
Lower GI 93.00% 111 119 93.30% 286 323 88.50%
Lung 93.00% 42 43 97.70% 127 128 99.20%
Other 93.00% 0 0 0.00% 0 0 0.00%
Sarcoma 93.00% 1 2 50.00% 2 3 66.70%
Skin 93.00% 108 114 94.70% 281 293 95.90%
Testicular 93.00% 4 4 100.00% 14 15 93.30%
Upper GI 93.00% 81 95 85.30% 282 353 79.90%
Uro 93.00% 73 74 98.60% 225 231 97.40%


62 Day Wait Referal


%AGE %AGE
All 85.00% 47 61 77.00% 142 181 78.50%
Brain/CNS 85.00% 1 1 100.00% 1 1 100.00%
Breast 85.00% 9 10 90.00% 29 30 96.70%
Children's 85.00% 0 0 0.00% 0 0 0.00%
Gynae 85.00% 4 6 66.70% 11 14 78.60%
Haem (exc AL) 85.00% 2 2 100.00% 3 6 50.00%
Head & Neck 85.00% 4 4 100.00% 9 11 81.80%
Lower GI 85.00% 5 7 71.40% 14 17 82.40%
Lung 85.00% 6 10 60.00% 12 24 50.00%
Other 85.00% 1 1 100.00% 1 2 50.00%
Sarcoma 85.00% 0 0 0.00% 1 1 100.00%
Skin 85.00% 8 9 88.90% 31 32 96.90%
Testicular 85.00% 0 0 0.00% 0 0 0.00%
Upper GI 85.00% 2 3 66.70% 10 12 83.30%
Uro (exc testes) 85.00% 5 8 62.50% 20 31 64.50%


62 Day Wait Screening


%AGE %AGE
All 90.00% 10 13 76.90% 37 40 92.50%
Brain/CNS 90.00% 0 0 0.00% 0 0 0.00%
Breast 90.00% 8 10 80.00% 29 31 93.50%
Children's 90.00% 0 0 0.00% 0 0 0.00%
Gynae 90.00% 1 1 100.00% 3 3 100.00%
Haem (exc AL) 90.00% 0 0 0.00% 0 0 0.00%
Head & Neck 90.00% 0 0 0.00% 0 0 0.00%
Lower GI 90.00% 1 2 50.00% 5 6 83.30%
Lung 90.00% 0 0 0.00% 0 0 0.00%
Other 90.00% 0 0 0.00% 0 0 0.00%
Sarcoma 90.00% 0 0 0.00% 0 0 0.00%
Skin 90.00% 0 0 0.00% 0 0 0.00%
Testicular 90.00% 0 0 0.00% 0 0 0.00%
Upper GI 90.00% 0 0 0.00% 0 0 0.00%
Uro (exc testes) 90.00% 0 0 0.00% 0 0 0.00%


Cancer Type Target  %
Jun-14 June Cumulative Position


ACTUAL ACTUAL


NHS DDES CCG - Cancer Analysis - June 2014
Target Type Target  %


Jun-14 June Cumulative Position
ACTUAL ACTUAL


Cancer Type Target  %
Jun-14 June Cumulative Position


ACTUAL ACTUAL


Cancer Type Target  %
Jun-14 June Cumulative Position


ACTUAL ACTUAL







Quality Premium Introduction 


The 'quality premium’ is intended to reward CCGs for improvements in the quality of the services that they commission and the associated 
improvements in health outcomes and reducing inequalities. The quality premium paid to CCGs in 2015/16 will reflect the quality of the health 
services commissioned by them in 2014/15 and will be based on five national measures and one local measure. 
 
The total payment for a CCG based on performance against the five national measures and the one local measure will be reduced if providers do 
not meet the NHS Constitutional rights or pledges for patients (RTT 18 week, A&E 4 hr, Cancer 2 week waits & 8 min Cat A ambulance calls). 
 
The total amount possible for CCGS to receive in achievement of the Quality Premium will be £5 per patient in the CCG, according to the same 
formula as the payment of the running cost allowance.  For DDESCCG this amounted to £1,439,290in 2013/14 and the 2014/15 figure will be 
confirmed in future reports. 
 
The following 2 pages include the 2013/14  & 2014/15 quality premiums and highlight the indicators against which the quality premium will be 
determined, together with the relevant financial value attributed to each indicator and the latest assessment of performance. This summary now 
includes a ‘best, worst and likely’ scenario as due to the timing of published data it is uncertain at this stage whether a number of the indicators 
will be achieved or not. 
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National and Local Quality Premium Indicators 2014/15 
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Population 282,890 £1,414,450


Measure
Percentage of 


Quality Premium
Value for 


CCG's Threshold
Outcome and data 


published Measure Achieved/Forecast Likely Best Worst


Preventing people from dying prematurely 15.00% 212,168 % reduction 2014 from 2014 from 
2013


Summer 2015 £212,168 £212,168 £0


IAPT 15.00% 212,168 15% by 31.03.15 Monthly updates Only just achieved the increased 
target in Q1.


£212,168 £212,168 £0


Avoidable emergency admission 25.00% 353,613 Composite measure for 2014/15 is 
less than or equal to 2013/14


Summer 2015 £353,613 £353,613 £0


F&F Test 15.00% 212,168 Action plan, assurance on actions & 
roll out


Monthly updates £212,168 £212,168 £0


Improved reporting of medication safety 
incidents


15.00% 212,168 Agreed increase in reporting from Q4 
2013/14 to Q4 2014/15


Quarterly updates £212,168 £212,168 £0


Percentage of 
Quality Premium


Value for 
CCG's Threshold Outcome and data 


published Measure Achieved/Forecast Likely Best Worst


DDES CCG Local 
Indicator patients in need of palliative care/support 15.00% 212,168 1435 patients Quarterly updates £212,168 £212,168 £0


100.00% 1,414,450 £1,414,450 £1,414,450 £0
Exception


 Report


£0 DDES ER01


£0 £0 £0
£1,414,450 £1,414,450 £0Revised Total


Category A Red 1 ambulance calls - 75% target 75.17% Jul-14 0%
Total Adjustment


A&E waits - 95% target 95.81% to 8th Aug 14 0%
Cancer 2 ww - 93% target 92.4% Jun-14 0%


Referral to treatment times (18 weeks - Incomplete) - 92% target 95.42% Jun-14 0%


National Indicators


Indicator
Value Measure Achievement


Total


NHS Consitutional rights and pledges Measures Achieved/Forecast Adjustment to funding Quality Premium Funding Adjustment


Exception
 Report


NHS DDES CCG - Quality Premium 2014/15
Potential Fund


Indicator


DDES
Achievement Exception 


Report
Value







National and Local Quality Premium Indicators 2013/14 
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Population 282,890


Measure


Percentage of 
Quality Premium Value for CCG's Threshold


Outcome and 
data published Measure Achieved/Forecast


Eligible QP 
Funding Measure Achieved/Forecast


Eligible QP 
Funding


Domain 1: Preventing people from dying prematurely
12.5 £176,806


Reduction 3.2% 
between 2012 and 2013


2013 data
Autumn 14 13/14 data unavailable at this stage £176,806


2012 data available.  Achievement 
assessed on change from 2011 and 


on 4 year timeseries
£176,806


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 £353,613 ISR 13/14 < ISR 12/13 or
 ISR 13/14< 1,000 per 100,000 population 


2013/14 data
Summer 14


All 4 indicators are showing a FOT for 
13/14 lower than performance in 12/13


£353,613


2009/10 to 2012/13 data available 
through ambition atlas.  Achievement 


assessed on change from 2011/12 
and on 4 year timeseries


£353,613


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


12.5 £0
Implement FFT in Q13/14 and 


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


Not yet known


Area Team have confirmed that 
achieiving target in Q1 2014/15 will not 
be sufficient and CDDFT did not see 


an increase and therefore will not 
achieve this target.


£0


Combined net promoter scores in Q1 
13/14: CDDFT (66), NTHFT (64), STFT 


(79).  Apr14 + May14 NPS CDDFT 
(55), NTHFT (66), STFT (77)


£0


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


12.5 £176,806 Zero MRSA and Decrease 
C-diff on target


2013/14 data
Summer 14


No - 2 cases of MRSA 0


Published 13/14 data shows 4/5 
CCGs have at least one MRSA case 


and Stees CCG were above c-diff 
trajectory


0


Measure


Percentage of 
Quality Premium Value for CCG's Threshold


Outcome and 
data published Measure Achieved/Forecast


Eligible QP 
Funding Measure Achieved/Forecast


Eligible QP 
Funding


U75 mortality rate from cancer 12.5 £176,806 <142.8 per 100,000 population


2013 data
Autumn 14 13/14 data unavailable at this stage £176,806


2012 data from the indicator portal has 
been used to determine if ambition is 


on track.
£0


Unplanned hospitalisation for asthma, diabetes and 
epilepsy in under 19s 12.5 £176,806 <395 admissions per 100,000 population


2013 data
Autumn 14 13-14 - 334.20 £176,806


Jan13 to Dec13 data from the 
indicator portal has been used to 
determine if ambition is on track. 


£176,806


Emergency admissions for children with lower respiratory 
tract infections 12.5 £176,806 <586 admisisons per 100,000 population


2013 data
Autumn 14 13-14 - 433.70 £176,806


Jan13 to Dec13 data from the 
indicator portal has been used to 
determine if ambition is on track. 


£176,806


100 £1,237,644 £1,060,838 £884,031


Quality Premium Funding 
Adjustment


£442,016


Area Team Forecast for QP


£0
-£221,008
-£221,008


£0
-£442,016Total Adjustment -£530,419


Revised Total £530,419


Cancer waits - 62 days - 85% target No - 83.9% Mar-14 25% -£265,209
Category A Red 1 ambulance calls - 75% target Yes - 78.46% to Mar-14 0% £0


Referral to treatment times (18 weeks - Incomplete) - 92% target Yes - 94.4% to Mar - 14 0% £0
A&E waits - 95% target No - 94.9% to Mar-14 25% -£265,209


Total


NHS Consitutional rights and pledges Measures Achieved/Forecast Adjustment to funding Quality Premium Funding Adjustment


National


Indicator
Value Achievement


DDES


Quality Premium DDES CCG 2013/14
Potential Fund


Indicator


DDES
AchievementValue


£1,414,450







DDES CCG - Outcome Framework Indicators 
Quality Indicator Threshold 2010/11 2011/12 2012/13 2013/14 2009 2010 2011 2012 2013 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 YTD 14-15 14-15 FOT Exception 


Report


Under 75 mortality rate per 100,000 from 
cardiovascular disease


Trend 81.2 83.8 89.8 73.0 TBC


Under 75 mortality rate per 100,000 from 
respiratory disease


Trend 35.3 35.1 39.2 39.7 TBC


Under 75 mortality rate per 100,000 from liver 
disease


Trend 17.0 19.2 20.5 21.3 TBC


Under 75 mortality per 100,000 rate from cancer
Trend 150.6 138.5 145.3 148.1 TBC


Unplanned hospitalisation for chronic 
ambulatory care sensitive conditions rate per 
100,000


Trend
1,104.9 1,053.3 1,049.3 1,016.5 88.25962 87.1 69.98 245.36


Unplanned hospitalisation for asthma, diabetes 
and epilepsy in under 19s rate per 100,000


Trend
438.6 406.6 447.4 334.2 30.30 31.45 36.59 98.35


Emergency admissions for acute conditions that 
should not usually require hospital admission


Trend
1,570.5 1,564.0 1,655.2 1,567.3 138.70 130.78 114.98 384.46


Emergency readmissions within 30 days of 
discharge from hospital


Trend 0.12682 13.82% 12.970 13.38%
Emergency admissions for children with Lower 
Respiratory Tract Infections (LRTI)


Trend 566.7 603.3 497.2 433.7 27.91935 16.59309 16.66 61.17
% of people who enter treatment against the 
level of need in the general population (IAPT)


12.80% 8.2% 10.40% 16.31% 11.89% 12.94%


% of people who complete treatment who are 
moving to recovery (IAPT) 50.00% 45.4% 46.80% 48.45% 52.17% 49.47%


Total Health gain Hip replacement Trend 0.435 TBC


Total Health gain Knee replacement Trend 0.281 TBC


Total Health gain Groin hermia Trend 0.083 TBC


Total Health gain Varicose veins Trend 0.000 TBC


FFT Maternity Antenatal Score (CDDFT) 86 68 74
FFT Maternity Birth (CDDFT) 77 81 85
FFT Maternity Postnatal Ward (CDDFT) 79 76 83
FFT Maternity Postnatal Community (CDDFT) 88 89 89
FFT A&E Response (CDDFT) 15% 22.6% 26.2% 34.8%
FFT A&E Score (CDDFT) 50 47 40 45
FFT Inpatient Response (CDDFT) 15% 34.8% 32.3% 39.1%
FFT Inpatient Score (CDDFT) 50 71 74 73
FFT Maternity Antenatal Score (CHSFT) 82 70 71
FFT Maternity Birth (CHSFT) 87 84 79
FFT Maternity Postnatal Ward (CHSFT) 82 84 80
FFT Maternity Postnatal Community (CHSFT) 80 80 76
FFT A&E Response (CHSFT) 15% 17.4% 21.7% 19.2%
FFT A&E Score (CHSFT) 50 74 74 80
FFT Inpatient Response (CHSFT) 15% 46.1% 51.2% 49.2%
FFT Inpatient Score (CHSFT) 50 73 76 78
FFT Maternity Antenatal Score (NTHFT) 71 67 76
FFT Maternity Birth (NTHFT) 71 70 78
FFT Maternity Postnatal Ward (NTHFT) 69 71 90
FFT Maternity Postnatal Community (NTHFT) 76 78 50
FFT A&E Response (NTHFT) 15% 23.0% 8.6% 20.1%
FFT A&E Score (NTHFT) 50 54 69 57
FFT Inpatient Response (NTHFT) 15% 57.4% 50.2% 46.6%
FFT Inpatient Score (NTHFT) 50 67 72 73


Healthcare acquired infection (HCAI) measure 
(MRSA)  to 8th August 2014


0 1 2 0 0 0 3


Healthcare acquired infection (HCAI) measure 
(clostridium difficile infections) to 8th August 
2014


75 10 4 6 10 5 35


Domain 5 - Treating and caring for people in a safe environment and protecting them from avoidable harm


HCAI01


Domain 4 - Enusring that people have a positive experience of care


QER03


No data available


Domain 1 - Preventing people from dying prematurely


Domain 2 - Enhancing quality of life for people with long-term conditions


Domain 3 - Helping people to recover from ill health or injury


MH ER01







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 2014/15 financial year.  
 
Acute contract performance included in this report is based on 3 months of data.  
 
Full risk share arrangements are no longer 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 CCG is therefore exposed 
to greater financial risk in the current financial year. Increased emphasis is being placed on both contract and demand 
management to facilitate effective management of these contracts.  
 
The County Durham and Darlington FT contract remain unsigned with significant differences between provider and 
commissioner positions in the negotiation. The contract is being treated as PbR until this is resolved. The North Tees and 
Hartlepool NHS FT contract and the City Hospitals Sunderland Contract have both been agreed with cap and collar 
arrangements, which limit risk to the CCG. 
 
Pressure is starting to emerge on the County Durham and Darlington and City Hospitals and Contracts at month 3. 
 
One month of prescribing data is available. Prescribing costs per weighted head of population for Sedgefield have reduced 
since 2013/14, whilst Easington and Durham Dales cost per had has increased.  
 
CHC costs remain broadly within expected levels. 
 
 
 
 
 
 







Finance & Activity 


County Durham And Darlington NHS FT Overview 
Contract Update 


• This contract remains unsigned, with significant differences between 
commissioner and provider positions in the negotiation.  


• The form of financial arrangement and cost envelope has not been 
agreed with the provider. Until this is agreed, this contract will be treated 
as full PbR. 


Data Issues 


• Known business rules are now applied to this contract. 


• Work continues around the smaller reconciliation issues on this contract. 
Patient level record reconciliation is currently being undertaken by the 
DMIC and Trusts information department. 


• High levels of uncoded data remain present in the current month data. 
An estimate of the uncoded activity is included in the position. 


Financial Performance 


• This contract is over performing by c£521k according to CCG data at 
the end of month 3.  


• Penalties totalling £188k have ben applied at the end of month 3. These 
have been apportioned to CCGs based on proportion of total contract 
value as prosed by CCGS. 


• Elective activity is significantly above plan at the end of month 3 (7.5% 
higher than plan in financial terms) mainly arising in daycases in 
ophthalmology (£274k YTD). Current demand plans for ophthalmology 
include an adjustment to code lucentis activity as an outpatient 
procedure rather than a daycase, which is driving some of this variance. 
Ophthalmology is currently undergoing review as an area of pressure 
with the CCGs. Pain Management and Cardiology Daycases are also 
showing pressure (c£40k and £30k respectively) 


• High cost drugs costs are down £106k on plan – particularly anti-tnf 
drugs. Drugs lines include c7% uplift as per monitor guidance. Devices 
are £14k overspent – biological mesh and sacral nerve stimulators are 
both areas of pressure (c£15k and £20k respectively) ITU costs are 
£122k up on plan – 90 bed days. 


• Gastroenterology non elective cost along with Cardiology and Diabetic 
medicine are showing as areas of over performance.  


£000s (FOT)
Plan Actual Plan Actual Variance Variance


POD Summary
Accident and Emergency 10,053 10,052 954£            1,035£          80£        321£                
Elective 5,155 5,933 4,941£         5,315£          374£      1,463£             
Non Elective 5,462 5,467 8,637£         8,876£          239£      944£                
Excess Beddays 3,301 2,959 741£            678£             63-£        260-£                
Outpatient First 15,803 16,466 1,986£         2,062£          76£        315£                
Outpatient Follow Up 27,016 28,135 1,962£         2,074£          112£      464£                
Outpatient Procedures 5,195 5,464 780£            783£             4£          13£                  
Outpatient Diagnostics 0 0 777£            777£             -£          -£                     
Maternity Pathways 1,043 1,035 874£            843£             31-£        125-£                
Other Services 547,931 527,466 4,900£         4,763£          138-£      549-£                
Quality Payments 607£            659£             52£        208£                
Total 27,158£       27,864£        706£      2,794£             


Penalties -£                188-£             188-£      751-£                
Total After Penalties 27,158£       27,676£        518£      2,043£             


Emergency Readmissions Adjustment 442-£            439-£             3£          12£                  
Emergency Threshold -£                -£                  -£          -£                     
Total after adjustments 26,716£       27,237£        521£      2,055£             


Activity (YTD) £000s (YTD)
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Finance & Activity 


County Durham And Darlington NHS FT Activity Trends 
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County Durham And Darlington NHS FT Hotspots 


YTD Variance £000s AandE Elective
Excess 


Beddays
Maternity 
Pathways


Non 
Elective


Other 
Services


Outpatient 
First


Outpatient 
Follow Up


Outpatient 
Procedures


Trauma & Orthopaedics -£              82£           104£         -£              26£           -£              19£                  15£                     4£                         
Ophthalmology 5-£              287£         1-£              -£              5-£              -£              20-£                  11-£                     33-£                      
Cardiology -£              15£           10£           -£              169£         6-£              8£                    9£                        1-£                         
Pain Management -£              43£           -£              -£              -£              -£              5£                    61£                     5-£                         
Gastroenterology -£              8-£              2-£              -£              103£         -£              6£                    6£                        1£                         
Diabetic Medicine -£              1-£              4-£              -£              69£           -£              10£                  7£                        0£                         
Respiratory Medicine -£              3£              4£              -£              41£           -£              9£                    15£                     0-£                         
Dermatology -£              47£           0-£              -£              1£              -£              8£                    7-£                        24£                      
ENT -£              13£           0-£              -£              19£           -£              4£                    2£                        5£                         
Plastic Surgery -£              34£           2-£              -£              4-£              -£              9£                    0£                        4-£                         
Clinical Haematology -£              4-£              2-£              -£              18£           -£              3£                    12£                     -£                         
Paediatric Plastic Surgery -£              1£              -£              -£              16£           -£              7£                    1-£                        0-£                         
Paediatrics -£              13£           4-£              -£              32£           -£              12-£                  7-£                        -£                         
Joint Assessment Team CDDFT -£              -£              -£              -£              -£              -£              6£                    10£                     0-£                         
Hepatology -£              0-£              -£              -£              -£              -£              8£                    5£                        -£                         
Clinical Oncology -£              6£              5£              -£              2£              -£              -£                     -£                        -£                         
Neurology -£              -£              -£              -£              3£              -£              5£                    0-£                        -£                         
Rehabilitation -£              -£              -£              -£              4£              -£              -£                     -£                        -£                         
Rheumatology -£              31£           -£              -£              1-£              -£              8-£                    19-£                     1-£                         
Paediatric Urology -£              -£              -£              -£              -£              -£              2£                    0£                        -£                         
Endocrinology -£              0-£              -£              -£              0-£              -£              1£                    2£                        -£                         
Critical Care Medicine -£              -£              -£              -£              -£              122£         -£                     -£                        -£                         







Referrals - CDDFT 


Finance & Activity 


Only specialties where there has been an increase or decrease of at least five 
referrals are shown. Having grown significantly during the past 12 months 
referrals to Breast Surgery and ENT have continued to grow.  There continues 
to be a large amount of variation in dermatology referrals between DDES 
practices. 
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City Hospitals Sunderland  NHS FT Overview 


Contract Update 


• This contract has a risk share arrangement for 2014/15, with 
a floor and ceiling agreed for most elements of the contract, 
which limits financial risk to the CCG.  


• High cost drugs and devices transact outside of the floor and 
ceiling arrangement. 


• Readmissions adjustments have been reinvested in schemes 
with this provider. 


Data Issues 


• A number of reconciliation issues are outstanding with this 
provider, though the values are small.   


Financial Performance 


• This contract is over performing by £173k YTD, forecasting 
£696m overspend. This will be limited to the 1% cap applied 
to the contract value (excluding drugs). The position shown 
here is the unadjusted position. 


• Activity trends with this provider show a slight upward trend 
across most areas.  


• Elective inpatients, outpatient follow ups and outpatient 
procedures all continue to show pressure on this contract. 


• Ophthalmology elective activity is showing significant 
pressure with this provider. (£74k YTD pressure) Daycase 
activity is significantly higher than planned and above 
average levels from 2013/14.   


• The hotspot report highlights maternity pathways as an 
exception – the plan for these items are recorded under a 
different specialty. Demand plans will be re-aligned in future 
months to improve reporting.  


 


 


 


 


£000s (FOT)
Plan Actual Plan Actual Variance Variance


POD Summary
Accident and Emergency 4,221 4,427 353£           375£             22£        89£                  
Elective 2,237 2,336 1,889£        2,081£          193£      753£                
Non Elective 1,590 1,473 2,506£        2,421£          85-£        350-£                
Excess Beddays 1,095 969 253£           214£             38-£        157-£                
Outpatient First 3,906 4,791 538£           496£             43-£        177-£                
Outpatient Follow Up 8,740 13,867 657£           761£             104£      439£                
Outpatient Procedures 758 1,491 125£           273£             148£      612£                
Outpatient Diagnostics 0 0 199£           199£             -£          -£                     
Maternity Pathways 227 159 196£           133£             63-£        253-£                
Other Services 38,282 33,122 951£           886£             65-£        260-£                
Quality Payments 181£           181£             -£          0-£                    
Total 7,846£        8,019£          173£      696£                


Penalties -£               -£                  -£          -£                     
Total After Penalties 7,846£        8,019£          173£      696£                


Emergency Readmissions Adjustment 90-£             90-£               -£          -£                     
Emergency Threshold -£               -£                  -£          -£                     
Total after adjustments 7,756£        7,929£          173£      696£                


Activity (YTD) £000s (YTD)
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City Hospitals Sunderland NHS FT Activity Trends 


0


50


100


150


200


250


Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb


Elective Activity Trend
2013/14-2014/15


Elective


Linear (Elective)


0


50


100


150


200


250


300


350


400


450


Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb


Non Elective Activity Trend
2013/14-2014/15


Non Elective


Linear (Non Elective)


1150


1200


1250


1300


1350


1400


1450


1500


1550


1600


Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb


A&E Activity Trend
2013/14-2014/15


A&E


Linear (A&E)


0


100


200


300


400


500


600


700


800


Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb


Daycase Activity Trend
2013/14-2014/15


Daycases


Linear (Daycases)


0
200
400
600
800


1000
1200
1400
1600
1800
2000


Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb


First Outpatient Attendances Activity Trend
2013/14-2014/15


Outpatient FA


Linear (Outpatient FA)


0


1000


2000


3000


4000


5000


6000


Outptient Follow Up Activity Trend
2013/14-2014/15


Outpatient FUP


Linear (Outpatient FUP)







Finance & Activity 


City Hospitals Sunderland NHS FT Hotspots 


YTD Variance £000s AandE Elective
Excess 


Beddays
Maternity 
Pathways


Non 
Elective Other 


Services
Outpatient 
First


Outpatient 
Follow Up


Outpatient 
Procedures


Cardiology -£              16£           10-£           -£              135£         0-£              5-£                    2-£                        3£                         
General Surgery -£              50£           13£           -£              20£           -£              1-£                    0-£                        3-£                         
Ophthalmology -£              68£           -£              -£              0-£              -£              7£                    12-£                     19£                      
Rheumatology -£              6£              0-£              -£              0-£              -£              2£                    49£                     0£                         
Urology -£              24£           5-£              -£              31£           -£              6£                    1£                        58£                      
Clinical Oncology -£              1-£              11£           -£              46£           -£              -£                     0-£                        -£                         
Gynaecology -£              19£           -£              -£              7£              -£              0-£                    1£                        18£                      
Neurology -£              7£              2£              -£              16£           -£              3£                    2-£                        -£                         
Trauma & Orthopaedics -£              36-£           24-£           -£              44£           -£              0-£                    36£                     1-£                         
Critical Care Medicine -£              -£              -£              -£              18£           -£              -£                     -£                        -£                         
Vascular Surgery -£              19£           1£              -£              8-£              -£              2£                    2£                        -£                         
Gastroenterology -£              20£           4£              -£              8-£              -£              1-£                    0-£                        0£                         
Accident & Emergency 22£           6£              21£           -£              36-£           -£              2-£                    2£                        2£                         
Respiratory Medicine -£              8£              5£              -£              2£              -£              15-£                  9£                        -£                         
Breast Surgery -£              2£              0£              -£              2£              -£              3£                    1£                        0-£                         
Rehabilitation -£              -£              3£              -£              4£              -£              1-£                    1-£                        -£                         
Colorectal Surgery -£              3-£              -£              -£              -£              -£              1£                    5£                        10£                      
Paediatrics -£              2£              19-£           -£              4-£              -£              6£                    18£                     4£                         
Pain Management -£              2£              -£              -£              2£              -£              1-£                    1-£                        -£                         
Endocrinology -£              0£              2£              -£              10-£           -£              3£                    4£                        -£                         
Histopathology -£              -£              -£              -£              -£              25£           -£                     -£                        -£                         
Transient Ischaemic Attack -£              -£              -£              -£              -£              -£              -£                     -£                        -£                         
Chemical Pathology -£              -£              -£              -£              -£              2£              -£                     -£                        -£                         
Diagnostic Imaging -£              -£              -£              -£              -£              -£              -£                     -£                        1£                         
Physiotherapy -£              -£              -£              -£              -£              0-£              -£                     -£                        -£                         
Medical Microbiology -£              -£              -£              -£              -£              30-£           -£                     -£                        -£                         
Global Trust Costs -£              -£              -£              -£              -£              59-£           -£                     -£                        -£                         
Nephrology -£              2-£              10-£           -£              6-£              -£              1-£                    6£                        -£                         
Clinical Haematology -£              9-£              1-£              -£              3-£              -£              0£                    5-£                        -£                         
Obstetrics -£              6£              2-£              132£         164-£         -£              -£                     -£                        -£                         
Midwife Episode -£              -£              -£              195-£         -£              -£              -£                     -£                        -£                         
Geriatric Medicine -£              0-£              36-£           -£              184-£         -£              1-£                    1£                        -£                         







Finance & Activity 


North Tees and Hartlepool NHS FT Overview 


Contract Update 


• This contract will operate on a ‘cap and collar’ basis, 
whereby the minimum / maximum that can be charged 
is +/-1% over contract baseline excluding blocks (+/-
£306k). The contract also includes full reinvestment of 
readmissions monies into 3 schemes (7 day therapies, 
discharge outreach and older people’s rapid 
assessment). 


Data Issues 


• No major issues.  


Financial Performance 


• This contract is underperforming by £306k as at M03 
flex. Non-elective accounts for £182k of this, and 
elective a further £69k 


• Activity trends with this provider show a slight decrease 
in elective, non-elective and outpatient activity but 
increases with A&E and daycase activity.   


Forecast outturn 


• The PBR forecast outturn for this contract is £704k 
underspent, and excluding the difference between the 
Trust and NECS reported positions. However, the cap 
and collar arrangement will limit this underspend to 
£306k underspent. 


 


 


£000s (FOT)
Plan Actual Plan Actual Variance Variance


POD Summary
Accident and Emergency 1,699 1,844 168£           188£             20£        80£                  
Elective 1,536 1,552 1,827£        1,757£          69-£        197-£                
Non Elective 2,019 1,715 2,785£        2,603£          182-£      689-£                
Excess Beddays 723 764 158£           173£             15£        69£                  
Outpatient First 3,036 3,202 459£           486£             27£        128£                
Outpatient Follow Up 7,301 7,214 584£           588£             4£          25£                  
Outpatient Procedures 624 602 163£           163£             0£          12£                  
Outpatient Diagnostics 2,831 2,545 217£           236£             19£        78£                  
Maternity Pathways 292 1,292 252£           301£             49£        198£                
Other Services 69,522 67,237 1,637£        1,541£          95-£        379-£                
Quality Payments 194£           187£             7-£          29-£                  
Total 8,444£        8,224£          220-£      704-£                


Penalties -£               -£                  -£          -£                     
Total After Penalties 8,444£        8,224£          220-£      704-£                


Emergency Readmissions Adjustment -£               86-£               86-£        344-£                
Emergency Threshold -£               -£                  -£          -£                     
Total after adjustments 8,444£        8,138£          306-£      1,048-£             


Activity (YTD) £000s (YTD)
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Finance & Activity 


North Tees and Hartlepool NHS FT Activity Trends 
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Finance & Activity 


North Tees Hospitals NHS FT Hotspots 


YTD Variance £000s AandE Elective
Excess 


Beddays
Maternity 
Pathways


Non 
Elective


Other 
Services


Outpatient 
First


Outpatient 
Follow Up


Outpatient 
Procedures


General Surgery -£              66£           0£              -£              5£              -£              9£                    6£                        6£                         
Respiratory Medicine -£              7£              6£              -£              45£           -£              3£                    8£                        -£                         
Rheumatology -£              1-£              -£              -£              2-£              -£              16£                  34£                     0-£                         
Obstetrics -£              -£              0-£              49£           3-£              -£              -£                     -£                        -£                         
Pain Management -£              4£              -£              -£              -£              -£              3-£                    23£                     2-£                         
Radiology -£              -£              -£              -£              0£              63-£           -£                     -£                        -£                         
Accident & Emergency 20£           -£              -£              -£              3-£              -£              -£                     1£                        -£                         
Clinical Haematology -£              14£           7-£              -£              7-£              -£              1-£                    18£                     -£                         
Physiotherapy -£              -£              -£              -£              -£              -£              9£                    4£                        -£                         
Urology -£              11-£           14£           -£              14£           -£              4-£                    1-£                        6-£                         
SPINAL SURGERY SERVICE -£              -£              -£              -£              -£              -£              5£                    7£                        -£                         
Clinical Physiology -£              -£              -£              -£              -£              10£           -£                     -£                        1£                         
Gastroenterology -£              6-£              -£              -£              -£              -£              1£                    8£                        1-£                         
Diabetic Medicine -£              -£              -£              -£              -£              -£              0£                    3£                        -£                         
Gynaecological Oncology -£              -£              -£              -£              -£              -£              2-£                    2£                        15-£                      
Chemical Pathology -£              -£              -£              -£              -£              3-£              0-£                    1£                        -£                         
Audiology -£              -£              -£              -£              -£              7£              -£                     -£                        -£                         
General Pathology -£              -£              -£              -£              -£              1-£              -£                     -£                        -£                         
Immunopathology -£              -£              -£              -£              -£              1£              -£                     -£                        -£                         
Global Trust Costs -£              -£              -£              -£              -£              19-£           -£                     1-£                        -£                         
Geriatric Medicine -£              -£              -£              -£              -£              -£              4-£                    1-£                        -£                         
Clinical Oncology -£              6£              0-£              -£              12-£           -£              -£                     -£                        -£                         
Paediatrics -£              5-£              1£              -£              20-£           -£              7£                    1£                        -£                         
Trauma & Orthopaedics -£              101-£         14£           -£              49£           -£              2£                    11£                     -£                         
Cardiology -£              37-£           0-£              -£              4£              9-£              1£                    3£                        -£                         
Gynaecology -£              26-£           4£              -£              10-£           24-£           5-£                    4-£                        5-£                         
Nursing Episode -£              -£              -£              -£              -£              -£              3-£                    115-£                   -£                         
General Medicine -£              20£           17-£           -£              243-£         -£              5-£                    5-£                        23£                      







Finance & Activity 


South Tees Hospitals  NHS FT Overview 
Contract Update 


• This contract is based on full PbR principles and as such any 
over/under performance will be a pressure/benefit to the 
CCGs financial position. 


Data Issues 


• There is currently work being undertaken with the trust to 
reconcile the data.  The variance currently for DDES CCG is 
£44K lower than trust data. 


Financial Performance 


• The current YTD position is £72k under contract at the end of 
month 3, including readmissions, penalties and risk share 
adjustments. 


• Most lines are showing underspends at the end of month 3. 
Only the elective lines show a pressure.  


• T&O, Urology, and General surgery all show as pressure 
areas within the elective lines at the end of month 3. 
Orthopaedics is one area that is under considerable pressure 
to deliver the 18 week referral to treatment target. South Tees 
are currently sub contracting work to BMI woodlands to help 
resolve this issue.  


• All other areas are showing an under spend at M3, mainly in 
devices, outpatient procedures and emergency admissions. 


• Given the backlog of patients requiring treatment within 18 
weeks, it is likely that this provider will increase activity levels 
in year to meet the performance target. This constitutes a 
financial risk to the CCG as this contract is likely to over 
perform on elective lines in 2014/15. Current forecast outturn 
is £241k under spend. 


 


 


£000s (FOT)
Plan Actual Plan Actual Variance Variance


POD Summary
Accident and Emergency 291 298 32£             32£               0-£          0-£                    
Elective 526 562 772£           982£             210£      820£                
Non Elective 205 204 446£           413£             33-£        182-£                
Excess Beddays 259 148 59£             31£               28-£        122-£                
Outpatient First 1,111 931 150£           129£             21-£        86-£                  
Outpatient Follow Up 2,675 2,684 248£           241£             8-£          31-£                  
Outpatient Procedures 1,057 886 150£           115£             35-£        146-£                
Outpatient Diagnostics 606 428 70£             43£               27-£        112-£                
Maternity Pathways 9 0 3£               -£                  3-£          14-£                  
Other Services 350 278 563£           446£             117-£      100-£                
Quality Payments 57£             56£               1-£          6-£                    
Total 2,551£        2,489£          62-£        21£                  


Penalties -£               10-£               10-£        10-£                  
Total After Penalties 2,551£        2,479£          72-£        12£                  


Emergency Readmissions Adjustment 27-£             27-£               0-£          0-£                    
Emergency Threshold -£               -£                  -£          -£                     
Total after adjustments 2,524£        2,452£          72-£        11£                  


Activity (YTD) £000s (YTD)
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South Tees Hospitals NHS FT Activity Trends 
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Finance & Activity 


South Tees Hospitals NHS FT Hotspots 


YTD Variance £000s AandE Elective
Excess 


Beddays
Maternity 
Pathways


Non 
Elective


Other 
Services


Outpatient 
First


Outpatient 
Follow Up


Outpatient 
Procedures


Urology -£              62£           1£              -£              21£           -£              0-£                    0£                        6£                         
Trauma & Orthopaedics -£              70£           2-£              -£              14£           -£              1-£                    1-£                        1£                         
General Surgery -£              43£           18-£           -£              21£           -£              5£                    0£                        0-£                         
Critical Care Medicine -£              3-£              -£              -£              26£           6£              -£                     -£                        -£                         
Cardiology -£              13£           1£              -£              9£              -£              3-£                    2£                        1-£                         
Gynaecology -£              19£           -£              -£              2-£              2£              1£                    0£                        2£                         
Interventional Radiology -£              9£              6£              -£              1-£              -£              -£                     -£                        -£                         
Gastroenterology -£              2-£              5£              -£              8£              -£              0£                    1-£                        -£                         
Rehabilitation -£              -£              -£              -£              -£              74-£           2-£                    3£                        2-£                         
Global Trust Costs -£              -£              -£              -£              -£              40-£           -£                     -£                        -£                         
IVF -£              -£              -£              -£              -£              10-£           -£                     -£                        -£                         
Diagnostic Imaging -£              -£              -£              -£              -£              -£              -£                     0-£                        9-£                         
Plastic Surgery -£              9£              1-£              -£              11-£           -£              2-£                    1-£                        2-£                         
Pain Management -£              5-£              -£              -£              2-£              -£              0£                    0-£                        1£                         
Dermatology -£              1-£              -£              -£              0-£              -£              6-£                    1-£                        26-£                      
General Medicine -£              0£              1£              -£              7-£              -£              3-£                    0£                        -£                         
Accident & Emergency 0-£              -£              -£              -£              14-£           -£              0-£                    0-£                        -£                         
Nephrology -£              0-£              1£              -£              15-£           -£              0£                    5-£                        -£                         
Vascular Surgery -£              1-£              3-£              -£              17-£           -£              -£                     -£                        -£                         
ENT -£              12-£           8-£              -£              8-£              -£              3-£                    5£                        9-£                         
Clinical Oncology -£              9-£              -£              -£              39-£           -£              -£                     -£                        -£                         







Finance & Activity 


Newcastle Upon Tyne Hospitals NHS FT Overview 


Contract Update 


• This contract is based on full PbR principles and as 
such any over/underperformance will be a 
pressure/benefit to the CCG’s financial position; 


• The position includes a benefit on Emergency 
Readmissions which will be required for re-investing. 


 Data Issues 


• NECS are working closely with NuTH to ensure all data 
issues and data challenges are raised and resolved. 


• There is a monthly Information and Data Group which 
analyses all data to ensure consistency in the treatment 
of PbR Guidance and rules. 


Financial Performance 


• Elective is under performing at month 3, this under 
performance is mainly HRG Chapters are RC 
Interventional Radiology and LB Urological & Male 
Reproduction System; 


• Non-Elective is over performing at month 3, this under 
performance is mainly HRG Chapters are JC Skin 
Surgery and AA Nervous System; 


• Other Service is under performing this is mainly due to 
Fertility Treatments and ITU; 


• Following challenges on Medical Devices a reduction 
will be agreed during Quarter 1 Cash up for £5k which 
relates to devices that should have been charged to 
Specialised Service. 


£000s (FOT)
Plan Actual Plan Actual Variance Variance


POD Summary
Accident and Emergency 156 163 15£             16£               0£          2£                    
Elective 389 412 469£           402£             67-£        268-£                
Non Elective 115 146 223£           260£             37£        147£                
Excess Beddays 119 42 28£             12£               16-£        65-£                  
Outpatient First 388 473 61£             69£               7£          30£                  
Outpatient Follow Up 1,251 1,393 116£           132£             15£        61£                  
Outpatient Procedures 252 264 40£             43£               3£          11£                  
Outpatient Diagnostics 373 395 49£             50£               0£          0£                    
Maternity Pathways 1 2 1£               1£                 0-£          0-£                    
Other Services 143 52 257£           164£             93-£        336-£                
Quality Payments 29£             29£               0-£          0-£                    
Total 1,290£        1,176£          113-£      418-£                


Penalties -£               -£                  -£          -£                     
Total After Penalties 1,290£        1,176£          113-£      418-£                


Emergency Readmissions Adjustment -£               22-£               22-£        22-£                  
Emergency Threshold -£               -£                  -£          -£                     
Total after adjustments 1,290£        1,155£          135-£      439-£                


Activity (YTD) £000s (YTD)
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Finance & Activity 


Newcastle Upon Tyne Hospitals NHS FT Activity Trends 
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Finance & Activity 


Newcastle upon Tyne Hospitals NHS FT Hotspots 


YTD Variance £000s AandE Elective
Excess 


Beddays
Maternity 
Pathways


Non 
Elective


Other 
Services


Outpatient 
First


Outpatient 
Follow Up


Outpatient 
Procedures


Paediatrics -£              2£              3£              -£              22£           -£              2-£                    0-£                        0-£                         
Hepatology -£              11£           0£              -£              14£           -£              0-£                    1-£                        -£                         
Hepatobiliary & Pancreatic Surgery -£              3£              1-£              -£              20£           13£           1£                    1£                        -£                         
General Medicine -£              13£           1-£              -£              9£              -£              0£                    2£                        -£                         
Plastic Surgery -£              9£              7-£              -£              12£           1£              1£                    0£                        3£                         
Clinical Haematology -£              1-£              3-£              -£              10£           3£              0-£                    7£                        -£                         
Paediatric Plastic Surgery -£              0-£              -£              -£              11£           -£              -£                     -£                        -£                         
Clinical Psychology -£              -£              -£              -£              -£              -£              1£                    8£                        -£                         
SPINAL SURGERY SERVICE -£              -£              -£              -£              -£              -£              2£                    5£                        -£                         
Accident & Emergency 0£              -£              -£              -£              5£              -£              -£                     -£                        -£                         
General Surgery -£              3£              -£              -£              8£              -£              2-£                    5-£                        0-£                         
Transplantation Surgery -£              -£              -£              -£              5£              5£              0£                    0£                        -£                         
Endocrinology -£              2£              -£              -£              -£              -£              1£                    0£                        -£                         
Paediatric Cardiology -£              1£              -£              -£              1£              -£              -£                     0£                        0-£                         
Dermatology -£              0-£              0-£              -£              -£              -£              1£                    1£                        1£                         
Midwife Episode -£              -£              -£              -£              2£              -£              -£                     -£                        -£                         
Breast Surgery -£              1£              -£              -£              -£              -£              0-£                    0£                        0-£                         
Pain Management -£              0£              -£              -£              -£              -£              0£                    0£                        0£                         
Infectious Diseases -£              -£              1£              -£              1£              -£              1-£                    0-£                        -£                         
Clinical Oncology -£              5-£              1-£              -£              4-£              -£              -£                     -£                        -£                         
Global Trust Costs -£              -£              -£              -£              -£              43-£           -£                     -£                        -£                         
Upper Gastrointestinal Surgery -£              3-£              1-£              -£              13-£           4£              1£                    0-£                        0£                         
Paediatric Medical Oncology -£              11-£           0-£              -£              9-£              -£              -£                     1£                        -£                         
Colorectal Surgery -£              17-£           4-£              -£              3-£              -£              0£                    1£                        -£                         
Trauma & Orthopaedics -£              18-£           2-£              -£              0-£              -£              1£                    5-£                        0-£                         
Urology -£              19-£           -£              -£              7-£              -£              1-£                    1£                        1-£                         







Finance & Activity 


BMI Woodlands Overview 
Contract Update 


• This contract has been signed and will operate on a PbR basis in 
14/15. 


Data Issues 


• None identified. 


Financial Performance 


• This contract is currently underperforming against an unphased plan 
at the end of month 3 by £7k. 


• Elective expenditure are both below plan, this is driven 
predominantly by underspends against elective orthopaedic activity.  


• This provider is currently being sub contracted by South Tees 
Hospitals NHS FT to provide additional capacity to improve this 
trusts waiting list performance, particularly for Orthopaedic work. This 
is likely to be impacting upon the capacity available for inpatient 
activity directly commissioned by the CCG and may be the driver 
behind the underperformance in orthopaedics early in the year. This 
may not continue throughout the financial year. 


• Elective activity with this provider has remained static over the last 
twelve months, whilst day cases has seen some growth. Outpatients 
has grown substantially – particularly follow ups associated with 
diagnostic imaging. 


Forecast Outturn 


• The financial projection for this contract is £26k underspent based on 
a straight line forecast. The forecast has not been adjusted to take 
into account any changes in flows part way through the year for 
changes that may arise form the sub contracting arrangements for 
South Tees Hospitals as no detailed information is available for this.  


 Action Points 


• Resolve double counting of Outpatient Diagnostics (nil impact on 
financial flows) – (Provider management/Commissioning 
Finance/DMIC) 


£000s (FOT)
Plan Actual Plan Actual Variance Variance


POD Summary
Accident and Emergency 0 0 -£               -£                  -£          -£                     
Elective 237 243 409£           373£             36-£        143-£                
Non Elective 0 0 -£               -£                  -£          -£                     
Excess Beddays 0 6 0£               1£                 1£          5£                    
Outpatient First 334 385 43£             49£               6£          24£                  
Outpatient Follow Up 1,133 1,502 44£             49£               6£          23£                  
Outpatient Procedures 62 56 15£             16£               1£          6£                    
Outpatient Diagnostics 159 438 12£             27£               15£        60£                  
Maternity Pathways 0 0 -£               -£                  -£          -£                     
Other Services 0 0 -£               -£                  -£          -£                     
Quality Payments 13£             13£               0-£          1-£                    
Total 536£           529£             7-£          26-£                  


Penalties -£               -£                  -£          -£                     
Total After Penalties 536£           529£             7-£          26-£                  


Emergency Readmissions Adjustment -£               -£                  -£          -£                     
Emergency Threshold -£               -£                  -£          -£                     
Total after adjustments 536£           529£             7-£          26-£                  


Activity (YTD) £000s (YTD)
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Finance & Activity 


BMI Woodlands Activity Trends 
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Finance & Activity 


BMI Woodlands Hotspots 


YTD Variance £000s AandE Elective
Excess 


Beddays
Maternity 
Pathways


Non 
Elective


Other 
Services


Outpatient 
First


Outpatient 
Follow Up


Outpatient 
Procedures


Ophthalmology -£              9£              -£              -£              -£              -£              2£                    1£                        0£                         
ENT -£              3£              -£              -£              -£              -£              0£                    0£                        0£                         
Pain Management -£              1£              -£              -£              -£              -£              0-£                    0£                        -£                         
Urology -£              0-£              0-£              -£              -£              -£              1-£                    1£                        2£                         
General Surgery -£              3-£              -£              -£              -£              -£              0-£                    1£                        0£                         
Gynaecology -£              6-£              -£              -£              -£              -£              2£                    0£                        0-£                         
Gastroenterology -£              5-£              -£              -£              -£              -£              -£                     -£                        2-£                         
Trauma & Orthopaedics -£              34-£           1£              -£              -£              -£              3£                    3£                        1£                         







North East Ambulance Services POD Analysis 


Finance & Activity 


Contract Update 


• This contract is a block, with activity driven elements and 
penalties. 


Data Issues 


• None identified 


Financial Performance 


• There is an under performance on See & Treat which is off 
set by over performance on See Treat & Convey. As this is 
only month 3 data it's too early to predict if this under 
performance is a blip or whether it will be sustained, ongoing 
monitoring will occur; 


• Penalties previously applied and been returned to NEAS due 
to the achievement of their Quarterly target. 


  
£000s (FOT)


Plan Actual Plan Actual Variance Variance
POD Summary
Block 0 0 -£                    2£                   2£              3£                    
Call 10,374 10,753 51£                 53£                 2£              53-£                  
Hear and Treat 288 331 3£                   4£                   1£              0£                    
Neonatal 0 0 -£                    -£                    -£               24-£                  
See and Treat 2,605 2,273 384£               335£               49-£            273-£                
See, Treat and Convey 7,690 7,759 1,406£            1,425£            19£            48£                  
Medical Incident Rota 0 0 2£                   2£                   -£               -£                     
Corss Border Flows Adjustmen 0 0 91£                 91£                 -£               -£                     
Quality Payments 49£                 49£                 0-£              0-£                    
Total 1,985£            1,959£            26-£            299-£                


Penalties -£                    -£                    -£               -£                     
Total After Penalties 1,985£            1,959£            26-£            299-£                


Activity (YTD) £000s (YTD)
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North East Ambulance Activity Trends 
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Tees, Esk and Wear Valleys FT  Finance 


Finance & Activity 


Annual Budget
Budget to 


Date Spend to Date Variance
£ £ £ £


Finance
Main Block 43,681,546 10,920,387 10,920,387 0
CAMHS 977,000 244,250 244,250 0
IAPT 1,143,467 285,867 285,867 0


Total 45,802,013 11,450,503 11,450,503 0


Contract Update


The contract with TEWV for the main block (including CAMHS) has now been agreed although the IAPT contract for 2014-15 is still outstanding.


Data Issues


None.


Financial Performance


As these contracts are block there is no financial risk to the CCG.


Forecast Outturn
Forecast Outturn is in line with the annual budget.







Finance & Activity 


Tees, Esk and Wear Valleys FT  Activity 
Annual Target YTD Target YTD Actual Variance


Activity - Occupied Bed Days
LD - Working Age Adults - Adult Rehab Forensic Services 1,553 387 314 -73
LD - Working Age Adults - Assessment & Treatment & Rehab Services (incl Respite) 2,307 575 387 -188
MH - Older Persons - Assessment & Treatment Services 3,360 838 834 -4
MH - Older Persons - Challenging Behaviour Inpatient Services 5,085 1,268 1,365 97
MH - Working Age Adults - 24 Hour Nursed Care Services 2,290 571 221 -350
MH - Working Age Adults - Acute Inpatient Services 9,518 2,373 2,824 451
MH - Working Age Adults - Challenging Behaviour Inpatient Services 2,290 571 551 -20
MH - Working Age Adults - Locked Rehabilitation and Recovery Unit 473 118 274 156
MH - Working Age Adults - PICU Services 1,442 360 405 45
MH - Working Age Adults - Rehabilitation Services 2,138 533 530 -3


Total 30,456 7,594 7,705 111


Direct Face to Face Contacts
LD - Adult LD - Autism Team 650 162 56 -106
LD - Adult LD - Challenging Behaviour Team Service 709 177 271 94
LD - Adult LD - Community Assertive Outreach & Crisis Team 3,484 869 181 -688
LD - Adult LD - Community LD Team Services 3,842 958 301 -657
LD - Adult LD - CHC Residential Services 10 2 169 167
LD - Adult LD - Health Facilitation 896 223 191 -32
LD - Child LD - Challenging Behaviour Services 213 53 2 -51
LD - Child LD - Specialist LD CAMHS Tier 3 Community Services 4,594 1,145 1,396 251
LD - Forensic LD - Adult Forensic Day Services 656 164 73 -91
MH - Adult MH - Adult Eating Disorder Community Team Services 201 50 153 103
MH - Adult MH - Adults with Attention Deficit Hyperactivity Disorder 160 40 67 27
MH - Adult MH - Assertive Outreach Services 6,214 1,549 668 -881
MH - Adult MH - Community Intervention (Affective Disorders) Service 24,474 6,102 8,313 2,211
MH - Adult MH - Community Intervention (Psychosis) Services 17,127 4,270 5,333 1,063
MH - Adult MH - Crisis Resolution & Home Treatment Services 7,655 1,909 1,933 24
MH - Adult MH - Primary Care MH Services (incl Psych Counselling Services) 2,527 630 520 -110
MH - Adult MH - Psychoanalytical Psychotherapy Services 944 235 22 -213
MH - Children & Young Persons Services - Community Forensic Services 12 3 6 3
MH - Childrens & Young Persons Services - Early Intervention in Psychosis 5,395 1,345 949 -396
MH - Childrens & Young Persons Services - Specialist Tier 3 CAMHS Service 14,193 3,539 4,441 902
MH - Childrens & Young Persons Services - Tier 4 Eating Disorder Community Team Services 302 75 52 -23
MH - Forensic MH - Criminal Justice Liaison & Custody Diversion 298 74 71 -3
MH - MH Services for Older People - Acute Liaison Service 2,224 554 1,297 743
MH - MH Services for Older People - CMHT Services (incl Mem Asst, Day Hosp & Ch Liaison) 45,308 11,296 7,443 -3,853
MH - MH Services for Older People - YOD Service 290 72 187 115


Total 127,123 31,693 31,302 -391







Finance & Activity 


Northumberland Tyne and Wear NHS FT 
No rthumb e rla nd  T yne  a nd  We a r Co ntra c t 2014/15


Durha m, Da le s , Ea s ing to n & Se d g e fie ld  CCG - Po s itio n Sta te me nt
Fina nce  a nd  Activ ity  Ke y Va ria nce s Summa ry  - June  2014


Se rv ice  Line


Annua l 
Pla n - 


Activ ity
Annua l Pla n 


- Price  (£)
YT D Pla n - 


Activ ity


YT D 
Actua l - 
Ac tiv ity


YT D 
Actua l 


Activ ity  - 
Va ria nce


YT D Pla n - 
Price  (£)


YT D Actua l - 
Price  (£)


YT D Price  
Va ria nce  


(£)


Prio r 
Mo nth 


Va ria nce  
(£)


Fo re ca st 
Outturn (£)


Fo re ca st 
Outturn 


Va ria nce  
(£)


Prio r Mo nth 
FOT  


Va ria nce  
(£)


Akenside Inpatients (PbR) 0 0 0 39 39 0 13,481 13,481 13,481 53,923 53,923 80,884
Community Treatment Team SL (PbR) 0 0 0 28 28 0 3,633 3,633 2,206 14,533 14,533 13,235
Hepple House 0 0 0 18 18 0 6,889 6,889 0 58,559 58,559 0
Inpatient - Affective Disorder 19 8,666 5 58 53 2,167 26,455 24,288 25,011 105,820 97,153 150,063
IRT - Urgent Care 0 0 0 28 28 0 3,633 3,633 3,633 14,533 14,533 21,799
ISS 0 0 0 67 67 0 8,694 8,694 5,580 34,775 34,775 33,477
Marsden (PbR) 0 0 0 55 55 0 24,334 24,334 11,061 97,334 97,334 66,364
Multiple Sclerosis 48 15,821 12 3 (9) 3,955 989 (2,966) (1,978) 3,955 (11,865) (11,865)
NE Drive Mobility 11 9,467 3 8 5 2,367 7,213 4,846 3,832 28,851 19,384 22,990
Outpatient - Neuro Rehab 137 21,307 34 9 (25) 5,327 1,400 (3,927) (3,085) 5,599 (15,708) (18,508)
Outpatient Dystonia 238 115,566 59 45 (14) 28,892 21,851 (7,041) (5,179) 87,403 (28,163) (31,077)
Regional Disability 41 15,135 10 26 16 3,784 9,657 5,873 5,277 38,627 23,492 31,664
Roker (PbR) 0 0 0 69 69 0 30,209 30,209 17,075 120,837 120,837 102,449
SoT Ops Liaison Service 0 0 0 217 217 0 28,157 28,157 21,929 112,628 112,628 131,573
South of Tyne Children and Younger 
Persons Service 0 0 0 65 65 0 8,434 8,434 5,060 33,737 33,737 30,363
Villa 10 - Hebron 78 27,462 20 0 (20) 6,865 0 (6,865) (4,577) 0 (27,462) (27,462)
Villa 19 - Tyne 531 169,159 133 91 (42) 42,290 28,990 (13,300) (8,761) 115,959 (53,201) (52,564)
Walkergate Bungalow 365 215,716 91 73 (18) 53,929 43,143 (10,786) 99 124,258 (91,458) 591
Other 1,546 887,624 386 382 (4) 221,906 223,375 1,469 2,893 894,097 6,473 7,245
CQUIN 37,148 9,287 12,263 2,976 912 48,621 11,473 13,781
Co ntra c t T o ta l 3,013 1,523,071 753 1,281 528 380,768 502,799 122,031 94,467 1,994,047 470,975 565,001
Adjustment 0 0 0 0 0 0 17,536 17,536 7,101 69,545 69,545 44,406
Ad jus te d  co ntra c t T o ta l 3,013 1,523,071 753 1,281 528 380,768 520,334 139,567 101,568 2,063,592 540,521 609,407
Sha d o w T a riff Ana lys is
PbR Services - Summary 26,671 748,178 6,668 2,410 (4,258) 187,044 96,233 (90,811) (68,942) 577,399 (170,779) (413,651)
Out of  Scope services 1,631 774,905 408 971 563 193,726 235,719 41,992 44,004 1,414,312 639,407 264,027
Sha d o w Co ntra c t T o ta l 28,302 1,523,082 7,075 3,381 (3,694) 380,771 331,952 (48,819) (24,937) 1,991,710 468,628 (149,624)


The activity and finance reports have been 
received for Month 3 showing a year to date 
variance of £139.6k over contract (M2 £101.6k 
over), a continuation of the prior year position.  
The overspending arises in contracted and non-
contracted service lines.  It is early to predict the 
likely outturn, however if expenditure carries on 
as at present the likely forecast outturn is £541k 
overspent (M2 £609k). The accompanying 
schedule sets out the major over and under 
spending services.  


The contract is over spending by £122k before 
amending for the impact of marginal rates which 
have been replaced by fully variable tariffs by 
NTW. NTW now intend to revert to marginal rates 
as with other CCGs, resulting in an adjustment 
(£17.5k increase). The key variances before 
marginal rates adjustment are: 
● Akenside Inpatients £13.5k overspent (M2 
£13.5k over) 
● Inpatient Affective Disorders £24.3k overspent 
(M2 £25k over) 
● Marsden £24.3k Overspent (M2 £11.1k over) 
● Roker at £28.2k overspent (M2 £17.1k over) 
● South of Tyne Older Peoples Liaison Service at 
£28.2k overspent (M2 £21.9k over) 
Investigations are taking place to ensure that 
inpatients are correctly being attributed to the 
CCG. 







Finance & Activity 


Continuing Care Packages of Care  


Financial Performance 


• The finance position for June is showing a £102k under spend 


• During the month of May we have been notified of 20 new CHC packages with an annual cost impact of £303k and 2 deaths giving an overall 
reduction in cost of £56k 


• There is no risk share scheme agreement in place for 2014/15 


Forecast Outturn 


• Based on the most up to date information within our database the forecast outturn is showing a £420k underspend including an estimate for growth 
and inflation. 


  Action Points 


• We are currently waiting for a validation of CHC clients against the NHS spine to identify any recent deaths which may impact on future forecasts  


 


000's YTD 


POD Summary  Plan Actual  Variance 


CHC - Management costs                        129                       129                        -  
CHC Fast Track                        475                       518                     43  
Continuing Care - Joint Packages                        277                       294                     18  
Continuing Care - Section 117                        500                       539                     39  
Continuing Health Care                     2,231                   2,028  -               202  
s256 - Aiming High for Disabled Children                           21                         21                        -  
s256 - Complex cases - Commissioning of out of county placements                        184                       184                        -  
s256 - Contribution to funding of Park House (Children with a  disability provision)                           33                         33                        -  
s256 - FNC Annual Admin Fee                             7                            7                        -  
s256 - Funded nursing Care Care placements - Client Charges 100%                        623                       623                        -  
s256 - Youth Offending Service Contribution                             7                            7                        -  


                             -                            -                        -  
Totals                     4,487                   4,384  -               102  







Mental Health and Learning Disability Packages 


Finance & Activity 


Annual Budget
Budget to 


Date Spend to Date Variance
£ £ £ £


NHS Packages of Care 563,168 140,792 140,792 0
Non NHS Packages of Care 1,822,676 455,669 478,109 22,440


Total 2,385,844 596,461 618,901 22,440


Contract Update
The budget for NHS Packages covers current placements in Fulmar and Kirkdale
Wards within TEWV and some individual learning disability placements which TEWV provide.


The budget for Non NHS Packages of Care includes packages of care that were in
place at 1st April 2014.


The overspend relates to a new package of care which commenced on 15th April 2014 at 
Barchester Healthcare.







Finance & Activity 
Primary Care - Prescribing 


Financial Performance 


• 2 months of data is available for prescribing. 


• Prescribing costs per head of weighted population have decreased since 2012/13 in Sedgefield and increased in Easington and Durham 
Dales. 


• Costs relating to services commissioned by other public bodies (substance misuse, smoking cessation etc.) are still included within the 
prescribing numbers, any potential recharges to the LA have yet to be made for 2014/15. 


• It is anticipated that the PPA will provide robust forecast information for when month 3 data is available. No forecasting information has been 
made available as yet for 2014/15. 


Durham Dales Easington Sedgefield
14/15 Weighted Cost per List Size £25.54 £26.27 £24.97
13/14 Cost per Weighted List Size £25.38 £25.96 £25.62
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Finance & Activity 


Primary Care – Prescribing – Durham Dales 







Finance & Activity 


Primary Care – Prescribing – Easington 







Finance & Activity 


Primary Care – Prescribing – Sedgefield 







Finance & Activity 


Referral to Treatment Time 


RTT Pathways for Admitted Patients (Adjusted) - June It is not possible to 
breakdown waits at 
‘Other’ specialties from 
the RTT reports 
submitted by providers 
 
There were three 52 
week waiters for June 
2014, (all at CDDFT, all 
completed pathways). 


Provider Treatment Function Description
18-25 


weeks
26+ 


weeks
ENT 1 0
General Surgery 2 0
Gynaecology 2 0
Ophthalmology 2 3
Other 1 0
Trauma & Orthopaedics 0 2
Urology 2 10


City Hospitals Sunderland NHS FT Total 10 15
Dermatology 1 0
General Surgery 3 7
Gynaecology 4 0
Other 12 2
Plastic Surgery 2 5
Urology 4 2


County Durham And Darlington NHS FT Total 26 16
Cardiology 1 0
General Surgery 2 4
Gynaecology 2 0
Trauma & Orthopaedics 8 0
Urology 1 1


North Tees And Hartlepool NHS FT Total 14 5
General Surgery 1 0
Other 1 1
Plastic Surgery 1 0
Trauma & Orthopaedics 3 1
Urology 1 0


South Tees Hospitals NHS FT Total 7 2
Other 1 0
Trauma & Orthopaedics 1 0
Urology 0 1


The Newcastle Upon Tyne Hospitals NHS FT Total 2 1
59 39


The Newcastle Upon Tyne Hospitals NHS FT


South Tees Hospitals NHS FT


North Tees And Hartlepool NHS FT


County Durham And Darlington NHS FT


City Hospitals Sunderland NHS FT


DURHAM DALES, EASINGTON & SEDGEFIELD CCG TOTAL







Glossary 


Threshold Frequency
Quality Premium 


Link


% 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%
Red: less than 90%


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%
Red: less than 95%


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%
Red: less than 92%


Monthly National


Number patients waiting more than 52 weeks for 
treatment


Number of 52 week Referral to Treatment Pathways Green is zero
Red is more than zero


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%
Red: greater than 1%


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 95%
Red: less than 95%


Weekly National


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%
Red: less than 93%


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%
Red: less than 93% 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%
Red: less than 96%


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%
Red: less than 94%


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%
Red: less than 98%


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%
Red: less than 94%


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%
Red: less than 85%


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%
Red: less than 90% 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)


Green: Greater than or equal to 85%
Red: less than 85%


Monthly National


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%
Red: less than 75%


Local Target Threshold Green:  Greater than or 
equal to 72%


Monthly National


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%
Red: less than 75%


Local Target Threshold Green:  Greater than or 
equal to 72%


Monthly


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%
Red: less than 95%


Monthly


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
Red: more than zero


Monthly


% 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%
Red: less than 95% Monthly


Mixed Sex accommodation


Mental Health


Cancer patients 2 week wait


Cancer patients - 31 days


Cancer patients - 62 days


Ambulance response times


Crew clear delays of over 30 minutes/1 hour


0 Monthly


CONSTITUTIONAL INDICATORS
Measure(s)


Referral to treatment access times


Diagnostic waits


A&E waits


The number of handover delays of over 30 minutes/1 hour


0
                                                                                  


Monthly
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